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Abstract

Background: It is known that physical activity and muscular performance are reduced in fibromyalgia (FM)
syndrome. This study aims to compare the performance of trunk muscles in women with FM and healthy controls
and evaluate the correlation between trunk muscle strength and FM severity.

Methods: Forty-six patients with FM and 42 age- and body mass index-matched healthy housewives without FM
were included in the FM and control groups, respectively. The Fibromyalgia Impact Questionnaire (FIQ) was used
for the assessment of FM severity. The pain intensity was evaluated using the visual analogical scale (VAS). An
isokinetic dynamometer was used to measure the isokinetic trunk muscle strength. The peak torque (PT) values
were recorded. The psychological status of the patients was evaluated using the Beck Depression Inventory.

Results: There was no statistically significant difference in terms of age, BMI, and BDI scores in two groups (p > 0.05,
for all). The isokinetic trunk extensor PT values were significantly lower in the FM group (p = 0.002 for 60°/s, and p <
0.001 for 90°/s and 120°/s) than control group. There was a statistically significant negative correlation between FIQ
score and isokinetic extensor muscle parameters.

Conclusion: The results indicate that trunk extensor muscles were significantly weaker in FM patients. Trunk
extensor muscle strength decreased as FM severity increased in FM patients.
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Background
Fibromyalgia (FM) syndrome is a disorder affecting 2 to
8% of the general population, characterized by widespread
pain, often accompanied by fatigue, memory problems,
and sleep architecture disturbances [1]. A published popu-
lation survey found the prevalence of FM as 6.4% in
Minnesota, USA [2]. In Turkey, the prevalence of FM was
determined 3.6% in women aged 20–64 [3]. The preva-
lence rises steadily with age, mostly affecting females aged
20 to 65 years [4]. FM prevalence was reported 31%
among 65–80 years-old elderly adults, in another study
from Turkey [5].

Although the etiology of FM remains unclear, many fac-
tors, including the dysfunction of the central and periph-
eral nervous system, immune and hormonal system, as
well as psychological factors can contribute to FM. Abnor-
mal central sensitization, reduced blood flow to muscles
during exercise, increased muscle hypertonicity, localized
muscle hypoxia, deposition of mucopolysaccharides within
muscles, pathological alterations in the sympathetic sys-
tem and glycolysis, and decreased ATP and phosphocrea-
tine have been found to be related to FM [6–9].
It is considered that physical capacity, which includes

aerobic capacity, muscle strength, flexibility and balance,
is impaired in FM patients. Muscle strength is necessary
for performing daily activities, such as walking stairs, lift-
ing and carrying heavy objects, and rising from a chair.
Prolonged muscle tension and ischemia can cause painful
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symptoms in FM, which, in turn, leads to decreased
muscle performance and physical capacity. Maximal iso-
metric and isokinetic muscle performance of the upper
and lower extremities has been evaluated in many studies
[9–19]. Lower extremity muscles are the most evaluated
parts of the body in patients with FM. The isokinetic
muscle strength of the hip, ankles, and especially knees
has been examined in various studies, and the weakening
of muscle performance has been reported to range from
26 to 63% in FM patients [9, 10, 13, 17, 18]. Maquet et al.
compared 16 women with FM to 85 healthy controls and
found that knee-extension strength was reduced by 35%
on average in women with FM [13]. Henriksen et al. eval-
uated 840 women with FM and 122 healthy controls and
indicated that isokinetic knee extension strength was
decreased by 15–25% in women with FM [17]. However,
there are only a limited number of studies concerning the
muscle strength of upper extremities in patients with FM
[14–16]. In all these studies, FM patients were reported to
have impaired muscle performance of upper extremities
compared to healthy controls. Although back pain is one
of the most common complaints among FM patients,
trunk muscle performance was only investigated in few
studies in the literature [12, 20, 21]. In a study, Valkeinen
et al. evaluated 23 postmenopausal women and 11 healthy
women. They compared isometric upper, lower extremity
and trunk muscle strengths and found that women with
FM had significantly lower isometric force in bilateral leg
extensors, unilateral knee extensors and flexors than
healthy women, but no differences were observed in the
performance of the trunk and upper extremities [12].
Ghroubi et al. evaluated 21 FM patients and 25 healthy
controls. They found that the isokinetic muscle strengths
of knee and trunk were decreased in the FM group. The
difference between the groups was significant. Isokinetic
trunk muscle impairment was predominant in the exten-
sor muscles and decreased by 70% in the FM group [20].
In another study, Okumus et al. compared 44 osteoporotic
patients with FM and 46 osteoporotic women who were
physically inactive in terms of abdominal and lumbar
muscle strengths. They observed that osteoporotic
patients with FM had impaired abdominal and lumbar
muscles compared to the control group [21]. Trunk
muscle strength is actually extremely important for such
patients to maintain daily living activities requiring an
erect posture.
The aim of this study was to compare the strength of

trunk muscles in housewives with FM and healthy con-
trols and evaluate the correlation between trunk muscle
strength and FM severity.

Methods
Participants: A total of 88 housewives were included in
this study between January 2019 and August 2019. This

case-control, cross-sectional, single-center study
comprised, 46 housewives with FM who submitted to
our outpatient clinic with diagnosis of FM according
to the 2016 revised FM diagnostic criteria [22] were
enrolled in the FM group, and 42 age- and body mass
index (BMI)-matched housewives, without FM. The
inclusion criteria for the study were being a housewife
and higher 18 years old. Patients who had cardiologic,
neurological, inflammatory, infectious, psychological
diseases, arthritis, severe osteoarthritis, malignancy,
lumbar radicular symptoms, inflammatory back pain,
those with a history of cervical, thoracic, lumbar spine
or abdominal operations, and those using drugs that
could affect muscle functions, such as statins and
steroids were excluded from the study. In addition,
the patients who had history of regular exercise for
back and/or aerobic exercise were not included in the
study. It is assumed that moderate to heavy-intensity
activity at least 3 days in a week for 30 min and 3
months, as regular exercise habit. This study was
approved by the local ethics committee of our institution
and performed in accordance with the ethical standards
specified in the 1964 Declaration of Helsinki and its later
amendments. The patients were informed about the study
and written consent was obtained from all participants.
The participants’ age, weight and height were noted.

The BMI (kg/m2) of the patients was calculated. Disease
duration of the patients with FM was noted. Educational
status of the subjects was recorded. The participants were
also queried about their medications, which affect pain
such as nonsteroidal anti-inflammatory drugs (NSAIDs),
paracetamol, antidepressants, anticonvulsants and opioids.
The detailed examination of the musculoskeletal and
neurological system of the patients was performed by the
same physiatrist. The visual analogical scale (VAS) was
used to evaluate the current pain severity of the patients
with FM, based on a chart numbered from 0 to 10, in
whicha score of 0 score indicated no pain while a score of
10 score represented pain of highest severity.
The Turkish version of the Fibromyalgia Impact Ques-

tionnaire (FIQ) was used for the assessment of physical
functions and severity of FM [23]. FIQ consists of 10 sub-
scales including physical impairment, overall well-being,
work days missed, work difficulty, pain, fatigue, morning
tiredness, stiffness, anxiety, depression, and daily work and
activities of the patients. The first sub-scale contains 11
questions related to physical performance, each rated on a
four-point Likert-type scale. The last seven sub-items are
scored using VAS with 1-cm increments. The total score
ranges from 0 to 100, with higher scores showing the
greater impact of FM on the patient.
The psychological status of the subjects was assessed

using the Beck Depression Inventory (BDI) consisting of
21 items about how the subjects felt during the past 1

Mülkoğlu et al. Advances in Rheumatology           (2020) 60:40 Page 2 of 7



week [24]. All of the questions are scored between 0 and
3, with the total score ranging from 0 to 63. Scores of
0–9 show minimal depression, 10–16 show mild depres-
sion, 17–29 indicate moderate depression, and 30–63
show severe depression.
Isokinetic measurements: The trunk muscle strength

was evaluated at the angular velocities of 60°, 90° and
120°/s by a calibrated isokinetic dynamometer (Biodex
System 4 Pro; Biodex Corporation, Shirley, NY, U.S.A.).
It is known that lower speeds usually would be used to
determine the highest torque and fast and/or intermedi-
ate speeds focus on greater power and fatigue index.
The participants were placed on the dual-position back
extension-flexion attachment of the dynamometer with
the trunk upright, hips and knees flexed at 90°, and
thighs parallel to the floor (Fig. 1). The patients were
stabilized with upper trunk, thigh and pelvis straps. The
goniometer axis of rotation was aligned with the imagin-
ary line connecting the anterior superior iliac spines
[25]. This was considered the anatomic reference
position. At this reference position, 30° (− 30°) of trunk
flexion and 20° (+ 20°) of trunk extension were allowed.
The range of trunk motion was 50°. The following iso-
kinetic test protocol was applied: Before muscle strength
testing, warm-up tests were performed for all partici-
pants. The patients underwent three sets of submaximal
warm-up trials before each test. This warm-up trials

helped patients become familiar with the equipment and
test execution. The main measurements were conducted
after the warm-up tests. Five repetitions of flexion/ex-
tension cycles at each angular velocities and one-minute
rest period between the sets were undertaken. In
addition, the patients were encouraged to use maximum
effort from the beginning of the first set to the end of
the test. The participants were motivated with verbal
commands and visual feedbacks on the computer screen
during the tests to apply maximum effort. The overall
testing duration was approximately 15 min. The isokin-
etic measurements were performed by the same re-
searcher. The peak torques (PT) values of the trunk
flexor and extensor muscles were recorded.
Sample size calculation: G*Power sample size calcula-

tion program [26] was used to determine the sample
size. The power analysis revealed that this study had
95% power using type I error (α) = 0.05, effect size = 0.8,
and a two-sided t test.

Statistical analysis
Statistical analysis was performed using SPSS software
version 23.0 (SPSS version 23.0, IBM, Armonk, NY,
USA). The normality of distribution was assessed using
visual and statistical methods. Normally distributed data
were presented as mean and standard deviation (SD)
and for the data without normal distribution, median

Fig. 1 The position of the participants on the back extension-flexion attachment of the isokinetic dynamometer with the trunk upright, hips and
knees flexed at 90°, and thighs parallel to the floor
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and interquartile range (IQR) values were used. For the
comparison of the groups, the independent samples t-test
(normal distribution) was employed for the quantitative
data. The degrees of association between FIQ score (non-
normal distribution) and flexor/extensor muscle PT values
were evaluated by the Spearman’s correlation analysis.
The correlation between the parameters with normal dis-
tribution was assessed by the Pearson correlation analysis.
Statistical significance was accepted as p < 0.05.

Results
The two groups were well-matched in terms of age and
BMI (p = 0.72 and p = 0.64, respectively). Educational
status and BDI scores were similar in the FM group and
the control group, and no statistically significant differ-
ences were found between the groups (p > 0.05, for
both). The median FM duration was 3 years (1–9) and
FIQ score was 46.6 (18.1–60.0) in the FM group. Sixty-
three percent of the women with FM reported the use of
NSAIDs or paracetamol, 26% reported use of antidepres-
sants and 11% reported use of anticonvulsants. The
demographic and clinical characteristics of the partici-
pants are given in Table 1.
All of the isokinetic parameters were lower in the FM

group than in the control group. At all three angular vel-
ocities, the FM group showed significantly lower exten-
sor PT values than the control group (p = 0.002 for 60°/
s, and p < 0.001, both of 90°/s and 120°/s). The flexor PT
values were also lower in the FM group, but with no

statistically significance compared to the control group
(p > 0.05). The results of the isokinetic measurements of
the two groups are given in Table 2.
We found a statistically significant negative correlation

between the FIQ score and trunk muscle strengths, ex-
cept for the 60°/s flexor PT in FM group. The results of
the correlation analysis between FIQ score and isokinetic
trunk muscle parameters are given in Table 3.

Discussion
In this study, we evaluated whether FM patients had de-
creased trunk muscle performance than those without
FM. We found that the strength of extensor trunk mus-
cles was significantly lower in FM patients than in the
control group. There are a few studies in the literature
investigating trunk muscle dysfunction in FM patients.
Ghroubi et al. compared 21 patients with FM and 25
healthy controls in terms of the strength and endurance
of the knee and trunk muscles. The strength of trunk
muscles was evaluated by using an isokinetic dynamom-
eter at 60°/s and 150°/s angular velocities. It was found
that the strength and endurance of these muscles were
significantly lower in patients with FM than healthy con-
trols. The authors reported that mean decrease was
34.5% for the trunk flexors and 70% for the trunk exten-
sors. In the current study, we evaluated trunk muscles
with isokinetic dynamometer at three different angular
velocities and did not assess the endurance. Although a
significant relationship was found between the FIQ score

Table 1 Demographic and clinical characteristics of the participants

Variables FM group
n:46

Control group
n:42

p value

Age (years) (mean ± SD) 43.2 ± 7.4 42.8 ± 7.1 0.72

BMI (kg/m2) (mean ± SD) 26.4 ± 3.8 25.9 ± 3.6 0.64

Disease duration (years) (min.-max.) 3 (1–9) –

Educational status

Primary school 24 23

Middle school 12 10 0.83

High school 8 7

College 2 2

Pharmacological treatment

NSAID, paracetamol 29 (63%)

Opioids 0 –

Antidepressants 12 (26%)

Anticonvulsants 5 (11%)

VAS score (mean ± SD) 6.0 ± 1.5 –

BDI score (mean ± SD) 18.2 ± 8.4 17.7 ± 9.0 0.48

FIQ score (min.-max.) 46.6 (18.1–60.0) –

Bold p values show significance. Statistical significance was set at p < 0.05
n Number, SD Standart deviation, IQR Interquartile range, FM Fibromyalgia, BMI Body Mass Index, NSAID Non-steroidal anti-inflammatory drug, VAS Visual Analog
Scale, BDI Beck Depression Inventory, FIQ Fibromyalgia Impact Questionare
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and isokinetic parameters in the present study, the
authors did not determine any correlation between the
isokinetic parameters and FIQ score. Similar to our
study, the authors found that muscle impairment was
predominant in the extensor trunk muscles [20]. This
implies that the extensor muscles are more affected than
flexors in patients with FM. In another study, Valkeinen
et al. compared aerobic performance, isometric upper
extremity, lower extremity and trunk muscle strength
between 23 postmenopausal women with FM and 11
healthy women. They mentioned that postmenopausal
women with FM had significantly lower isometric force
in bilateral leg extensors, unilateral knee extensors and
flexors than healthy women, but no differences were
observed in the strength of trunk and upper extremities
[12]. Although we evaluated trunk muscles with isokin-
etic dynamometer, they used the isometric method. In
contrast to our study, the authors did not find any differ-
ence in strength of trunk muscles between the groups.
Okumus et al. assessed the strength of abdominal and

lumbar muscles in 44 osteoporotic patients with FM and
46 osteoporotic women without FM who were physically
inactive. They observed that osteoporotic patients with
and without FM had impaired abdominal and lumbar
muscles. The strength of lumbar muscles was found
significantly lower in FM patients as compared to the
controls [21]. In the current study, the control group
consisted of physically active healthy individuals, and the
patients with FM had weaker trunk muscles than healthy
controls. This finding can be explained with the fact that
FM patients are relatively de-conditioned and they have
abnormal perceived pain as compared with non-FM
subjects.
Sempere-Rubio et al. found that the FM population

presented with a different trunk posture and an inability
to maintain an erect position. In that study, a specific
posture with significantly larger thoracic kyphosis, base-
line shoulder protraction, and lower craniovertebral
angle and maximum protraction was noted in the FM
group compared to the control group [27]. In the
current study, we found that the extensor strength of
trunk muscles was significantly lower in patients with
FM. FM patients may not adequately demonstrate
muscle performance due to the impaired posture. In
addition, weaker extensor muscles may result in not be-
ing able to maintain an erect posture. The deterioration
of the erect posture may cause increased muscular pain,
and thus a vicious circle starts between impaired posture
and pain. Furthermore, patients may have difficulty in
daily activities that require an upright posture, such as
standing, travelling, lifting, dressing, and walking. This is
supported by the objective data obtained from our study,
revealing that the FM group had significantly weaker
strength in the trunk extensor muscle compared to the
healthy controls.
Larsson et al. described the possible reasons for

decreased muscle strength in FM, including pathologic
changes in muscle fibers, impaired blood circulation,
and disturbances in the regulation of growth and energy
metabolism. They suggested that other possible explana-
tions included altered neuromuscular control mecha-
nisms caused by pain or decreased levels of physical
activity in women with FM. Women with FM spend
more time engaging in sedentary activities and less time
engaging in high-intensity activities [11]. Jimenez et al.
reported that FM patients had longer sedentary times
and engaged in less physical activity [28]. Decreased
physical activity and longer sedentary times may have a
negative effect on trunk muscle performance in FM
patients. According to our results, it was found that
trunk muscles strengths of the patients were weak, even
at higher speeds (Table 2). This finding could be related
to muscle resistance parameters, and may also be related
to fatigue. We have also determined a significant

Table 2 The results of isokinetic measurements of the groups

FM Group Control Group P value

Extensor PT (N-M)

60°/s Ext. PT 119.3 ± 45.9 152.9 ± 39.4 0.002

90°/s Ext. PT 96.5 ± 51.9 162.6 ± 49.0 < 0.001

120°/s Ext. PT 66.6 ± 53.0 140.0 ± 55.2 < 0.001

Flexor PT (N-M)

60°/s Flex. PT 78.4 ± 26.8 82.3 ± 21.3 0.50

90°/s Flex. PT 66.0 ± 25.1 76.1 ± 21.6 0.08

120°/s Flex. PT 52.5 ± 27.0 60.3 ± 21.7 0.19

Bold p values show significance. Statistical significance was set at p < 0.05
FM Fibromyalgia, PT Peak Torque, N-M Newton meters

Table 3 The results of correlation analysis between FIQ score
and isokinetic trunk muscle parameters

FIQ score

Extensor PT (N-M)

60°/s Ext. PT r:-0.36
p < 0.05

90°/s Ext. PT r:-0.46
p < 0.001

120°/s Ext. PT r:-0.45
p < 0.001

Flexor PT (N-M)

60°/s Flex. PT r:-0.20
p: 0.09

90°/s Flex. PT r:-0.28
p < 0.05

120°/s Flex. PT r:-0.24
p < 0.05

Bold p values show significance. Statistical significance was set at p < 0.05
PT Peak Torque, N-M Newton meters, FIQ Fibromyalgia Impact Questionnaire
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negative correlation between FM severity and isokinetic
muscle parameters, so the patients with more severe FM
may have more impaired trunk muscle performance.
Henriksen et al. did not find any clinically significant
correlation between FIQ score and isokinetic knee
muscle strength [17]. We found that trunk muscle
strengths especially extensors were negatively affected
with FM severity. Increased FM severity may imply de-
creased extensor trunk muscle strength. We believe that
strengthening exercises for extensor trunk muscles can
reduce the severity of FM in these patients. However,
the correlations obtained from the current study were
low, and therefore the clinical relevance of the associations
may be minor. Thus, the results should be interpreted
with caution. To clarify our results, further prospective
studies are needed to evaluate the effects of FM on trunk
muscle performance.
In FM patients, pain worsens the physical activity be-

cause these patients use their muscles for a shorter time
due to the pain and undertake less physical activity during
their daily lives. Although the relationship between pain
and physical function has not yet been clearly understood,
pain is known to contribute to reduced functional capacity
in FM. Soriano-Maldonado et al. reported that higher
muscle strength was consistently associated with lower
levels of pain and lower FM severity in women with FM
[29, 30]. Pain in patients with FM has been related with
increased disease severity, reduced function, and symp-
toms of FM. Thus, pain is a significant symptom that may
contribute to not participate in functional activity [31–33].
In one study, it was indicated that women with FM
showed reduced functional activity and lower limb muscle
strength, mostly due to pain [33].
Sener et al. found that handgrip strength and back-leg

strength were significantly decreased in FM patients
than healthy controls and also showed a moderately
negative correlation between muscle strength and BDI
scores in FM patients [19]. Since baseline depression is
common in FM patients, these findings support im-
paired muscle strength in this patient group. In the
current study, we found no significantly difference in
terms of BDI score in two groups. In this case, it is not
possible to associate the decreased trunk muscle
strength with depression in FM group.
Hooten et al. reported that strength and aerobic exer-

cise had equivalent effects on reducing pain severity
among patients with FM [34]. We also suggest that exer-
cise treatments that include strength exercises may have
beneficial effects on patients with FM. New strategies for
incorporating strengthening exercises for trunk muscles
especially for extensors into the life styles of FM patients
should be supported by healthcare professionals.
There are some limitations to this study. We included

only housewives and conducted this study with women

who had FM. Another limitation of this study is that we
have not evaluated fatigue which is an important symp-
tom in FM patients. Further prospective trials are
needed to investigate trunk muscle performance also in
men with FM, as well as individuals from various occu-
pation groups and larger populations.

Conclusion
The results of this study revealed that the strength of
extensor trunk muscles decreased in FM patients than
those without FM. In addition, we determined that as
the severity of FM increased, the trunk extensor muscle
performance decreased. There is a clear need for further
investigations about the mechanism of impaired trunk
muscles and the effects of strengthening exercises en-
gaging extensor trunk muscles in FM patients.
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