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Abstract 

 

Background: Fibromyalgia, rheumatoid arthritis, spondyloarthritis and Sjögren’s syndrome 

are chronic rheumatic diseases with very different clinical characteristics, but which share 

symptoms such as pain and fatigue. The aim of the study was to examine the impact of the 

disease on psychological adaptation in fibromyalgia compared to other rheumatic diseases 

(rheumatoid arthritis, spondyloarthritis and Sjögren’s syndrome). 

Method: In a multicenter study, 165 women with rheumatic diseases (48 with fibromyalgia, 47 

with rheumatoid arthritis, 47 with spondyloarthritis, 23 with Sjögren’s syndrome) completed 

the GHQ-28 (emotional distress), FSS (fatigue), FIQ (impact of the disease), CSQ (coping), 

and MINI (comorbidity with DSM IV axis-I disorders). We used the Kruskal-Wallis test, Mann-

Whitney U-test and the Chi² test to compare comorbid anxiety and depressive disorders, and to 

compare the impact of the disease on patients’ mental well-being and daily life and adjustment 

(coping strategies).  

Results: Anxiety and depressive disorders were more common in fibromyalgia patients; they 

had higher scores on impact of the disease, physical symptoms, pain and fatigue than 

rheumatoid arthritis patients, and reported more fatigue than patients with spondyloarthritis. 

Overall, they used more maladaptive coping strategies (less use of Distancing from pain than 

patients with rheumatoid arthritis and spondyloarthritis, less use of Ignoring pain sensations, 

and more use of Catastrophizing than those with rheumatoid arthritis). No differences were 

found between fibromyalgia and Sjögren’s syndrome on impact and adjustment.  

Conclusions: Compared to other rheumatic diseases, fibromyalgia has a greater impact on daily 

life; patients have more difficulty adjusting to the disease and generally use poorer strategies to 

cope with pain.  

 

Keywords: Fibromyalgia, rheumatic diseases, impact of the disease, psychological adjustment, 

coping, rheumatic diseases. 
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Introduction 

Fibromyalgia, rheumatoid arthritis, spondyloarthritis and Sjögren’s syndrome are chronic 

diseases with different clinical characteristics, but which share symptoms such as pain and 

fatigue. Unlike the other three rheumatic diseases, which are clearly recognizable by their 

clinical, imaging and biological features, fibromyalgia is a diagnosis of exclusion, which can 

only be established once other conditions have been ruled out and could affect the way that 

patients cope and adjust to the disease. All these diseases have a major impact on patients’ daily 

life, requiring considerable effort to cope with the illness. As most existing studies comparing 

fibromyalgia with other rheumatic diseases only consider it when it is associated with another 

rheumatic disease, they do not allow a clear distinction to be made between how patients adjust 

psychologically to each disease. 

Studies have examined symptoms of fibromyalgia in inflammatory or autoimmune 

rheumatic diseases and the relationship with disease activity (1, 2). Other studies found that 

fibromyalgia patients had higher pain scores (3, 4) and greater fatigue variability (5) than 

patients with rheumatoid arthritis. Pain in rheumatoid arthritis is associated with depression, 

while in fibromyalgia, it is linked more to stress levels (6). Hence, pain and fatigue levels seem 

to be predictors of depression in rheumatoid arthritis, whereas distress markers are predictors 

of fibromyalgia (7). Patients with fibromyalgia reported more depressive episodes and anxiety 

disorders (panic disorder, post-traumatic stress disorder) than patients with rheumatoid arthritis 

(8, 9), and had higher scores on emotional distress, depression, anxiety and stress (10, 11). 

Patients with spondyloarthritis perceived a change in their daily life due to physical disability, 

while patients with fibromyalgia experienced these changes due to pain, anxiety, fatigue and 

disability (12). Finally, patients with fibromyalgia express lower general well-being than those 

with spondyloarthritis. They also report a poorer quality of life than patients with Sjögren’s 

syndrome (particularly social and physical dimensions) (13). So far, no study has compared 



4 

these diseases in terms of coping strategies. The aim of this study was to compare fibromyalgia, 

rheumatoid arthritis, spondyloarthritis and Sjögren’s syndrome regarding (i) their impact on 

daily life, and (ii) psychological adjustment (coping strategies).  

 

Material and method 

Participants  

The inclusion criteria were: a) women aged over 18 and under 70 years; b) duration of disease 

between 6 months and 10 years; c) social security cover; d) no difficulty communicating in 

French, and e) to have been informed about the study by her doctor. A rheumatologist 

systematically confirmed the diagnosis using international disease classification criteria: ACR 

(14) and FIRST criteria (15) for fibromyalgia; ACR criteria for rheumatoid arthritis (16); ASAS 

criteria for spondyloarthritis (17); and Vitali et al.’s criteria (18) for Sjögren’s syndrome. He 

also ensured that patients met the inclusion and exclusion criteria for the study. The exclusion 

criteria were: association with another rheumatic diseases, HIV infection, history of cancer or 

blood malignancy, thyroid dysfunction and other endocrinopathies, viral hepatitis and all other 

comorbidities that the investigator considered to be severe (chronic heart failure, renal failure, 

respiratory failure, etc.). 

Measures 

To estimate the prevalence of anxiety and depressive disorders, we used the Mini 

International Neuropsychiatric Interview (MINI) (19, 20). This is a structured diagnostic 

interview exploring the presence or absence of the main DSM-IV axis-I disorders. It indicates 

comorbid anxiety and depressive disorders.  

First, to assess the emotional distress caused by the disease, we used the General Health 

Questionnaire (GHQ) (21, 22). This is a self-administered questionnaire evaluating the level of 
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distress experienced by the individual using a 4-point Likert scale. Its 28-item version 

investigates four areas of subjective emotional distress: Somatic symptoms, Anxiety-insomnia, 

Social dysfunction, Severe depression.  

To assess the impact of the illness on daily life, first we used the Fibromyalgia Impact 

Questionnaire (FIQ) (23, 24), which is a self-administered questionnaire with 10 items 

assessing the physical, psychological and social impact of the illness on the quality of the 

patient’s daily life using an 11-point Likert scale. Although this questionnaire is designed 

specifically for fibromyalgia, we assumed that it would be relevant for comparison of 

fibromyalgia with other diseases in these aspects. Secondly, to assess the common somatic 

symptoms of the disease in daily life, we used the Visual Analogic Scale (VAS), which assesses 

the level of pain on a scale of 0 to 10, and the Fatigue Severity Scale (FSS) (25), a self-

administered 9-item questionnaire assessing the level of fatigue and its functional consequences 

using a 7-point Likert scale.  

Finally, to assess how patients adjust to living with a rheumatic disease, we used the 

Coping Strategies Questionnaire (CSQ) (26, 27), a 21-item self-administered questionnaire 

assessing five specific cognitive strategies of coping with pain: Distraction (thinking of things 

that can divert attention from pain), Catastrophizing (worrying and focusing only on the 

negative aspects of pain), Praying (saying to yourself that you have to hope and pray that the 

pain will one day go away), Distancing from pain (trying to perceive sensations other than 

pain), and Ignoring pain sensations (denying that pain makes us suffer and affects us). Usually, 

problem-focused coping strategies (Distancing from pain, Ignoring pain sensations) are better 

for health outcomes, while emotion-focused strategies (avoidant coping: Distraction, 

Catastrophizing, Praying) are less favorable. 

Procedure 
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The data were collected in three French hospitals (Tours, Orleans and Paris) by a 

rheumatologist and a psychologist. Informed written consent was obtained from all the 

participants and an ethics committee approved the study.  

Data analysis 

Internal consistency of all the questionnaires was good, with a Cronbach’s alpha 

coefficient >.70. As the variables were not normally distributed in each group, we used non-

parametric analysis techniques. First, we compared comorbid anxiety and depressive disorders 

in fibromyalgia and the other rheumatic diseases (rheumatoid arthritis, spondyloarthritis and 

Sjögren’s syndrome). To this end, we used the Chi² test for categorical variables or Fisher’s 

exact test when there were fewer than five subjects in a sample. Next, we conducted a Kruskal-

Wallis test (one-way ANOVA on ranks) to compare the impact of the disease on daily life and 

psychological adjustment in the different rheumatic diseases. After that, we performed a Mann-

Whitney U test to compare fibromyalgia with the other diseases for continuous variables. We 

also conducted a hierarchical cluster analysis using Ward’s linkage method with squared 

Euclidian distance, followed by a k-means cluster analysis, which allocates each case to the 

cluster with the nearest center point. To compare clusters, we used the Kruskal-Wallis test 

(including a pairwise post-hoc test). Statistical analyses were performed with Statistica® version 

12. 

 

Results 

Participants’ characteristics 

The sample comprised 165 French women with rheumatic diseases, mean age 47.24 years (± 

10.77 years, range 21 to 65), with 4 sub-groups: 48 women with fibromyalgia (Mean age = 

47.98 ± 9.69, range 25 to 65), 47 with rheumatoid arthritis (Mean age = 50.89 ± 11.31, range 
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24 to 65), 47 with spondyloarthritis (Mean age = 42.30 ± 9.30, range 21 to 59), and 23 with 

Sjögren’s syndrome (Mean age = 48.30 ± 11.48, range 25 to 64). There was a significant 

difference in age across groups (H (3, 165) = 16.88, p<.001). The average education level 

corresponded to completion of high school, with no significant difference between groups. 

Average duration of disease was 4.13 years (± 2.83, range .5 to 10) with significant differences 

between groups (H (3, 165) = 9.40, p<.05). However, the effects of age and duration of disease 

were small and limited and indicated only a tendency towards a slight decrease of the functional 

repercussions with the evolution of the disease and the age of the patient (data not shown). Forty 

percent of the women were menopausal (35% with fibromyalgia, 49% with rheumatoid arthritis, 

26% with spondyloarthritis, and 61% with Sjögren’s syndrome), with significant differences 

between groups (Chi² = 10.26, p<.05). For patients with fibromyalgia, the FIRST criterion mean 

was 5.92 (±.28, range 5 to 6) and tender points mean was 16.79 (±2.30, range 11 to 18).  

Internal consistency 

The internal consistency of all scales was evaluated for each rheumatic disease. 

Cronbach’s alpha coefficients were acceptable (between .69 and .94), as shown in Table 1. 

Descriptive data are provided in Table 2. 

 
------------------------------------------------------------------------------------------------------ 

Please Insert Tables 1 and 2 here 

------------------------------------------------------------------------------------------------------ 
 

Comparison of the prevalence of anxiety and depressive disorders in patients 

with fibromyalgia and other rheumatic diseases 

Psychiatric disorders were assessed with the MINI in order to establish the prevalence 

of comorbidities. Tables 3 and 4 show only significant results in the comparison of comorbid 

anxiety and depressive disorders in fibromyalgia and the other rheumatic diseases. 

Fibromyalgia patients had experienced more recurrent (past) major depressive episodes than 

those with other diseases (rheumatoid arthritis, spondyloarthritis or Sjögren’s syndrome). 
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Anxiety disorders (agoraphobia and generalized anxiety disorder) were more common in 

fibromyalgia than in spondyloarthritis or Sjögren’s syndrome; post-traumatic stress disorder 

was more common in fibromyalgia than in rheumatoid arthritis.  

All analyses were then processed with menopausal and premenopausal women 

separately. Menopausal women with fibromyalgia presented with significantly more depressive 

disorders than those with other disorders, with the exception of menopausal women with 

spondyloarthritis who presented with more major depressive episodes with melancholic 

features. For premenopausal women, only the results for recurrent major depressive episodes 

were significant. There was a greater prevalence of current generalized anxiety disorder among 

premenopausal women with fibromyalgia than among those with other rheumatic diseases. This 

was the same for menopausal women, except in comparison with Sjögren’s syndrome. There 

was a higher prevalence of agoraphobia among premenopausal women with fibromyalgia than 

among those with rheumatoid arthritis or spondyloarthritis. There was a higher prevalence of 

agoraphobia among, menopausal women with fibromyalgia than among those with Sjögren’s 

syndrome.  

 
------------------------------------------------------------------------------------------------------ 

Please Insert Tables 3 and 4 here 

------------------------------------------------------------------------------------------------------ 
 

Comparison of the impact of the disease and the coping strategies used by 

patients with fibromyalgia and other rheumatic diseases  

First, we observed overall effects. The ANOVA revealed significant differences 

between groups in the impact of the disease on daily life (H (3, 165) = 13.42, p<.05), Somatic 

symptoms (H (3, 165) = 11.64, p<.01), fatigue (H (3, 165) = 36.00, p<.001), and on the coping 

strategies of Distancing from pain (H (3, 165) = 10.75, p<.05) and Ignoring pain sensation (H 

(3, 165) = 12.76, p<.01). Next, we performed a Mann-Whitney U-test to compare fibromyalgia 

with each of the other rheumatic diseases. Table 5 shows the results of comparative analyses 
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for emotional distress, impact of the disease, pain, fatigue, and coping strategies. Patients with 

fibromyalgia had higher scores than those with rheumatoid arthritis for emotional distress 

(GHQ-28) (Somatic symptoms and Severe depression), for perceived fatigue, and impact of the 

disease. Patients with fibromyalgia were more likely to use a Catastrophizing strategy and less 

likely to use Distancing from pain and Ignoring pain sensation than patients with rheumatoid 

arthritis. They experienced greater pain, fatigue and more somatic symptoms and used the 

Ignoring pain sensations strategy less than patients with spondyloarthritis. There was no 

difference in the perception of the impact of the disease and in adjustment between fibromyalgia 

and Sjögren’s syndrome patients. 

 
------------------------------------------------------------------------------------------------------ 

Please Insert Table 5 here 

------------------------------------------------------------------------------------------------------ 
 

Menopausal women with fibromyalgia reported a significantly greater impact of 

disease, pain and fatigue than those with rheumatoid arthritis, greater fatigue and less 

Distancing from pain than spondyloarthritis patients, and greater Distraction and Ignoring pain 

sensations than Sjögren’s syndrome patients. Premenopausal women with fibromyalgia 

reported more Somatic symptoms and fatigue than those with rheumatoid arthritis and more 

fatigue than those with spondyloarthritis. Menopausal women seemed to be more affected by 

the disease, pain and fatigue than premenopausal women, but comparisons between the two 

groups were not significant (available on supplementary data).  

Major depressive episodes and emotional distress 

In order to examine the relationship between major depressive episodes (MDE) 

diagnosed with the MINI, emotional suffering evaluated by the General Health Questionnaire 

(GHQ), and pain or the strategies for coping with pain, we first investigated the functional 

impact of the presence or absence of current or recurrent MDE (Table 6). Next, we conducted 

a k-means cluster analysis. A three-cluster solution seems to reflect the particularities of each 
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group while remaining easy to interpret (Figure 1). Cluster 1 was characterized by an absence 

of mood disorder (current or past MDE) and low or moderate scores on Severe depression, 

Anxiety/insomnia, Somatic symptoms and Social dysfunction. Cluster 2 included patients 

presenting with mood disorders (current and past MDE) and high scores on GHQ subscales. 

Patients in Cluster 3 had a past MDE, no current MDE, and moderate scores on GHQ subscales.  

 
------------------------------------------------------------------------------------------------------ 

Please Insert Table 6, Figure 1 and 2 here 

------------------------------------------------------------------------------------------------------ 
 
Cluster 1 was composed of 79 women (mean age 46.30 ± 11.24 years, range 23-65) with 

the highest rate of professional activity (86%; Chi² test, p < .01), and the lowest invalidity rate 

(8%, ns). It included 8 fibromyalgia patients (10.1%), 27 rheumatoid arthritis patients (34.2%), 

31 spondyloarthritis patients (39.2%), and 13 Sjögren’s syndrome patients (16.5%). Cluster 2 

was composed of 51 women (mean age 48.43 ± 9.26 years, range 28-65 years) with the lowest 

rate of professional activity (63%), and the highest invalidity rate (22%). It included 23 

fibromyalgia patients (45.1%), 8 rheumatoid arthritis patients (15.7%), 13 spondyloarthritis 

patients (25.5%) and 7 Sjögren’s syndrome patients (13.7%). Cluster 3 (n = 34) was 

intermediate between Clusters 1 and 2, comprising patients with a mean age of 47.88 ± 11.95 

years (range 21-65 years), 79% in professional activity, and an invalidity rate of 15%. It 

comprised 17 fibromyalgia patients (50.0% of the group), 11 rheumatoid arthritis patients 

(32.4%), 3 spondyloarthritis patients (8.8%) and 3 Sjögren’s syndrome patients (8.8%). The 

clinical characteristics of patients in Cluster 1 were also better than those in Cluster 2, while 

those of Cluster 3 were between the two (See Figure 2). Significant differences on Kruskal-

Wallis tests are indicated in the figure, and we also performed pairwise post-hoc tests to assess 

the differences between groups (group interactions). 

Most fibromyalgia patients were included in the second (47.9%) or third (35.4%) 

cluster, with only 16.7% in the first. The majority of rheumatoid arthritis patients were in the 
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first cluster (58.7%) (vs 17.4% and 23.9% in Clusters 2 and 3 respectively). The situation was 

similar for both spondyloarthritis patients (66.0% in Cluster 1 vs 27.7% in Cluster 2 and 6.4% 

in Cluster 3) and Sjögren’s syndrome patients (56.5%, 30.4%, and 13.0% in Clusters 1, 2 and 

3 respectively).  

 

Discussion 

Consistent with previous studies (2-5), patients with fibromyalgia showed higher levels 

of pain, fatigue, perceived emotional distress, anxiety and depressive comorbidity (with a 

significant suicidal risk), and they made less use of the strategies of pain distancing and 

ignoring pain than patients with other rheumatic diseases. 

In fibromyalgia, levels of pain and fatigue are markers of distress (7), and fatigue is 

associated with a reduction in positive affectivity, which plays a role in reducing the impact of 

pain (28). Symptoms of anxiety and depression in fibromyalgia are linked to physical 

symptomatology and functional disability and to an increase in pain and tender points (29-31). 

Depression appears to be fairly reactive to fibromyalgia (32) and the pain experienced by 

patients increases the risk of a major depressive episode (33). There is a significant bilateral 

causal link between depression and pain: pain depresses the patient and depression promotes 

pain (34-36). In this study, the emotional distress of fibromyalgia patients was associated with 

social dysfunction and somatic symptoms, and patients experienced more comorbid anxiety and 

depressive disorders, especially recurrent major depressive episodes and agoraphobia, than 

patients with other rheumatic diseases. The greater anxiety (agoraphobia, post-traumatic stress 

disorder and generalized anxiety disorder) and higher incidence of depressive disorders (major 

depressive episodes) could partly explain why fibromyalgia patients feel more affected by their 

illness in daily life than patients with other rheumatic diseases and could play a role in the way 

they adjust to the condition. Maladaptive coping strategies also contribute to the strengthening 
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of mood disorders (e.g. 33, 37, 38). In this study, the comparative table with and without MDE 

(current or past MDE) and the nonhierarchical cluster analysis highlight the importance of 

mood disorders in fibromyalgia patients and their association with levels of pain, fatigue and 

maladaptive coping strategies. Our results also show the importance of checking for past MDEs 

due to their association with emotional distress. They can be indicators of the vulnerability of 

patients, but it is difficult to establish whether the functional repercussions are the result of 

mood disorders or represent aspects of behavior that are closely related to fibromyalgia. 

In the present study, fibromyalgia patients used Catastrophizing more than patients with 

rheumatoid arthritis, Distancing from pain less than patients with rheumatoid arthritis, and 

Ignoring pain sensations less than patients with rheumatoid arthritis and spondyloarthritis. 

Patients with fibromyalgia rarely use active coping strategies to improve their quality of life 

(39) and are more likely to resort to maladaptive coping strategies than patients with other 

rheumatic diseases. The use of maladaptive strategies is an indication of how patients give up 

trying to manage pain or assign this responsibility to an outside source (34). Catastrophizing is 

linked to the intensity of pain and the severity of depression, which are markers of 

maladjustment (34, 40). 

The comparison between fibromyalgia and rheumatoid arthritis shows that fibromyalgia 

patients feel the effects of the disease more strongly (higher level of pain, fatigue and impact 

of illness on daily life) and present with more anxious and depressive disorders, fewer adaptive 

coping strategies, and more catastrophizing than patients with rheumatoid arthritis. Rheumatoid 

arthritis is considered as the archetype of rheumatic diseases and is easier to diagnose than 

fibromyalgia. The lack of objective diagnostic criteria for fibromyalgia can often lead patients 

to consult multiple practitioners before the diagnosis is considered. This doctor shopping (or 

“medical nomadism”) results in multiple and often conflicting opinions, which may give 

patients a sense of being misunderstood and of injustice, that they are given no support or 
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consideration for their suffering, and fear about their future (41-43). This would in turn lead to 

an increase in emotional insecurity (44) and a lack of understanding of their physical state, 

resulting in an inability to cope with the disease on a daily basis and heightened anxiety and 

depressive disorders. 

This acute perception by patients of the effects of fibromyalgia on their daily life and 

their poor use of coping strategies could also be seen in connection with personality, which 

plays an essential role in how we interpret our environment (health beliefs and underlying 

dysfunctional thoughts), notably Neuroticism, which is the tendency to perceive reality as 

threatening and painful and is connected with psychological distress and mood disorders. 

Neuroticism has been shown to be higher in fibromyalgia patients than in those with other 

rheumatic diseases (45) and could explain the greater presence of depression in fibromyalgia.  

There was no difference between fibromyalgia and Sjögren’s syndrome patients in the 

way they perceived the impact of their illness on their daily life, and in the use of coping 

strategies. This could be explained by the difficulty of establishing a diagnosis in both these 

diseases, often delayed for several years because of the variability of the clinical features and 

the insidious progress of Sjögren’s syndrome and the lack of objective diagnostic criteria for 

Fibromyalgia, which often leads to loss of confidence, discouragement and feelings of 

uncertainty about the future. Although these diseases differ in severity, prognosis and treatment, 

it appears that the difficulty of making a diagnosis could have a negative impact on how patients 

cope and adjust to the disease.  

Menopausal women accounted for 40% of our sample. Overall, they presented with 

more depressive disorders than premenopausal women, but the differences were not statistically 

significant. It is widely accepted that menopausal transition may affect women and increase the 

risk of mood disorders (e.g. 46), but other factors must be taken into account, such as age, 

duration of the disease, somatic symptoms, type of rheumatic disease, etc. While the menopause 
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can interact with anxiety or pain, it can also accentuate the phenomena of dryness of the mouth 

and vagina, which cause the patient real discomfort, particularly in Sjögren’s syndrome; as 

these symptoms can be difficult to talk about, they may not be adequately treated. Menopause 

should be systematically included in the medical monitoring of rheumatic diseases.  

The limitations of the study are mainly related to the self-assessment of the impact of 

the illness on daily life and coping strategies and the sample size. The subgroup of Sjögren’s 

syndrome patients was small (it is a much rarer disease) and the inclusion and exclusion criteria 

restricted the number of participants.  

Conclusion 

This study shows that patients with fibromyalgia have higher levels of pain, greater 

incidence of anxiety, somatic symptoms and depressive disorders, and a worse quality of life 

than patients with other rheumatic diseases. It also shows that patients with fibromyalgia have 

greater difficulty adjusting to the illness, with significant consequences on outcome. Helping 

patients develop appropriate coping strategies should be part of the management of rheumatic 

diseases, particularly fibromyalgia and Sjögren’s syndrome. It would be desirable for 

rheumatology departments to have a psychologist on their staff to systematically check for any 

history of mood disorders (due to their association with levels of pain, fatigue and maladaptive 

coping strategies) and more generally, to assess how patients adapt to their disease. 
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Table 1: Internal Consistency 

 
AR FM RA SpA SS 

Psychic suffering (GHQ) .93 .92 .93 .92 .94 

- Somatic symptoms .80 .75 .74 .84 .80 

- Anxiety/insomnia .84 .82 .90 .77 .87 

- Social dysfunction .84 .83 .84 .81 .89 

- Severe depression .90 .91 .90 .90 .88 

Impact of disease (FIQ) .84 .71 .84 .86 .86 

Fatigue (FSS) .92 .85 .93 .91 .94 

Coping strategy (CSQ) .90 .89 .92 .88 .91 

- Distraction .84 .84 .85 .82 .86 

- Praying .85 .69 .94 .87 .94 

- Distancing from pain .91 .90 .89 .93 .90 

- Ignoring pain sensations .90 .86 .91 .85 .92 

- Catastrophizing .88 .91 .87 .89 .85 

 

GHQ: General Health questionnaire; FIQ: Fibromyalgia Impact Questionnaire; FSS: Fatigue 

Severity Scale; CSQ: Coping Strategies Questionnaire; AR: all rheumatic diseases. FM: 

fibromyalgia; RA: rheumatoid arthritis; SpA: spondyloarthritis; SS: Sjögren’s syndrome.  

  



20 

Table 2: Descriptive analysis  

 

 All rheumatic 

diseases 
FM RA SpA SS 

Number 165 48 47 47 23 

Age, years 47.24  10.77 47.98  9.69 50.89  11.31 42.30  9.30 48.3  11.48 

Mean disease duration (years)  4.13  2.83 3.54  2.76 4.85  2.96 4.50  2.81 3.13  2.30 

Years of education 12.15  2.55 12.02  2.69 11.98  2.63 12.68  2.34 11.70  2.51 

Professional activity (%) .77  .42 .69  .47 .89  .31 .72  .45 .78  .42 

Professional invalidity (%) .13  .34 .25  .44 .11  .31 .06  .25 .09  .29 

Menopause (%) .40  .49 .35  .48 .49  .51 .26  .44 .61  .50 

FIRST NA 5.92  .28 NA NA NA 

Tender points NA 16.79  2.30 NA NA NA 

Anti-TNF treatment NA NA .68 .47 .74 .44 NA 

Somatic symptoms (GHQ) 9.38  4.48 10.83  4.10 7.72  3.96 9.21  4.91 10.04  4.43 

Anxiety/insomnia (GHQ) 8.47  4.72 9.10 4.63 7.52  5.06 8.19  4.12 9.61  5.19 

Social dysfunction (GHQ) 9.70  3.49 10.17  3.55 8.98  3.17 9.70  3.46 10.17  4.02 

Severe depression (GHQ) 5.16  5.21 6.13  5.61 3.74  4.47 5.13  5.08 6.09  5.65 

Impact of disease (FIQ) 51.44  17.45 56.35  13.61 43.09 18.95 52.91  17.00 55.43  17.15 

Pain (VAS) 6.18  2.69 6.96  1.95 5.26  3.22 6.19  2.73 6.43  2.31 

Fatigue (FSS) 5.33  1.51 6.13  1.07 4.47  1.57 5.17  1.44 5.76  1.35 

Distraction (CSQ) 11.35  4.32 11.52  4.40 11.96  4.47 11.41  3.84 9.65  4.57 

Praying(CSQ) 4.50  3.47 5.15  3.30 4.62  3.64 4.04  3.29 3.83  3.75 

Distancing from pain (CSQ) 6.02  4.15 5.00  3.40 7.47  4.62 6.48  4.17 4.26  3.48 

Ignoring pain sensations (CSQ) 10.19  4.60 9.15  4.08 11.43  5.09 11.13  3.82 7.96  4.97 

Catastrophizing (CSQ) 7.19  3.84 8.10  4.06 6.34  3.55 7.30  4.10 6.78  3.10 
 

GHQ: General Health questionnaire; FIQ: Fibromyalgia Impact Questionnaire; FSS: Fatigue 

Severity Scale; CSQ: Coping Strategies Questionnaire; AR: all rheumatic diseases ; FM: 

fibromyalgia; RA: Rheumatoid Arthritis; SpA: Spondyloarthritis; SS: Sjögren’s Syndrome. 

NA: not applicable 
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Table 3: Significant comparison of comorbidity with anxiety disorders 

  
FM 

(n, %) 

RA 

(n, %) 

Chi² 

value 

p Chi² (or Fisher’s 

exact when n<5) 

PD lifetime Abs. 41 (85.4%) 47 (100%)   

 Pres. 7 (14.6%) 0 (0%) 7.40 .012 

Agoraphobia Abs. 29 (60.4%) 38 (80.9%)   

 Pres. 19 (39.6%) 9 (19.1%) 4.77 .029 

PD with agoraphobia Abs. 40 (83.3%) 46 (97.9%)   

 Pres. 8 (16.7%) 1 (2.1%) 5.85 .031 

PTSD Abs. 44 (91.7%) 47 (100%)   

 Pres. 4 (8.3%) 0 (0%) 4.09 .043 

Current GAD Abs. 29 (60.4%) 44 (93.6%)   

 Pres. 19 (39.6%) 3 (6.4%) 14.71 .001 

  
FM 

(n, %) 

SpA 

(n, %) 

chi² 

value 

p Chi² (or Fisher’s 

exact when n<5) 

Agoraphobia Abs. 29 (60.4%) 40 (85.1%)   

 Pres. 19 (39.6%) 7 (14.9%) 7.28 .011 

Current GAD Abs. 29 (60.4%) 45 (95.7%)   

 Pres. 19 (39.6%) 2 (4.3%) 17.21 .001 

  FM 

(n, %) 

SS 

(n, %) 

Chi² 

value 

p Chi² (or Fisher’s 

exact when n<5) 

Agoraphobia Abs. 29 (60.4%) 21 (91.3%)   

 Pres. 19 (39.6%) 2 (8.7%) 7.12 .011 

Current GAD Abs. 29 (60.4%) 21 (91.3%)   

 Pres. 21 (39.6%) 2 (8.7%) 7.12 .011 

      

Abs.: absence; Pres.: presence; PD: Panic Disorder; GAD: Generalized Anxiety Disorder; 

PTSD: Post-Traumatic Stress Disorder; FM: Fibromyalgia; RA: Rheumatoid Arthritis; SpA: 

Spondyloarthritis; SS: Sjögren’s Syndrome. 
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Table 4: Significant comparison of comorbidity with depressive disorders 

  
FM 

(n, %) 

RA 

(n, %) 

Chi² 

value 

p Chi² (or Fisher’s 

exact when n<5) 

Current MDE Abs. 25 (52.1%) 37 (78.7%)   

 Pres. 23 (47.9%) 10 (21.3%) 7.43 .001 

Recurrent MDE Abs. 14 (29.2%) 29 (61.7%)   

 Pres. 34 (70.8%) 18 (38.3%) 10.15 .001 

MDE with 

melancholic features 

Abs. 39 (81.3%) 47 (100%)   

Pres. 9 (18.8%) 0 (0%) 9.74 .003 

Suicide risk Abs. 35 (72.9%) 44 (93.6%)   

 Pres. 13 (27.1%) 3 (6.4%) 7.27 .012 

  
FM 

(n, %) 

SpA 

(n, %) 
Chi²value 

p Chi² (or Fisher’s 

exact when n<5) 

Recurrent MDE Abs. 14 (29.2%) 36 (76.6%)   

 Pres. 34 (70.8%) 11 (23.4%) 21.43 .001 

  
FM 

(n, %) 

SS 

(n, %) 
Chi²value 

p Chi² (or Fisher’s 

exact when n<5) 

Recurrent MDE Abs. 14 (29.2%) 18 (78.3%)   

 Pres. 34 (70.8%) 5 (21.7%) 15.14 .001 

MDE with 

melancholic features 

Abs. 39 (81.3%) 23 (100%)   

Pres. 9 (18.8%) 0 (0%) 7.12 .011 

      

Abs.: absence; Pres.: presence; MDE: Major Depressive Episode; Recurrent MDE (MINI-V 

for past MDE); FM: Fibromyalgia; RA: Rheumatoid Arthritis; SpA: Spondyloarthritis; SS: 

Sjögren’s Syndrome. 
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Table 5: Results of significant comparative analyses of fibromyalgia and other 

rheumatic diseases 
 

  Means FM Means RA Z p 

Somatic symptoms (GHQ) 10.83 7.72 3.30 .001 

Severe depression (GHQ) 6.13 3.74 2.22 .026 

Impact of disease (FIQ) 56.35 43.00 3.39 .001 

Pain (VAS) 6.96 5.26 2.49 .001 

Fatigue (FSS) 6.13 4.47 5.58 .001 

Distancing from pain (CSQ) 5.00 7.47 -2.52 .012 

Ignoring pain sensations (CSQ) 9.15 11.43 -2.44 .015 

Catastrophizing (CSQ) 8.10 6.34 2.40 .016 
      

 Means FM Means SpA Z p 

Somatic symptoms (GHQ) 10.83 9.21 1.96 .050 

Fatigue (FSS) 6.13 5.17 3.58 .001 

Ignoring pain sensations 9.15 11.13 -2.18 .030 
      

FM: Fibromyalgia; RA: Rheumatoid Arthritis; SpA: Spondyloarthritis; GHQ: General Health 

questionnaire; FIQ: Fibromyalgia Impact Questionnaire; VAS: Visual Analogic Scale; FSS: 

Fatigue Severity Scale; CSQ: Coping Strategies Questionnaire 
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Table 6: Impact of the presence or absence of depression on coping strategies and on 

daily health status  
 

 

Absence of 

current MDE 

(means) 

Presence of 

current MDE 

(means) Z p 

Psychic suffering:     

- Somatic symptoms 8.72 11.85 -5.04 .001 

- Anxiety/insomnia 7.15 11.17 -4.99 .001 

- Social dysfunction 8.78 11.57 -4.80 .001 

- Severe depression 3.15 9.26 -6.74 .001 

Impact of disease 46.24 62.13 -5.69 .001 

Pain 5.52 7.54 -4.46 .001 

Fatigue 4.92 6.18 -5.18 .001 

Coping strategy:     

- Distraction 11.79 10.46 2.03 .05 

- Distancing from pain 6.61 4.81 2.21 .05 

- Ignoring pain sensations 10.94 8.67 3.20 .01 

- Catastrophizing 6.48 8.63 -2.73 .01 

 

 

Absence of 

recurrent 

MDE (means) 

Presence of 

recurrent 

MDE (means) Z p 

Psychic suffering:     
- Somatic symptoms 8.42 10.78 -3.63 .001 

- Anxiety/insomnia 7.78 9.46 -2.35 .05 

- Social dysfunction 9.26 10.40 -2.26 .05 

- Severe depression 4.13 6.66 -3.47 .001 

Impact of disease: 48.00 56.35 -2.98 .01 

Fatigue: 4.94 5.89 -3.70 .001 

Coping strategy:   

 

 
- Catastrophizing 6.41 8.31 -2.79 .01 

 

MDE: Major Depressive Episode; Recurrent MDE (MINI-V for past MDE). 
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Current MDE (MINI); Recurrent MDE (MINI); Severe depression (GHQ); Anxiety/insomnia (GHQ); 

Somatic symptoms (GHQ); Social dysfunction (GHQ) 

The scores of the GHQ subscales (which normally vary between 0 and 21) were divided by 14 to make 

them clearer in the figure. 

 

Figure 1: Nonhierarchical cluster analysis of the whole sample 
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ns: non-significant; *: p <.05; **: p <.01 and ***: p <.001 

Cl1: cluster 1, Cl2: cluster 2, and Cl3: cluster 3. 

 

Figure 2: Pain, Fatigue, and Coping strategies of patients in the three clusters 
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