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Widespread Pain and Low Widespread Pain Index
Scores among Fibromyalgia-positive Cases Assessed
with the 2010/2011 Fibromyalgia Criteria
Frederick Wolfe, Niklaus Egloff, and Winfried Häuser

ABSTRACT. Objective. Widespread pain is no longer required for fibromyalgia (FM) diagnosis according to the
American College of Rheumatology (ACR) 2010 preliminary diagnostic criteria and its 2011 modifi-
cation, but its absence may be of concern. We investigated whether the widespread pain definition
was satisfactory and the consequences of having a small number of painful regions or of not satisfying
the widespread pain criterion.
Methods. We studied 5011 patients who satisfied the 2011 criteria. FM was identified using the
Widespread Pain Index (WPI) and the Symptom Severity Scale (SSS): WPI ≥ 7 and SSS ≥ 5 or WPI
3–6 and SSS ≥ 9. Widespread pain was 4 quadrants plus axial pain, according to the 1990 ACR FM
criteria.
Results. There were 4700 patients (93.8%) who satisfied the ACR 1990 widespread pain criterion.
Using a new strict definition for 5 pain regions based on the WPI sites, a modified widespread pain
criterion requiring 4 of 5 regions identified 98.8% of criteria-positive patients. Patients without
widespread pain or those in the low WPI/high SSS group had milder FM and no evidence of increased
psychological or physical distress.
Conclusion. In usual clinical and epidemiological studies, the 2011 and 2010 criteria work well, but
are not as effective in patients with asymmetrical or regional pain who do not satisfy a widespread
pain criterion. A ≥ 4-pain region widespread pain definition will eliminate regional pain false-positives
and will identify 98.8% of current 2011 cases. Future revisions of the 2010/2011 criteria should
consider incorporating the ≥ 4-region requirement to avoid misclassification. (First Release July 1
2016; J Rheumatol 2016;43:1743–8; doi:10.3899/jrheum.160153)
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Among the changes brought about by the 2010 American
College of Rheumatology (ACR) preliminary diagnostic
criteria for fibromyalgia (FM; ACR 2010, FM 2010)1 and its
2011 self-report modification for research use (FM 2011)2
were the abandonment of both tender points and the specific
requirement for the presence of widespread pain. The latter
was first defined in the ACR 1990 FM classification criteria
and thought by many to be a central component of the FM

concept3,4,5. The change in definition from 1990 to 2010
recognized the increased importance of FM symptoms and
noted that there was a small proportion of patients whom
clinicians diagnosed as having FM but who did not satisfy
the 1990 criteria because of having either < 11 tender points
or slightly less than the full ACR 1990 definition of
widespread pain. The loosening of the widespread pain
requirement addressed this second group.

According to the 1990 criteria, pain was widespread if an
appropriate distribution and a sufficient number of body
quadrants and axial skeleton had pain. The 2010 and 2011
criteria sets substituted a count of painful body regions, the
Widespread Pain Index (WPI), for the simpler widespread
pain requirement, noting that a continuous scale count of
painful regions provided more information than the simple
widespread pain determination. In addition, the WPI was also
highly correlated with the 1990 tender point count in the
setting of experienced rheumatologists, a finding that
described a link between the physical examination of tender
regions and self-reported pain1. For FM symptoms, the
criteria sets defined a Symptom Severity Scale (SSS) as
composed of graded common FM symptoms. FM diagnosis
was satisfied by either of 2 definitions: WPI ≥ 7 and SSS 
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≥ 5, or WPI 3–6 and SSS ≥ 9. The 2011 criteria, in contradis-
tinction to the 1990 and 2010 criteria, were self-reported and
did not require an examiner, which may be satisfactory for
epidemiologic and some research purposes, but had limita-
tions for clinical use.

The presence of a low WPI definition (WPI 3–6 and SSS
≥ 9) raised concerns because a WPI of 3 would only rarely
satisfy the 1990 widespread pain criterion; in addition, the
SSS ≥ 9 presaged a diagnostic process that selected for
symptoms that might often be found in patients with psycho-
logical distress4. In addition, these authors noted the ratio of
WPI (7.0) to SSS (9.0) to be 0.78, an indication that non-pain
symptoms were more prominent than pain symptoms in their
tertiary pain clinic setting. Results from the 2010 criteria
study showed that the ACR 1990 widespread pain criterion
was present in 93%–94% of cases1, and an epidemiologic
study from the German general population that used the 2011
criteria showed that widespread pain was present in 83% of
FM cases6. Recently, however, Egloff, et al reported that only
46% of FM-positive cases had widespread pain in a tertiary
pain clinic4. Egloff, et al’s data were worrisome because they
suggested that in some pain populations, the 2010 and 2011
criteria did not work as intended.

To illuminate widespread pain and its relation to the WPI
and to associated somatic and psychological variables in FM,
our report analyzed widespread pain among 2011
FM-positive cases in a large rheumatic disease databank
while asking the following questions: What is the relation of
the WPI to widespread pain? Is the definition of widespread
pain satisfactory? How can widespread pain be defined for
clinical and epidemiology studies? What are the con-
sequences of having a low WPI/high symptom severity score
(WPI 3–6 and SSS ≥ 9) or not satisfying the widespread pain
criterion on somatic and psychological symptom burden and
disability? Finally, are the FM criteria performing as
expected? And if not, would the addition of a widespread pain
measure improve the criteria? Because the WPI and
widespread pain issue is the same when using the 2010 as
when using the 2011 criteria, it is probable that the results of
our study could be extended to the 2010 criteria.

MATERIALS AND METHODS
We studied a random sample of 17,385 participants from the National Data
Bank for Rheumatic Diseases (NDB) longitudinal study of rheumatic disease
outcomes using questionnaires completed between July 2009 and December
2014. Participants were volunteers recruited from the practices of US
rheumatologists, who completed mailed or Internet questionnaires about
their health at 6-month intervals. They were not compensated for their partici-
pation. The clinical rheumatic disease diagnoses were made by the patient’s
rheumatologist or confirmed by the patient’s physician in the small number
of cases that were self-referred. The NDB uses an open-cohort design in
which patients are enrolled continuously. About 8% of patients discontinued
participation per year7. The characteristics of the NDB have been reported
previously8.

We determined the patients’ current research FM status using the 2011
research criteria for FM, a modification of the preliminary ACR 2010
criteria2. The 2011 criteria are for research, not for individual patient

diagnosis. Only patients who were positive for the 2011 FM criteria (n =
5011) were included in our study. We had no data on whether study partici-
pants met the 1990 FM criteria at any time. In our study, FM was identified
when levels of the WPI and SSS were sufficiently high (WPI ≥ 7 and SSS 
≥ 5, or WPI 3–6 and SSS ≥ 9). The WPI is a 0–19 count of painful nonar-
ticular body regions and the SSS is a 0–12 measure of symptom severity that
includes fatigue, sleep, and cognitive problems. The polysymptomatic
distress (PSD) score, a measure of FM severity, was calculated by summing
the WPI and SS score for each patient. The PSD scale is also called the FM
severity scale, and how it should be called is a matter of controversy9. We
considered patients who satisfied the criteria with WPI 3–6 and SSS ≥ 9 to
be in the “low” WPI group and those who satisfied it by WPI ≥ 7 and SSS
≥ 5 to be in the “high” WPI group.

To determine the presence of widespread pain, we used the following
definition from the ACR 1990 criteria3: “Pain is considered widespread when
all of the following are present: pain in the left side of the body, pain in the
right side of the body, pain above the waist, and pain below the waist. In
addition, axial skeletal pain (cervical spine or anterior chest or thoracic spine
or low back) must be present. In this definition, shoulder and buttock pain
is considered as pain for each involved side. ‘Low back’ pain is considered
lower segment pain.” The 1990 definition, however, is inexact because it
does not state which body areas should be included in the body pain
assessment. In addition, rare patients who otherwise met the 1990 criteria
could satisfy the ACR widespread pain definition with pain in only 3 areas.
For example, in the presence of axial pain, low back pain and pain in the
right hand and left foot would qualify as widespread pain. This occurs
because pain in a single site can be expanded to include 2 regions, as when
right hand pain is scored for right side and for upper extremity. A recent
detailed review of widespread pain reported that 24 studies had used the
ACR 1990 definition, but did not report on areas assessed, probably because
that information was not given in the study reports10. Because the first author
of the 1990 study is also the first author of our current report, we want to
indicate that it was not the intention of the 1990 criteria group to include the
head, chest, or abdomen in the widespread pain definition, and we have not
done so in any of our subsequent reports11. Further, meeting the 1990
widespread pain criterion with only 3 sites was rarely a problem in the 1990
classification criteria because of the simultaneous requirement to have at
least 11 tender points. But when the widespread pain definition was used in
circumstances other than the 1990 criteria, the 1990 widespread pain
definition was problematic and was not a good measure of widespread pain.

In our current report, we evaluated 2 definitions of widespread pain.
First, we determined widespread pain using the 1990 definition of body
segments and sides. Second, based on 4 quadrants plus axial pain used in
the 1990 definition, we created a separate 0–5 variable (“widespread pain
regions”) that was the sum of pain (0 or 1) in each of the 5 regions. In these
analyses, we used pain regions specified in the WPI1,2. The axial region
included the neck, upper back, and lower back. The upper regions (left and
right) included the shoulder girdle, upper arm, and lower arm. The lower
regions (left and right) included the hip (buttock, trochanter), upper leg, and
lower leg. The WPI did not include the wrist, ankle, and foot. The jaw, chest,
and abdomen were not included in our 5-region definition in our report or
in our determination of the ACR 1990 pain criterion. In our report, we
compared the 2011 criteria without a widespread pain criterion to the 2011
criteria that used the 1990 definition, as well as to the 2011 criteria at various
levels of the variable of 0–5 widespread pain regions.

The 2 consequences of the definitions of widespread pain can be seen in
Table 1. Of the 5011 patients who were positive for the FM 2011 criteria,
93.8% satisfied the 1990 criteria, including those who had pain only in 3
sites — because of the site expansion described above. Using the
“widespread pain regions” of our current study, Table 1 shows that 93.8%
of those with 5 regions positive and 98.8% (93.8% + 5.0%) of those with at
least 4 regions would satisfy an alternative widespread pain criterion.

To determine the relationship of widespread pain and the WPI group to
clinical status, we evaluated a series of clinical variables. Pain and global
severity were assessed using 0–10 visual analog scales. Functional status
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was measured using the Health Assessment Questionnaire (HAQ)-Disability
Index12. We also calculated the physical (PCS) and mental component
summary (MCS) scores from the Medical Outcomes Study Short Form-3613.
To evaluate depression and anxiety, we used the Patient Health Questionnaire
(PHQ) 2 and Generalized Anxiety Disorder 2 scales. “When used together,
they are referred to as the PHQ-4, a 4-item screening measure which ranges
from a score of 0 to 12, and serves as a good measure of ‘caseness’ (i.e., the
higher the score, the more likely there is an underlying depressive or anxiety
disorder),” according to Kroenke, et al.14

We used the PHQ-15 to determine somatic symptom severity. The
PHQ-15 contains 15 somatic symptoms. Each symptom is scored from 0
(not bothered at all) to 2 (bothered a lot). PHQ-15 scores of 5, 10, and 15
represent cutoff points for low, medium, and high somatic symptom severity,
respectively. The usefulness of the PHQ-15 in screening for somatization
syndromes and in monitoring somatic symptom severity in clinical practice
and research has been demonstrated in numerous studies15. The PHQ-15 and
PHQ-4 only became available toward the end of study and were completed
by 2387 and 2260 subjects, respectively.

Where appropriate, we compared groups by Student t tests or chi-square
tests. Data were analyzed using Stata, version 14.016.
Ethics and Institutional Review Board (IRB) approval. This study was
conducted in accordance with the ethical standards of the responsible
committee on human experimentation and with the Helsinki Declaration of
1975, as revised in 1983. No financial support was received for this study.
The study was approved by the Via Christi IRB, Wichita, Kansas, USA. 

RESULTS
What is the extent of non-widespread pain in patients satis-
fying the 2011 research definition for FM? We evaluated
5011 patients who participated in the NDB and who satisfied
the 2011 FM research criteria. Of these FM criteria-positive
participants, widespread pain according to the ACR 1990
criteria was present in 95.3% with FM (n = 961), 90.8% of
566 with systemic lupus erythematosus, 93.9% of 3023 with
rheumatoid arthritis, and 93.9% of 461 referred with other
noninflammatory rheumatic diseases. Overall, 4700 (93.8%)
satisfied the widespread pain criterion of the 1990 criteria
and 311 (6.2%) did not have widespread pain (Table 1).

Of the 311 without widespread pain (Table 1), 145
(46.6%) came from the 343 patients in the high WPI group
(WPI 3–6 and SSS ≥ 9) and 166 (53.4%) from the 4668
patients in the low WPI group (WPI ≥ 7 and SSS ≥ 5). The

relationship of widespread pain to the WPI is shown in Figure
1. The graph shows that both the high WPI and low WPI
groups contribute to the widespread/non-widespread pain
categories.

As noted, the ACR 1990 widespread pain criterion
expands to 5 regions with pain (4 quadrants plus axial) if the
1990 rules are followed, even if fewer than 5 sites are
involved. Table 1 shows that 311 (6.2%) of 2011 FM-positive
patients did not meet the ACR 1990 criterion. Using the
widespread pain regions method shown at the bottom of
Table 1, 4700 (93.8%) of 2011-positive subjects had 5-region
widespread pain and 4949 (98.8%) had ≥ 4-region
widespread pain. Thus, if ≥ 4 regions were used to designate
widespread pain instead of 5 regions, only 1.2% of
2011-positive patients would not have widespread pain.
FM and severity measure according to widespread pain and
criteria categories. Table 2 shows (under “All”) the overall
FM and severity scores for all patients who satisfied the
research FM criteria. The mean WPI score was 12.3 and the
ratio of the WPI to the SSS was 1.6.

Because the low WPI group (column 2) and the group
without widespread pain (column 6) were both variables of
the decreased WPI scores, the PSD was consequently lower
and the SSS higher compared with the comparison groups
(columns 3 and 6; Table 2). However, consistent with the
lower PSD scores, the HAQ, pain, global, and PCS were less
abnormal than in the comparison groups. The MCS scores
were inconsistent [more abnormal in column 2 (low WPI and
high SSS), but less abnormal in column 5 (WS Pain)]. The
PHQ-15 scores were at the same level in the low WPI group
and reduced nonsignificantly in the non-widespread pain
group. The PHQ-4 scores were slightly but not significantly
increased. These data indicated that, in general, more painful
regions and widespread pain were associated with more
severe symptoms, as shown by the WPI, SSS, and PSD.

To compare the low and high groups under equivalent
conditions, we compared the groups only in patients who had
SS scores ≥ 9 and who differed, thereby, only in the high or
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Table 1. Categories of WS pain and pain regions according to fibromyalgia criteria categories. Values are n (%).

Variables WPI 3–6 and SSS ≥ 9 WPI ≥ 7 and SSS ≥ 5 Total

Group
All patients 343 (6.8)† 4668 (93.2)† 5011 (100)
Patients with ACR 1990 WS pain 177 (51.6)* (3.8)† 4523 (96.9)** (96.2)† 4700 (93.8)
Patients with non-ACR 1990 WS pain 166 (48.4)* (53.4)† 145 (3.1)** (46.6)† 311 (6.2)
WS pain regions (% of all patients in column)

≤ 1 1 (0.3) 0 (0.0) 1 (0.02)
2 11 (3.2) 0 (0.0) 11 (0.2)
3 49 (14.3) 1 (0.02) 50 (1.0)
4 105 (30.6) 144 (3.1) 249 (5.0)
5 177 (51.6) 4523 (96.9) 4700 (93.8)

* Percent of “low” (WPI 3–6 & SSS ≥ 9) cases (n = 343). ** Percent of “high” (WPI ≥ 7 & SSS ≥ 5) cases (n =
4668). † Percent of cases in group. WS pain: widespread pain; WPI: Widespread Pain Index; SSS: Symptom
Severity Scale; ACR: American College of Rheumatology.
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low WPI grouping. As can be seen in Table 3, patients in the
low WPI group had less severe symptoms for almost all study
variables. These observations suggest that even in patients
with high SSS, it is the level of widespread pain that influ-
ences symptom severity, probably because patients satisfying
the 2011 criteria with high SSS have low WPI scores.

DISCUSSION
There is a disconnect between the WPI that measures the
number of painful sites and the 5 regions in the 4 quadrants
plus axial definition of widespread pain of the 1990 FM
criteria. The disconnect occurs because each of the pain
regions can contain more than 1 WPI site. Thus, as shown in
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Figure 1. The relation of WSP to the WPI. The low WPI group (WPI 3–6 and SSS ≥ 9) is shown
to the left of the dashed line, and the high WPI group (WPI ≥ 7 and SSS ≥ 5) is shown to the
right of the line. The numbers below the bars are the percent of all patients and would add to
100%, except for rounding. WSP: widespread pain; WPI: Widespread Pain Index; SSS: Symptom
Severity Score.

Table 2. Fibromyalgia and severity measures according to WS pain and criteria categories. Values are mean (SD) unless otherwise specified.

Variables WPI 3–6 and SSS ≥ 9 WPI ≥ 7 and SSS ≥ 5 All WS Pain Not WS Pain

Subjects in category, n 343 4668 5011 4700 311
WPI 4.6 (1.1) 12.9 (4.3) 12.3 (4.7) 12.8 (4.5) 6.0 (2.3)
SSS 9.7 (0.8) 7.7 (2.0) 7.8 (2.0) 7.8 (2.0) 8.5 (1.9)
PSD 14.3 (1.4) 20.6 (5.2) 20.2 (5.3) 20.5 (5.2) 14.5 (2.1)
Age, yrs 52.3 (12.6) 56.0 (13.0) 55.8 (13.0) 55.9 (13.1) 53.4 (12.6)
Male, % 7.3 10.6* 10.4 10.5 8.7*
College graduate, % 33.8 30.6* 30.8 30.6 35*
HAQ, 0–3 1.2 (0.6) 1.5 (0.6) 1.5 (0.6) 1.5 (0.6) 1.2 (0.6)
Pain, 0–10 5.7 (2.5) 6.4 (2.2) 6.3(2.2) 6.4 (2.2) 5.5 (2.6)
Global severity, 0–10 5.6 (2.2) 5.9 (2.1) 5.9 (2.1) 5.9 (2.1) 5.3 (2.2)
PCS, SF-36 32.7 (8.3) 28.9 (7.8) 29.1 (7.9) 28.9 (7.7) 32.5 (8.9)
MCS, SF-36 34.6 (10.6) 39.5 (11.5) 39.1 (5.0) 39.3 (11.5) 37.5 (11.2)
PHQ-15 13.5 (3.1) 13.5 (4.7)* 13.5 (4.6) 13.5 (4.6) 12.4 (3.8)*
PHQ-4 score 5.1 (3.6) 4.3 (3.5)* 4.4 (3.5) 4.4 (3.6) 4.9 (3.5)*

The low WPI and high WPI groups (columns 2 and 3) are significantly different from each other at p < 0.5, except where flagged with asterisks (*). WS Pain
and Not WS Pain groups (columns 5 and 6) are significantly different from each other at p < 0.5, except where flagged with asterisks (*). WS pain: widespread
pain; WPI: Widespread Pain Index; SSS: Symptom Severity Scale; PSD: Polysymptomatic Distress Scale; HAQ: Health Assessment Questionnaire; PCS:
physical component summary; SF-36: Medical Outcomes Study Short Form-36; MCS: mental component summary; PHQ-15: Patient Health Questionnaire
15; PHQ-4: Patient Health Questionnaire 4.
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Figure 1, it is possible, though very rare, to have a WPI as
high as 12 and still not satisfy the widespread pain criterion.
While 145 of those in the high WPI group failed to satisfy
the widespread pain criterion, the majority of patients
(53.4%, n = 166) with non-widespread pain came from the
low group. Although fewer patients from the high WPI group
(3.1%) had non-widespread pain, the absolute number of
patients in the group was substantial because most patients
with FM satisfied the high WPI group requirements.

Despite the concern that satisfying the FM criteria through
the low WPI group is harmful, we found no evidence that
patients selected by having a low WPI or no widespread pain
reported more somatic and psychological symptoms (Table
2 and Table 3), and this was true regardless of how we
compared WPI groups or widespread pain categories. In fact,
those in the low WPI groups or without widespread pain
seemed to have slightly less severe illness symptoms. Thus,
the use of the low WPI/high SSS group and the inclusion of
6.2% of patients with non-widespread pain do not appear to
cause problems in rheumatic disease cohorts. This is
supported by the WPI to SSS ratio of 1.6, and is in contradis-
tinction to the ratio of 0.78 reported by Egloff, et al4.

One consequence of not meeting the widespread pain
criterion is the violation of the idea that FM required
widespread pain to be a valid concept or was a part of
widespread pain-associated illnesses. However, most of the
non-widespread pain patients in our study had pain in 4 out
of 5 pain regions, a result that is consistent with the idea of
generalized pain and which, if accepted as widespread pain,
would reduce the 2011 criteria-positive non-widespread pain

group to 1.2%. Approaches to handle what might seem to be
a non-problem could include (1) excluding the 6.2% of
patients without widespread pain, (2) treating all patients with
4 or more pain regions as having widespread pain, or (3)
ignoring the widespread pain issue. For research purposes,
where diagnosis is not applicable to individual patients, one
approach would be to determine whether the non-widespread
pain proportion is sufficiently high to be of concern and if so,
then to report essential data with 1 of the “corrections” noted
above.

A number of studies have reported the percentage of
subjects satisfying the 2011 (or 2010) criteria by the low WPI
category, including 4.4% of 1411 patients with FM in a
German clinical study17, 15.5% of 71 patients in a Korean
clinical study18, 2.7% of 80 patients in a Spanish popula-
tion19, 17% of 52 cases in a German population study6, 6–7%
of 514 patients in the ACR 2010 criteria study1, 6.2% in our
current report, and 25.9% in a 27-subject Scottish population
survey20. It should be noted that in the German population
study, widespread pain estimate included chest, head, and
abdominal pain in the widespread pain calculation. One
study, however, was a distinct outlier. Egloff, et al’s obser-
vation that only 46% of FM-positive cases had widespread
pain in a tertiary pain clinic raised several important issues4.
They reported that “10.4% of FM 2010 patients suffered from
unilateral pain syndromes, in 9.6% pain was limited to the
head and trunk or to the upper part of the body; 10.4% of FM
2010 patients had local pain syndromes affecting just one or
two quadrants. The remainder showed other forms of ‘incom-
plete’ distribution patterns.” We would advise 2 approaches
to Egloff, et al’s type of data. If one is screening for FM with
the diagnostic criteria in clinical or research settings where
regional disorders are common, it makes sense to impose a
widespread pain filter, either at 4 or 5 regions, and then to
review carefully what the data show (Table 4). At the level
of the individual patient, one needs to suspect that the patient
may have the disorder being tested for before applying
criteria. However, because the cost of imposing a filter of ≥
4 pain regions is very small and identifies 98.8% of unfiltered
cases, we suggest that future revisions of 2010/2011 criteria
sets include this additional criterion regardless of the study
setting. When we applied this filter to the German population
data in which 17% of FM categorized cases met the old
widespread pain criterion, only 7.7% did not meet the ≥
4-region widespread pain criterion; and FM population
prevalence changed from 2.1% to 2.0%.

Classification accuracy depends upon the prevalence of
FM in the population under study. Under usual circumstances
of clinical and epidemiological studies, the 2011 (and 2010)
criteria should work well. Under circumstances where the
population is unusual, with an overrepresentation of regional
disease, it may be necessary to test that the widespread pain
criterion or at least the 4 regions of the widespread pain
assessment are met before having confidence in the data. At
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Table 3. Fibromyalgia and severity measures according to WS pain in
patients with SSS ≥ 9. Values are mean (SD) unless otherwise specified.

Variables WPI 3–6 and SSS ≥ 9 WPI ≥ 7 and SSS ≥ 9

Subjects in category, n 343 1538
WPI 4.6 (1.1) 14.2 (4.2)
SSS 9.7 (0.8) 10.1 (1.0)
PSD 14.3 (1.4) 24.3 (4.6)
Age, yrs 52.3 (12.6) 52.1 (11.8)
Male, % 7.3 7.9*
College graduate, % 33.8 28.2*
HAQ, 0–3 1.2 (0.6) 1.7 (0.6)
Pain, 0–10 5.7 (2.5) 7.2 (1.9)
Global severity, 0–10 5.6 (2.2) 6.8 (2.0)
PCS, SF-36 32.7 (8.3) 27.5 (7.1)
MCS, SF-36 34.6 (10.6) 33.5 (10.4)*
PHQ-15 13.5 (3.1) 16.4 (4.7)
PHQ-4 score 5.1 (3.6) 6.5 (3.5)

Comparisons are significantly different at p < 0.05, except where flagged
with asterisks (*).WS pain: widespread pain; SSS: Symptom Severity Scale;
WPI: Widespread Pain Index; PSD: Polysymptomatic Distress Scale; HAQ:
Health Assessment Questionnaire; PCS: physical component summary;
SF-36: Medical Outcomes Study Short Form-36; MCS: mental component
summary; PHQ-15: Patient Health Questionnaire 15; PHQ-4: Patient Health
Questionnaire 4.
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the clinical patient care level, one should always apply the
diagnostic criteria only when there is a reasonable suspicion
of FM. We suggest adding a ≥ 4-pain region filter to future
revisions of FM criteria sets because that would eliminate the
misclassification of regional pain syndromes.
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Table 4. Possible criterion addition to the ACR (2010) diagnostic criteria and the modified ACR survey criteria (2011) for FM. 

Variable ACR (2010) Modified ACR (2011) Possible Criterion Addition for 
2010/2011 Criteria

Criteria WPI 3–6 and SSS ≥ 9, or WPI ≥ 7 and SSS ≥ 5 WPI 3–6 and SSS ≥ 9, or WPI ≥ 7 and SSS ≥ 5
Assessment method Physician assessment Patient self-report
Symptoms assessed, 0–12 Fatigue, 0–3 Fatigue, 0–3

Sleep disturbance, 0–3 Sleep disturbance, 0–3
Cognitive problems, 0–3 Cognitive problems, 0–3

Somatic symptom reporting, 0–3 Abdominal pain, 0–1, headache, 0–1, depression, 0–1
WPI, 0–19 19 sites 19 sites
WS pain regions, 0–5 5 regions
≤ 1 Not used Not used Excludes FM
2 Not used Not used Excludes FM
3 Not used Not used Excludes FM
4 or 5 Not used Not used Required for FM

The 5 WS pain regions are derived from sites specified in the WPI. The axial region includes the neck, upper back, and lower back. The upper regions (left and
right) include the shoulder girdle, upper arm, and lower arm. The lower regions (left and right) include hip (buttock, trochanter), upper leg, and lower leg. The
WPI does not include the wrist, ankle, and foot. The jaw, chest, and abdomen are not included in the 5-region definition. The number of regions with pain is
the sum of axial, left upper, right upper, left lower, and right lower regions. ACR: American College of Rheumatology; FM:  fibromyalgia; WPI: Widespread
Pain Index; WS pain: widespread pain; SSS: Symptom Severity Scale.

 www.jrheum.orgDownloaded on April 10, 2024 from 

http://www.jrheum.org/

