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Summary

Objectives: the aim of the present study was to examine the presence of fibromyalgia (FM) in elderly adults and to evaluate 
the impact of the severity of FM on quality of life.
Methods: A total of 100 patients between 65 and 80 years of age were included. the main admission diagnosis of the patients 
was recorded. Presence of FM was evaluated based on 1990 American college of rheumatology (Acr) diagnostic criteria. the 
FM group was comprised of 31 patients fulfilling these criteria, and the remaining 69 patients composed the non-FM group. 
tender point count (tPc) and common symptoms were recorded. FM disease severity was assessed using Fibromyalgia Impact 
Questionnaire (FIQ). Nottingham Health Profile (NHP) was used to evaluate quality of life. Pain severity was measured using 
Visual Analog Scale (VAS).
results: rate of FM was found to be 31%. FM patients scored significantly higher on pain, sleep, social isolation, and emo-
tional reactions subgroups of NHP when compared to controls (p<0.05). tPc and FIQ were not affected by gender difference 
(p>0.05), but reduced with increasing age (p<0.01). FIQ and tPc were found to be correlated with only the pain and emotional 
reactions subgroups of NHP (p<0.01). there was no statistically significant correlation between FIQ and tPc and the physical 
mobility, sleep, energy, and social isolation subgroups of NHP (p>0.05).
Conclusion: Although FM is known as a disease of young and middle-aged women, our study indicates that its prevalence 
increases with age. FM is associated with poor quality of life in terms of pain, sleep, social, and emotional functions.
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Özet

amaç: Çalışmamızda, yaşlı erişkinlerde fibromiyalji (FM) varlığını araştırmak ve FM hastalık şiddetinin yaşam kalitesi üzerine 
etkisini değerlendirmeyi amaçladık.
Gereç ve Yöntem: Çalışmamıza 65– 80 yaş arası 100 hasta dahil edildi. FM varlığı 1990 Amerikan romatoloji Derneği [American 
college of rheumatology (Acr)] kriterleri baz alınarak değerlendirildi. Hastaların ana başvuru tanıları kaydedildi. bu kriterleri 
karşılayan 31 hasta FM grubunda, geri kalan 69 hasta ise FM olmayan grupta yer aldı. Hassas nokta sayısı [tender point count 
(tPc)] ve sık görülen semptomlar kaydedildi. FM hastalık şiddeti, Fibromiyalji etki Ölçeği [Fibromyalgia Impact Questionnaire 
(FIQ)] ile değerlendirildi. Yaşam kalitesini değerlendirmede Nottingham Sağlık Profili [Nottingham Health Profile (NHP)] kulla-
nıldı. Ağrı şiddeti Görsel Analog Skala-ağrı (Visual Analog Scale [VAS]-pain) ile ölçüldü.
Bulgular: Çalışmamızda FM oranı %31 olarak bulundu. FM hastaları kontrollerle karşılaştırıldığında NHP’nin ağrı, uyku, sosyal 
izolasyon ve emosyonel reaksiyon alt gruplarında belirgin olarak daha yüksek skorlama gösterdiler (p<0.05). tPc ve FIQ; cinsi-
yet farklılığından etkilenmedi, ancak yaş ile azalma gösterdi (p<0.01). FIQ ve tPc; NHP’nin sadece ağrı ve emosyonel reaksiyon-
lar alt grupları ile korele bulundu (p<0.01). FIQ ve tPc ile NHP’nin fiziksel mobilite, uyku, enerji ve sosyal izolasyon alt grupları 
arasında istatistiksel olarak anlamlı korelasyon yoktu (p>0.05).
Sonuç: FM genç ve orta yaşlı kadınların hastalığı olarak bilinmesine rağmen, çalışmamız prevalansının yaş ile arttığına dikkat 
çekmektedir. FM, yaşlı popülasyona ağrı, uyku, sosyal ve emosyonal fonksiyonlar açısından kötü yaşam kalitesi ile ilişkilidir.

Anahtar sözcükler: Yaşlı; fibromiyalji; yaşam kalitesi; ağrı.



Introduction
Fibromyalgia (FM) is a musculoskeletal disorder char-
acterized by widespread pain resulting from dysreg-
ulation of pain-processing mechanisms.[1] Although 
the main symptom of FM is bodily pain, patients may 
also experience additional symptoms such as fa-
tigue, non-restorative sleep, stiffness, headache, diz-
ziness, muscle spasms and paresthesia.[2,3] Although 
pathogenesis of FM is not clearly understood, it is 
thought to result from immune dysregulation, oxi-
dative stress and mitochondrial dysfunction, and hy-
pothalamic- pituitary- adrenal axis abnormalities.[4]

epidemiological research has shown that prevalence 
of fibromyalgia in the general population ranges be-
tween 2%–%7 with a rate increasing with age.[5] the 
mean age for diagnosis is 47 years, with a female-male 
ratio of 9:1.[3] In contrast to most studies focusing on 
FM in the general population, little attention has been 
given to FM symptoms occurring in elderly adults.[1]

the main aims of the present study were to assess 
presence of FM in elderly patients and to analyze the 
impact of FM disease severity on quality of life (QoL).

Material and Methods
A total of 100 patients aged between 65 and 80 ap-
plying to outpatient physical medicine and rehabili-
tation clinics of two hospitals were included in the 
study. All of the patients signed the informed con-
sent forms. the study protocol was approved by the 
Medical research ethics committee of medical facul-
ty. the study conforms to the provisions of the World 
Medical Association’s Declaration of Helsinki.

exclusion criteria were rheumatic diseases such as 
rheumatoid arthritis, ankylosing spondylitis, gener-
alized OA and endocrine diseases such as hypogo-
nadism, thyroid and parathyroid disorders and ma-
lignancies. Generalized OA was diagnosed based on 
Dougados criteria:[6] consisting of either bilateral digi-
tal OA or bilateral knee OA plus OA of the spine. the 
main admission diagnosis of the patients including fo-
cal OA, epin calcanei, carpal tunnel syndrome, meralgia 
paresthetica and restless leg syndrome was recorded. 
Presence of FM was evaluated based on 1990 Ameri-
can college of rheumatology (Acr) diagnostic crite-
ria:[7] 1) chronic generalized pain in both sides of the 
body, both axial and peripheral, below and above the 

waist; 2) the presence of at least 11 of 18 tender points 
on digital palpation with a pressure of approximately 
4 kg/cm2. tender point count (tPc) was measured by 
the same researcher. 31 patients fulfilling these criteria 
participated in FM group, and the remaining 69 pa-
tients formed non-FM group. common FM symptoms 
including fatigue, headache, paresthesia, sleep dis-
turbance, irritable bowel and bladder syndrome were 
noted. Fibromyalgia Impact Questionnaire (FIQ) was 
used for determining disease severity[8] and Notting-
ham Health Profile (NHP) for QoL.[9] Pain severity was 
measured by using 10 cm Visual Analog Scale (VAS), a 
scale which is used to measure subjective characteris-
tics that cannot be directly measured.[10] 

Statistical analyses
Descriptive statistics (mean, median, SD [Standard 
deviation], minimum, maximum and frequencies) 
were used for assessing the demographics and 
clinical parameters. Differences among groups were 
evaluated by using independent samples t-test. 
Multiple regression analysis was used to determine 
factors affecting tPc and FIQ. the presence of cor-
relation was determined by Pearson’s correlation co-
efficient. A value of p<0.05 was accepted as statisti-
cally significant. All analyses were performed using 
IbM Statistical Package for the Social Sciences (SPSS) 
for Windows, Version 21.0 (Armonk, New York, USA).

results
Demographic and clinical characteristics 
of the patients
A total of 100 patients (77 women, 23 men) were in-
cluded in the study. rate of FM was found as 31%. 
FM group consisted of 25 women and 6 men, and 
non-FM group consisted of 52 women and 17 men. 
Mean age was 69.47±5.41 (65–80) in FM group and 
69.97±4.92 (65–80) in non-FM group. Age did not 
significantly differ among the groups (p=0.79). Mean 
tPc was 13.67±2.41 (11–18), and mean FIQ was 
70.64±15.51 (44–100) in FM group. the most com-
mon symptom was fatigue (20 patients, 64.52%). 
this was followed by sleep disturbance (18 patients, 
58.06%), headache (15 patients, 48.39%), irritable 
bowel and bladder syndrome (10 patients, 32.26%), 
and paresthesia (8 patients, 25.81%), respectively. 

the primary diagnosis of the patients was as follows: 
FM group (lumbar spondylosis 25.8% [8 patients], 
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cervical spondylosis 19.4% [6 patients], knee OA 
16.1% [5 patients], carpal tunnel syndrome 12.9% 
[4 patients], shoulder OA 9.7% [3 patients], epin 
calcanei 6.5% [2 patients], restless leg syndrome 
6.5% [2 patients] and meralgia paresthetica 3.2% 
[1 patient]) and non-FM group (knee OA 30.4% [21 
patients], hip OA 20.3% [14 patients], shoulder OA 
17.4% [12 patients], lumbar spondylosis 17.4% [12 
patients], cervical spondylosis 11.6% [8 patients], 
carpal tunnel syndrome 2.9% [2 patients]). Meralgia 
paresthetica, restless leg syndrome and epin calca-
nei were found only in FM patients. Lumbar and cer-
vical spondylosis and carpal tunnel syndrome were 
most frequently found in FM group, whereas knee, 
hip, shoulder osteoarthritis were found in non-FM 
group (p<0.0001) (table 1).

Comparison of quality of life among the groups 
FM patients scored significantly higher in pain, 

sleep, social isolation and emotional reactions sub-
groups of NHP when compared with the controls 
(p<0.05) (table 2). 

Impact of age and gender on FIQ and TPC

Multiple regression analysis showed tPc and FIQ 
scores reduced with increasing age (p<0.01). tPc 
and FIQ were not affected by gender differences 
(p>0.05). β coefficients and adjusted r2 values are 
given in table 3.

The relation of FIQ and TPC with quality of life
FIQ and tPc were found to be correlated with only 
pain and emotional reactions subgroups of NHP 
(p<0.01). there was no statistically significant cor-
relation between FIQ and tPc and physical mobility, 
sleep, energy and social isolation subgroups of NHP 
(p>0.05) (table 4). 
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Table 1. Distribution of main admission diagnosis among groups

  FM group (n=31)  Non-FM Group 2 (n=69)  p

  n % n % <0.0001*

Lumbar spondylosis 8 25.8 12 17.4
cervical spondylosis  6 19.4 8 11.6
Knee osteoarthritis 5 16.1 21 30.4
Hip 0 0 14 20.3
Shoulder 3 9.7 12 17.4
carpal tunnel syndrome 4 12.9 2 2.9
Meralgia paresthetica 1 3.2 0 0
restless leg syndrome 2 6.5 0 0
epin calcanei  2 6.5 0 0

FM: Fibromyalgia; *: p<0.05 (significant).

Table 2. comparison of quality of life among the groups

  FM group (n=31) Non-FM group (n=60) p

  M±SD M±SD

NHP-pain 72.35±16.87 28.36±28.41 <0.0001**
NHP-physical mobility 51.21±25.48 56.34±28.57 0.393
NHP-energy 43.54±38.17 40.28±41.26 0.710
NHP-sleep 30.19±28.07 20.29±21.58 <0.0001**
NHP-social isolation 5.79±14.19 16.49±28.77 0.044*
NHP-emotional reactions 26.69±21.59 20.47±27.74 <0.0001**

FM: Fibromyalgia; M±SD: Mean±standard deviation; NHP: Nottingham Health Profile; *: p<0.05(significant); **: p<0.01 (highly significant).



Discussion

FM, a disorder characterized by chronic widespread 
pain accompanied by fatigue, non-restorative sleep 
and psychological distress, is common in physical 
medicine and rehabilitation and rheumatology clin-
ics. the prevalence of FM has been reported as 3.4% 
in women and 0.5% in men. Its prevalence increases 
with age, with highest rates between 60 and 79 years 
(>7% in women).[5] this rate increases up to 15.7% in 
rheumatology[11] and 41.2% in pain clinics.[12]

In our study, the rate of fibromyalgia in turkish pa-
tients aged between 65 and 80 years was 31%. San-

tos et al.[13] reported the prevalence of FM in brazilian 
population in the same range of ages as 5.5%. Dif-
ferent results may be due to the samples of these 
studies. Our sample was composed of the patients 
applying to outpatient physical medicine and reha-
bilitation clinic because of pain symptoms. Similar to 
our findings, in the study of Lebleci et al.[14] conduct-
ed in turkish geriatric population; frequency of FM 
was reported as 37.9% in elderly patients in physical 
medicine and rehabilitation clinic. Most of the stud-
ies in the literature indicate that increasing age is as-
sociated with higher prevalence of FM. this picture 
raises a question of why FM is thought to be a syn-
drome of young women. Wolfe et al.[5] suggested that 
pain in older individuals is thought to be linked with 
osteoarthritis and diagnosis of ‘FM’ is mostly missed.

In the current study, rate of lumbar spondylosis was 
found as 25.8%, cervical spondylosis 19.4%, knee 
OA 16.1%, carpal tunnel syndrome 12.9%, shoulder 
OA 9.7%, epin calcanei 6.5%, restless leg syndrome 
6.5% and meralgia paresthetica 3.2% in FM group. 
Frequency of knee OA was reported to be 30.4%, hip 
OA 20.3%, shoulder OA 17.4%, lumbar spondylosis 
17.4%, cervical spondylosis 11.6% and carpal tun-
nel syndrome 2.9% in non-FM group. Meralgia par-
esthetica, restless leg syndrome and epin calcanei 
were reported only in FM patients. Lumbar and cer-
vical spondylosis and carpal tunnel syndrome were 
most frequently found in FM group, while knee, hip 
and shoulder osteoarthritis were mostly found in 
non-FM group. 

More frequent lumbar and cervical spondylosis, car-
pal tunnel syndrome, meralgia paresthetica, restless 
leg syndrome and epin calcanei in FM group may 
be due to shared pain mechanisms for these condi-
tions and FM. these pathophysiologic mechanisms 
are explained by abnormalities in the descending 
facilitatory and inhibitory pain pathways and cen-
tral sensitization.[15] co-occurrences of FM and these 
conditions were reported in previous studies.[15–17]

there are many studies in the literature which eval-
uate symptoms of FM patients regardless of age 
group. In the study of Sivas et al.[18] conducted in 80 
turkish FM patients aged between 20 and 57, the 
most common symptom was fatigue with a rate of 
97.5%. Morning stiffness (77.5%) and sleep disor-
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Table 3. Impact of age and gender on FIQ and tPc

  FIQ TPC
  (adjusted r2:0.359) (adjusted r2: 0.483)

Variables Beta p Beta p

Age  -0.587 <0.0001** -0.644 <0.0001**
Gender -0.277 0.069 -0.294 0.054

FIQ: Fibromyalgia impact questionnaire; tPc: tender point count; 
**: p<0.01 (highly significant).

Table 4. the relation of FIQ and tPc with quality of life

   TPC FIQ

NHP-pain
 r 0.780** 0.920**
 p <0.0001 <0.0001
NHP-physical mobility
 r 0.336 0.269
 p 0.065 0.144
NHP- energy
 r -0.339 -0.288
 p 0.062 0.116
NHP- sleep
 r -0.101 0.131
 p 0.589 0.483
NHP-social isolation
 r 0.159 0.170
 p 0.392 0.362
NHP-emotional reactions
 r 0.600** 0.752**
 p <0.0001 <0.0001

NHP: Nottingham Health Profile; tPc: tender point count; FIQ: Fibromy-
algia Impact Questionnaire; **: p<0.01 (highly significant).



ders (71.3) followed it, respectively. On the other 
hand, türkyılmaz et al.[19] reported the most com-
mon symptoms as fatigue (94.6%) and sleep distur-
bance (86.5%) in female patients with a mean age of 
39.2. Our study sample was composed of patients 
over 65 years old and the most common symptom 
was fatigue (64.52%) in this age group. Sleep distur-
bance (58.06%), headache (48.39%), irritable bowel 
and bladder syndrome (32.26%), and paresthesia 
(25.81%) followed it, respectively. In study of Leb-
lebici et al.[14] investigating FM patients in the same 
range of ages, similar results were reported. Fatigue 
was the most common symptom, and its frequency 
was 89.4%. Sleep disturbance was seen in 76.6% of 
the patients. Differently from our results, headache 
(83%) is more frequent in their study sample than in 
our series. 

In our study, tPc and fibromyalgia severity reduced 
with increasing age. this finding is consistent with 
previous studies in the literature. In the study of Shil-
lam et al.[20] where 533 adults with FM were assessed, 
it was reported that middle-aged adults were more 
symptomatic than older adults. Similarly in the study 
of Jiao et al.[21] younger and middle-aged FM pa-
tients had worse FM symptoms and poorer QoL than 
elderly patients who are older than 60 years old. Also 
campos et al.[22] reported less impact of FM on physi-
cal and social dimensions of QoL in elderly women 
(≥60 years) than younger ones. they suggested that 
this might be due to perception of age-related ex-
pectations of younger patients. Younger patients are 
willing to be healthy and active, thus they do not 
tolerate the pain and symptoms of FM. In the study 
of Leblebici et al.[14] increasing age was found to be 
negatively correlated with tPc; however not corre-
lated with FIQ. In contrast to these findings, Gürer 
et al.[23] reported a positive correlation between age 
and both tPc and FIQ. 

In the present study, elderly FM patients had poorer 
QoL in pain, sleep, social isolation and emotional re-
actions subgroups when compared with the controls. 
Similarly, campos et al.[22] assessed Spanish FM pa-
tients in the same age group and found impairment 
in all eight QoL domains of Short Form-36 (SF- 36).

there were several limitations in our study. the first 
one was relatively small number of FM patients and 

the second one was lack of control group involving 
young and middle-aged patients. 

Although FM is thought to be as a disease seen 
among young and middle-aged women, its preva-
lence increases with age. Accompanying osteoar-
thritis in elderly patients may cause delay in the di-
agnosis of FM and as well as its treatment. In case of 
severe pain which is incompatible with the clinical 
and radiological findings, diagnosis of FM should be 
taken into account.

Conflict-of-interest issues regarding the authorship or 
article: None declared.

Peer-rewiew: Externally peer-reviewed.

references
1. Fitzcharles MA, Ste-Marie PA, Shir Y, Lussier D. Man-

agement of fibromyalgia in older adults. Drugs Aging 
2014;31(10):711–9. Crossref

2. Martinez Je, casagrande Pde M, Ferreira PP, rossatto 
bL. correlation between demographic and clinical vari-
ables and fibromyalgia severity. rev bras reumatol 
2013;53(6):460–3. Crossref

3. Jones cJ, rutledge DN, Aquino J. Predictors of physical 
performance and functional ability in people 50+ with and 
without fibromyalgia. J Aging Phys Act 2010;18(3):353–68.

4. romano GF, tomassi S, russell A, Mondelli V, Pariante cM. 
Fibromyalgia and chronic fatigue: the underlying biol-
ogy and related theoretical issues. Adv Psychosom Med 
2015;34:61–77. Crossref

5. Wolfe F, ross K, Anderson J, russell IJ, Hebert L. the preva-
lence and characteristics of fibromyalgia in the general 
population. Arthritis rheum 1995;38(1):19–28. Crossref

6. Dougados M, Nakache JP, Gueguen A. criteria for gen-
eralized and focal osteoarthritis. rev rhum engl ed 
1996;63(9):569–75.

7. Wolfe F, Smythe HA, Yunus Mb, bennett rM, bombardier 
c, Goldenberg DL, et al. the American college of rheuma-
tology 1990 criteria for the classification of Fibromyalgia. 
report of the Multicenter criteria committee. Arthritis 
rheum 1990;33(2):160–72. Crossref

8. Sarmer S, ergin S, Yavuzer G. the validity and reliability of 
the turkish version of the Fibromyalgia Impact Question-
naire. rheumatol Int 2000;20(1):9–12. Crossref

9. Kücükdeveci AA, McKenna SP, Kutlay S, Gürsel Y, Whalley 
D, Arasil t. the development and psychometric assessment 
of the turkish version of the Nottingham Health Profile. Int 
J rehabil res 2000;23(1):31–8. Crossref

10. Price DD, McGrath PA, rafii A, buckingham b. the valida-
tion of visual analogue scales as ratio scale measures for 
chronic and experimental pain. Pain 1983;17(1):45–56.

11. Neumann L, buskila D. epidemiology of fibromyalgia. curr 

OctOber  2016 169

Prevalence of fibromyalgia in Turkish geriatric population and its impact on quality of life

http://dx.doi.org/10.1007/s40266-014-0210-4
http://dx.doi.org/10.1016/j.rbr.2013.04.002
http://dx.doi.org/10.1123/japa.18.3.353
http://dx.doi.org/10.1159/000369085
http://dx.doi.org/10.1002/art.1780380104
http://dx.doi.org/10.1002/art.1780330203
http://dx.doi.org/10.1007/s002960000077
http://dx.doi.org/10.1097/00004356-200023010-00004
http://dx.doi.org/10.1016/0304-3959(83)90126-4


Pain Headache rep 2003;7(5):362–8. Crossref

12. brill S, Ablin JN, Goor-Aryeh I, Hyat K, Slefer A, buskila D. 
Prevalence of fibromyalgia syndrome in patients referred 
to a tertiary pain clinic. J Investig Med 2012;60(4):685–8. 

13. Santos AM, burti JS, Lopes Jb, Scazufca M, Marques AP, 
Pereira rM. Prevalence of fibromyalgia and chronic wide-
spread pain in community-dwelling elderly subjects living 
in São Paulo, brazil. Maturitas 2010;67(3):251–5. Crossref

14. Leblebici b, turhan N, Adam M. Geriatrik popülasyonda fi-
bromiyalji sendromu. turk J rheumatol 2009;24:6–9.

15. Staud r. evidence for shared pain mechanisms in osteo-
arthritis, low back pain, and fibromyalgia. curr rheumatol 
rep 2011;13(6):513–20. Crossref

16. Nacir b, Genc H, Duyur cakit b, Karagoz A, erdem Hr. evalu-
ation of upper extremity nerve conduction velocities and 
the relationship between fibromyalgia and carpal tunnel 
syndrome. Arch Med res 2012;43(5):369–74. Crossref

17. Yunus Mb. the prevalence of fibromyalgia in other chronic 
pain conditions. Pain res treat 2012;2012:584573. Crossref

18. Sivas FA, baskan bM, Aktekin LA, Çınar NK, Yurdakul FG, 
Ozoran K. Fibromiyalji hastalarında depresyon, uyku 
bozukluğu ve yaşam kalitesinin değerlendirilmesi. türk Fiz 
tıp rehab Derg 2009;55:8–12. 

19. turkyilmaz AK, Kurt ee, Karkucak M, capkin e. Sociodemo-
graphic characteristics, clinical signs and quality of life in pa-
tients with fibromyalgia. eurasian J Med 2012;44(2):88–93.

20. Shillam cr, Dupree Jones K, Miller L. Fibromyalgia symp-
toms, physical function, and comorbidity in middle-aged 
and older adults. Nurs res 2011;60(5):309–17. Crossref

21. Jiao J, Vincent A, cha SS, Luedtke cA, Oh tH. relation of 
age with symptom severity and quality of life in patients 
with fibromyalgia. Mayo clin Proc 2014;89(2):199–206. 

22. campos rP, Vázquez MI. the impact of Fibromyalgia on 
health-related quality of life in patients according to age. 
rheumatol Int 2013;33(6):1419–24. Crossref

23. Gürer G, Şendur OF. corelations of clinical Features and 
Findings in Fibromyalgia Patients. romatizma 2006;21:41–
4.

OctOber  2016170

PAINA RI

http://dx.doi.org/10.1007/s11916-003-0035-z
http://dx.doi.org/10.2310/JIM.0b013e31824963d1
http://dx.doi.org/10.1016/j.maturitas.2010.07.006
http://dx.doi.org/10.1007/s11926-011-0206-6
http://dx.doi.org/10.1016/j.arcmed.2012.07.004
http://dx.doi.org/10.1155/2012/584573
http://dx.doi.org/10.5152/eajm.2012.21
http://dx.doi.org/10.1097/nnr.0b013e31822bbdfa
http://dx.doi.org/10.1016/j.mayocp.2013.09.021
http://dx.doi.org/10.1007/s00296-012-2568-0

