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Abstract Health-related quality of life is being emphasized
because people who are living with a chronic illness are
demanding that the qualities of their lives are enhanced.
Health-related quality of life defines the effects of diseases
or symptoms including musculoskeletal conditions on
functioning and a sense of well being. This review
highlights the results of quality-of-life measurements in
patients with myofascial pain syndrome while providing a
comparison with various musculoskeletal disorders, em-
phasizing the domains that are affected for each specific
disease. Also, myofascial pain studies that included quality-
of-life measurement as an outcome variable are considered.
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Introduction

Over the past 30 years, technological progress in medicine
has decreased mortality rates for many diseases and has led
to longer life spans, which has resulted in a large number of
chronically ill people. Thus, people who have a chronic
illness are beginning to demand that the qualities of their
lives are enhanced.

Many different terms such as health status, quality of life
(QOL), and health-related QOL (HRQOL) are used
interchangeably to define the effects of diseases or

symptoms including musculoskeletal conditions (eg, arthri-
tis, myofascial pain syndrome [MPS], fibromyalgia syn-
drome [FMS], and musculoskeletal pain alone) on the
functioning and sense of well being of patients. QOL has
become accurately established as an important end point in
medical care and is increasingly popular [1]. Although there
is no formal agreed-upon definition of QOL and it is not
always directly measurable, most people accept that QOL
does exist as a readily understood hypothetical concept.

QOL can have distinct meanings for every individual
and is interpreted in different ways: for example, some
might assume that the question of what QOL is principally
addresses physical well being, while others might assume it
relates to mood states, and yet others might think it covers
social functioning. Therefore, the responses to this question
would have poor reliability.

In a review investigating how well QOL is being
measured in medical literature, among 75 articles eligible
for review, only 15% were found to provide conceptual
definitions of QOL [2]. The World Health Organization
defines QOL as an “individual’s perception of their position
in life in the context of the culture and value systems in
which they live and in relation to their goals, expectations,
standards and concerns” [3]. At the broadest meaning, QOL
refers not only to health status, but also to social, economic,
and environmental factors that can substantially influence
well being. Improvements over time in any of these
variables may be reported to be evidence of improved QOL.

QOL embraces the concept of HRQOL and other
domains such as work, family, and environment. Thus,
HRQOL encompasses the health-related factors of physical,
functional, mental, and emotional well being that can be
affected by a medical condition or its treatment. Therefore,
the HRQOL measurement attempts to capture QOL in the
context of a patient’s health and illness [2, 4].

R. Çeliker (*) :A. Atalay : Z. Guven
Department of Physical Medicine and Rehabilitation,
Faculty of Medicine, Acibadem University,
Istanbul, Turkey
e-mail: reyhanceliker@gmail.com

Curr Pain Headache Rep (2010) 14:361–366
DOI 10.1007/s11916-010-0141-7



Conventional routine methods such as physical exami-
nation, radiology, and laboratory investigations may fail to
describe the multidimensional issues associated with chron-
ic illnesses, including chronic musculoskeletal pain con-
ditions. Because the data obtained from the aforementioned
methods may only help to define the current disease status,
cost of care, and changes in health parameters, HRQOL
becomes important to demonstrate every aspect of the real
burden of chronic musculoskeletal diseases and to plan
treatment. Increasingly, the perspective of the patient also is
becoming a critical variable. As a result, emphasis has
shifted gradually toward including evaluations of health-
related outcomes from the patient’s perspective. This new
emphasis provides additional information beyond that
offered by conventional medical and clinical evaluation
methods; thus, it is valuable in helping to understand the
wide variability in individual responses to similar con-
ditions. HRQOL measures also are valuable in interpreting
the effects, as well as cost effectiveness, of treatments.

HRQOL outcomes evaluation in clinical trials also
represents an assessment of the impact of treatment on
patient functioning and helps to develop new pharmaceut-
icals and medical devices to demonstrate the effect of
treatment beyond accustomed clinical efficacy and safety
methods. Most patients suffering chronic noncancer mus-
culoskeletal pain have lower QOL compared with a normal
population. But most impressive is the finding that patients
with chronic noncancer musculoskeletal pain report even
worse QOL than dying cancer patients, a dramatic
illustration of the major impact of chronic pain conditions
on patients with long-lasting pain.

Measuring Health-related Quality of Life

HRQOL can be defined in multiple ways and measured
with multiple instruments, which makes this concept
complex and composed of multiple dimensions. Several
scales have been developed to measure HRQOL and
question the distinct domain of this concept. They are
mostly designed to measure patients’ subjective experience
of health outcomes in clinical trials and health policy
research. Global, disease-specific, and generic instruments
represent three different types of measures for the assess-
ment of HRQOL [5].

Global instruments are designed to measure QOL in its
most comprehensive aspect. This may be either a single
question that asks the person to rate his or her overall QOL
or an instrument that contains questions concerning
satisfaction on different domains of life. The Quality of
Life Scale, created originally by American psychologist
John Flanagan in the 1970s, is an example of a global QOL
instrument [6].

Disease-specific measures were developed to monitor
the response to treatment in a particular condition. These
instruments focus on a certain selected patient group and
can give more detailed information on a single disease or
group of conditions. They tend to have high sensitivity to
change, but often lack a conceptual link to QOL
definitions.

Generic scales provide information on general and broad
aspects of HRQOL. These instruments contain different
HRQOL concepts, so they can be suitable in either the
general population or isolated patients. The generic scales
can, as comprehensively as possible, define the full impact
of a disease or its symptoms on the patient’s life, and are
not designed to assess HRQOL relative to a particular
medical condition, but rather to provide a general sense of
the effects of an illness. The main advantage of generic
HRQOL instruments is their large coverage, which allows
comparisons between different patient populations or across
studies. However, they may not consider topics of particular
relevance for a given disease at length. Therefore, generic
instruments are less responsive to treatment-induced
changes than measures.

Instruments also may vary the method of administra-
tion. In standardized questionnaires, the response options
are predetermined and allow uniform administration and
unbiased quantification of data. Demand for self-
administered questionnaires is increasing. However, they
may exclude certain groups of patients, such as the
elderly or those who have reading or writing difficulties.
Also, if patients do not complete every question, some
data may be lost. Interviews are more time consuming
and more expensive, but they have the advantage in that
most patients can assess them and all questions are
asked.

Numerous generic HRQOL measures have been devel-
oped to examine the health status of populations or
individuals and the effects of medical interventions. The
most frequently used generic instruments are the Short
Form-36 Health Survey Questionnaire (SF-36), the Health
Assessment Questionnaire, and the Nottingham Health
Profile (NHP).

The Short Form-36 Health Survey Questionnaire

The SF-36 is a widely used, and the best-known, example
of a generic HRQOL tool designed to examine a person’s
perceived health status [7]. As a generic QOL measure, the
SF-36 is better suited to capturing the holistic health of the
patient, as reflected in the World Health Organization
definition of health as being not only the avoidance of
disease, but also the physical, emotional, and social well
being of the patient. The SF-36 is a short form derived from
a larger 149-item instrument and is more precise than its
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predecessor, the Short Form-20 [8, 9]. It is a self-report
questionnaire that takes 5 to 10 min to fill out. It has been
translated into many languages and its content examined
crossculturally [10–12].

The SF-36 provides multiple health domain scores, but
not an overall index score. The survey items and scales
were constructed using the Likert method of summated
ratings [13]. It includes one multi-item scale measuring
each of the following eight health concepts: physical
functioning, role limitations due to physical health prob-
lems, physical pain, social functioning, general mental
health (psychological distress and psychological well
being), role limitations due to emotional problems, vitality
(energy/fatigue), and general health perceptions.

The SF-36 also includes a single-item measure of health
transition or change [14]. It also can be divided into two
aggregate summary measures, the physical component
summary and the mental component summary. Answers
to each question are scored and these scores are summed to
produce raw scale scores for each health concept, which are
then transformed to a scale of 0 to 100. Scoring algorithms
then can be applied to produce the physical and mental
component summary scores.

The Health Assessment Questionnaire

The Health Assessment Questionnaire, another commonly
used self-report, was originally developed in 1978 at
Stanford University [15]. It is one of the first disability-
or functional status-assessment tools and has become one of
the dominant instruments in chronic musculoskeletal con-
ditions. It has been administered and validated in patients
with a wide variety of rheumatic diseases, including
osteoarthritis (OA), rheumatoid arthritis (RA), juvenile
polyarthritis, ankylosing spondylitis, FMS, lupus erythema-
tosus, scleroderma, and psoriatic arthritis.

Nottingham Health Profile

The NHP was developed to provide a brief indication of a
patient’s perceived emotional, social, and physical health
problems and to be used in epidemiological studies [16]. It
contains two parts. Part I consists of 38 yes/no questions in
six domains of experience: pain, physical mobility, emo-
tional reactions, energy, social isolation, and sleep. Part II
includes seven general yes/no questions concerning per-
ceived problems in seven areas of life: paid employment,
jobs around the house, personal relationships, social life,
holidays, hobbies, and sex life. These two parts may be
used independently. Part I is scored using weighted values,
which give a range of possible scores from 0 (no problems
at all) to 100 (the presence of all problems within a
dimension).

Myofascial Pain Syndrome and Domains
of Health-related Quality of Life

Muscles can cause many different pain conditions, and
musculoskeletal complaints are among the leading causes
of visits to physicians. MPS is characterized by the
development of small areas of irritability within taut bands
of skeletal muscle or fascia called trigger points (TPs),
which are locally tender and painful when active. TPs can
cause characteristic referred pain, tenderness, and autonom-
ic phenomena on compression through specific patterns to
other areas of the body [17–19].

Pain from MPS can be described as deep and achy, and
occasionally it is accompanied by a sensation of burning or
stinging. MPS can be limited to one muscle or multiple
areas of the body. Chronic musculoskeletal pain is
extremely prevalent in the general population. One third
of patients with chronic muscle pain meet diagnostic
criteria for MPS; it can be found in persons of both genders
and all ages, even children. Although many theories of
what causes MPS have been postulated, no clear causal
factors have been identified [20]. It is usually triggered by
trauma (such as a strain, sprain, or contusion), spinal disc
herniation, local or systemic inflammatory disorders (such
as arthritis, synovitis, tendonitis, or bursitis), repetitive
minor trauma, long-standing muscle tension due to poor
posture, and occupational diseases. Emotional and mechan-
ical stress; nutritional, metabolic, and endocrine inadequa-
cies; sleep disturbance; chronic infections; prolonged static
postures; lack of exercise; or psychological factors also may
perpetuate or aggravate the severity of MPS.

Diagnosis of the syndrome is based solely on a patient’s
symptoms and physical examination findings, including a
consistent and characteristic referred-pain pattern, focal
twitch responses in the taut bands of involved muscles, and
a limited range of motion and muscle weakness without
atrophy [21]. MPS can cause prolonged morbidity and
significant reduction in QOL, and is one of the major
causes of time lost from work.

The affected domains of HRQOL vary among different
illnesses, because each disease has differing impacts on
subjects [22]. The domains not frequently studied in
musculoskeletal disorders are pain, functional disability,
fatigue, and mental problems. Additionally, age, socioeco-
nomic aspects such as employment and economic status,
and education affect patient-reported HRQOL. In cross-
sectional clinical studies, participants with FMS recruited
from outpatient medical centers had significantly lower
scores than healthy control patients on all eight domains
and the two Short Form-12 summary scales, physical and
mental [23].

The NHP was found to be an appropriate instrument for
distinguishing patients with MPS from healthy control
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patients. In this study, patients with MPS had worse
HRQOL than healthy individuals in terms of pain, energy,
physical mobility, sleep, and emotional reactions [24].

Tüzün et al. [25] compared the QOL scores of patients
with FMS and MPS, and concluded that MPS impacted
mostly on physical health, whereas fibromyalgia impacted
on both physical and mental health.

Eyigör et al. [26] assessed the prevalence of generalized
soft tissue rheumatism (ie, FMS, MPS, benign joint
hypermobility syndrome, and chronic fatigue syndrome)
in medical students. In this study, the physical role, vitality,
and mental subscores were found to be lower in students
with generalized soft tissue rheumatism when compared to
students without this disorder. Sahin et al. [27] assessed the
SF-36 subscores of patients with MPS (outpatient clinic)
and found that the role, pain, and energy scores were
distinctly low. In patients with chronic neck pain, the SF-36
showed limitations in two of eight scales, namely the role
of physical and pain indexes [28].

Musculoskeletal System Disorders and Health-related
Quality of Life Studies

In arthritis, the most commonly used measure covering
musculoskeletal system disorders is the SF-36 question-
naire on general health [29]. Kosinski and coworkers [30]
have demonstrated the validity of the SF-36 to document
the health burden of arthritis and to measure generic health
outcomes for clinical trials of alternative treatments for
patients with OA and RA. Most of the studies have
assessed the impact on HRQOL of a single disease state,
but only a few studies have focused on a direct comparison
between different diagnostic groups.

It has been shown that the magnitude of the impairment
in HRQOL was similar among patients with RA and those
with ankylosing spondylitis, and was significantly de-
creased compared with the general population [31]. Laas
et al. [32] assessed the HRQOL in patients with common
rheumatic diseases such as RA, FMS, seronegative spon-
dyloarthropathies, OA, reactive arthritis, and systemic
rheumatic diseases with the Stanford Health Assessment
Questionnaire and by a generic instrument, 15D. The
HRQOL results were compared with the general popula-
tion. The results from Laas et al. [32] demonstrated that the
HRQOL of the patients was significantly lower than the
HRQOL of the age-standardized general population and
that the most affected patients were those with OA, chronic
arthritis, and RA.

Patients with FMS see the disease as being a more severe
health problem than do patients with RA. The domains
typically affected by FMS were vitality, mental health, and

general health, whereas physical functioning and role
limitations due to physical function were more impaired
in the patients with RA [33]. The FMS groups had similar
or significantly lower physical and mental health status
scores compared to those of not only patients with RA, but
also patients with OA, osteoporosis, systemic lupus
erythematosus, MPS, primary Sjögren’s syndrome, and
other conditions. People with FMS had an overall health-
status burden that was greater in magnitude compared to
people with other specific pain conditions that are widely
accepted as impairing [23].

Patients with MPS experience adverse effects on all
parameters of HRQOL except for social status [24]. In the
study by Bal and Çeliker [24], it was suggested that besides
the clinical and laboratory evaluation, the emotional and
physiological parameters also should be considered to
define the health status of the patients and to plan the
appropriate treatment.

Factors Affecting Quality of Life in Patients
with Fibromyalgia Syndrome and Myofascial
Pain Syndrome

The relationship between chronic pain, depression, and
QOL has been a matter of debate. Patients with major
depression are known to have very low HRQOL scores.
Elliott et al. [34] have demonstrated that the SF-36 mental
composite score and all subscales were highly correlated
with the depression type in patients with chronic pain.
Börsbo and colleagues [35••] studied the complex relation-
ship between depression, anxiety, catastrophizing, pain, and
QOL in 433 patients with chronic pain, including 236
patients with FMS. They concluded that the psychological
factors, especially depression, significantly influenced
perceived QOL and disability.

In studies that compared RA, FMS, and control patients
with the SF-36 physical functioning, the physical role,
social functioning, bodily pain, general health, vitality,
emotional role, and mental health scores were found to be
significantly lower in patients with RA and FMS than in the
control group. Mental health was more severely affected in
patients with FMS [36•] and was found to be correlated
with depression scores [37]. The presence of comorbid
depression must be taken into account when determining
HRQOL in musculoskeletal disorders.

It also has been suggested that the generalized
hypersensitivity associated with FMS may be driven in
part by peripheral nociceptive sources due to the finding
that active myofascial TP bilaterally in the upper
trapezius muscle contribute to the neck and shoulder
pain in FMS [38].
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Health-related Quality of Life as an Outcome Measure
in Treatment of Myofascial Pain Syndrome

Suggested therapeutic approaches for MPS include the
following gold standards: local injections (dry needling,
lidocaine, and other local anesthetics), lidocaine patch, local
injections with botulinum toxin, laser, and hyperbaric
oxygen therapy. In studies concerning treatments for MPS
QOL, assessments were included as an outcome variable.
Most studies evaluating treatments for MPS have used the
NHP or the SF-36.

Improvements in QOL measures are used as an outcome
variable in the studies of treatment options for neck and
upper-back pain of myofascial origin. Several studies have
examined the effect of different therapeutic options for the
treatment of MPS.

Lew and colleagues [39] enrolled 29 subjects, and
patients received a one-time injection of either botulinum
toxin or saline. They concluded that trends toward
improvement were not statistically significant; however,
botulinum toxin treatment led to a significant improvement
in the bodily pain and mental health scales of the SF-36
compared with control patients. Researchers also have used
SF-36 scores to evaluate the outcome of TP injections. A
total of 77 volunteers with MPS affecting upper and middle
trapezius muscles were injected using 21-, 23-, or 25-gauge
needle, and injections with 21- or 23-gauge needles were
found to be more effective in terms of SF-36 scores [40].

Kamanli et al. [41] have compared lidocaine, botulinum
toxin, and dry needling in 87 TPs in the cervical and/or
periscapular regions in 23 female and 6 male patients and
concluded that QOL scores assessed by the NHP signifi-
cantly improved in the lidocaine and botulinum toxin
groups, but not in the dry needle group. Gur and colleagues
[42] randomly assigned 60 patients with MPS to either
actual laser or placebo groups; low-level laser therapy led
to significant improvements in patients demonstrated by the
QOL measured by the NHP. Affaitati and coworkers [43]
compared the effects of the lidocaine patch, placebo patch,
and infiltration of TPs in MPS and reported that all of the
patients in the lidocaine patch group experienced reductions
in the number of acute pain episodes; mean pain intensity at
rest and on movement; and pain-related interference with
daily activity, work activity, mood, and QOL.

Conclusions

In patients with MPS, QOL is affected in many aspects, as
demonstrated by the SF-36 and the NHP. Psychological
factors, especially depression, seem to be a common denom-
inator in many chronic pain states, including MPS. Suggested

therapeutic approaches should include QOL measures to
demonstrate that besides improvement in pain and disability,
they provide significant beneficial effects in patients’ lives.
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