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Abstract: Background and Objectives: Fibromyalgia syndrome (FMS) is a multifaceted disease with a
strong preference for the female sex. It is characterised by chronic widespread pain, sleep-wake
disorders, fatigue, cognitive disturbances, and several other somatic symptoms. Materials and Meth-
ods: In this prospective observational study, we analysed data regarding 302 patients who were re-
ferred to our pain centre for a first clinical assessment evaluation and were then inspected for the
physician-based 2016 revision of the ACR diagnostic criteria for FMS, regardless of the final diag-
nosis previously made by the pain therapist. Results: Among the 280 patients who adhered to the
2016 ACR questionnaire, 20.3% displayed positive criteria for FMS diagnosis. The level of agreement
between the FMS discharge diagnosis made by the pain clinician and the ACR 2016 criteria-positiv-
ity was moderate (kappa = 0.599, with moderate agreement set at a kappa value of 0.6). Only four
patients (1.7%) diagnosed as suffering from FMS at discharge did not satisfy the minimal 2016 ACR
diagnostic criteria. Conclusions: This prospective observational study confirmed the diagnostic chal-
lenge with FMS, as demonstrated by the moderate grade of agreement between the FMS diagnosis
at discharge and the positivity for 2016 ACR criteria. In our opinion, the use of widely accepted
diagnostic guidelines should be implemented in clinical scenarios and should become a common
language among clinicians who evaluate and treat patients reporting widespread pain and FMS-
suggestive symptoms. Further methodologically stronger studies will be necessary to validate our
observation.
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1. Introduction

Fibromyalgia syndrome (FMS) is a multifaceted disease with a strong preference for
the female sex (F:M ratio 4:1), characterised by chronic widespread pain, sleep—wake dis-
orders, fatigue, cognitive disturbances, and several other somatic symptoms [1]. The FMS
pathophysiology has not yet been fully elucidated, but several observations suggest its
multifactorial nature, with different subsiding mechanisms and predisposing factors [2].
To date, FMS diagnosis lacks instrumental and/or laboratory pathognomonic markers
and remains purely clinical. For research and clinical purposes, FMS diagnosis is now
performed according to the latest 2016 American College of Rheumatology (ACR) revised
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criteria, while other diagnostic criteria were recently proposed [3,4]. According to obser-
vations inferred from the general population of different countries, FMS has an estimated
global prevalence of 2 to 3% [5]. This prevalence is probably underestimated due to the
presence of patients with low-intensity symptoms who might never even seek medical
attention for the matter [6]. Moreover, there is uncertainty about the prevalence of FMS in
patients referred to any pain therapy centre, where performing an FMS diagnosis is often
challenging for several reasons [7]. Firstly, the patient and/or the clinician might focus
more on localised pain, often forgetting or underestimating the underlying widespread
pain and the typically associated symptoms. Furthermore, as demonstrated by the litera-
ture, EMS often overlaps or arises from other diseases, configuring the so-called concom-
itant or secondary FMS [8]. Moreover, there is still a sparse use of accepted diagnostic
criteria in the clinical setting, and whether the patient suffers from FMS is often estab-
lished by the clinician based on subjective or experiential criteria or sometimes on the in-
ability to make a more accurate pain diagnosis [9]. Finally, many pain clinicians world-
wide might still not recognise FMS as a dignified clinical entity and might choose to at-
tribute the FMS-related symptoms to various psychiatric disorders [10]. All considered,
FMS alone or in combination with other pain features (radicular pain, polyarthritis, head-
ache, chronic low back pain, facial pain, or others) in a patient referring to a pain therapy
centre will challenge pain clinicians not only for diagnosis but also for the uncertainty in
the effectiveness of several pain treatment options, in particular with regards to invasive
procedures [11,12]. This prospective observational study aimed to evaluate the prevalence
of FMS in a population of chronic pain patients referring to a pain therapy centre for a
first consultation, regardless of the motivation for which this evaluation was requested.
Moreover, the agreement between entry and final diagnosis made by the pain clinician,
particularly related to the presence of an FMS diagnosis, was analysed. The presence of
concomitant diseases in patients with 2016 ACR-positive criteria for FMS was also evalu-
ated.

2. Materials and Methods
2.1. Study Design

In this prospective observational study, we included male and female patients, aged
>18 years, referring to our pain therapy centre for a first chronic pain evaluation regardless
of the type of pain reported on admittance. At the end of the assessment, after the pain
clinician made the final diagnosis, all the patients outside of the consultation room were
requested by an independent physician (read not involved in the process of care) to re-
spond to the 2016 ACR revised diagnostic criteria questionnaire for FMS (WPI [Wide-
spread Pain Index] > 7 and SSS [Symptom Severity Score] 25 or WPI 4-6 and SSS > 9; pain
in 4/5 bodily regions; symptoms at least 23 months; FMS diagnosis irrespective of other
pain diagnoses). Patients who did not give informed consent to perform the questionnaire
or came to the pain centre for a check-up were excluded from the study.

2.2. Endpoints

The primary endpoint was the prevalence of FMS in the evaluated population ac-
cording to the 2016 ACR revised criteria. The secondary endpoint was the level of agree-
ment between entry and final diagnoses made by the pain clinician, with a specific focus
on the presence/absence of an FMS diagnosis. The presence of concomitant diseases in
patients with ACR-positive criteria for FMS was also evaluated.

2.3. Ethics

All the study procedures were under the Helsinki Declaration of 1975/83. The study
was approved by the local ethical committee (RED Register, 1751CESC).
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2.4. Data Collection and Statistical Analysis

We collected demographic, medical, and clinical data of the evaluated patients at the
time of the 2016 ACR revised criteria questionnaire administration. We also recorded the
family physician indication for a first specialist pain evaluation (i.e., entry diagnosis) and
the final diagnosis made by our pain clinician. All data were entered into a paper CRF
(case report form) and then transferred to an electronic database. Descriptive statistics
summarised demographic, medical, and clinical characteristics. The categorical variables
were expressed as numbers and percentages, while quantitative variables were expressed
as medians and interquartile ranges (I-III quartile). The level of concordance between the
entry and final diagnosis was analysed using Cohen’s kappa interrater agreement meas-
ure, which calculates the agreement between judgements expressed by different opera-
tors. The kappa statistic measure of agreement is scaled to 0 when the amount of agree-
ment is expected to be observed by chance and 1 when there is perfect agreement. The
following interpretations are suggested for intermediate agreement values: values <0.40
indicate a slight/poor, between 0.40 and 0.79 fair/moderate, and >0.80 indicate a substan-
tial/almost perfect agreement.

3. Results
3.1. Study Population

Between March and September 2021, 302 patients (202 females, 66.8%; and 100 males,
33.1%) were referred to our pain therapy centre for the first time and were evaluated by
different pain clinicians. Of the initial cohort, 22 patients (7.2%) did not consent to the
study and were excluded from the analysis. Patient demographics and characteristics are
summarised in Table 1.

Table 1. Demographics and baseline characteristics of evaluated population (302 patients).

Patients Evaluated, n 302
Gender, n (%)
Female 202 (66.8%)
Male 100 (33.1%)
Age, yr. * 61 (51-75)
Entry diagnosis, n (%)
Low back pain 126 (41.7%)
Headache or facial pain 40 (13.2%)
Chronic widespread pain 32 (10.6%)
Cervical or neck pain 28 (9.2%)
Articular pain 25 (8.2%)
Dorsal pain 13 (4.3%)
Abdominal pain 11 (3.6%)
Vascular pain 10 (3.3%)
Neuropathic pain 8 (2.6%)
Pelvic pain 7 (2.3%)
Fibromyalgia 2 (0.6%)

* = Median (IQR).

3.2. Primary Endpoint

Out of 280 patients, applying the 2016 ACR diagnostic criteria showed an FMS prev-
alence of 20.3% (57 patients). The demographics and other characteristics of this popula-
tion are summarised in Table 2.
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Table 2. Demographics and clinical characteristics of the patients responding as positive to ACR
2016 diagnostic criteria for FMS (57 patients).

Patients with Positive ACR Criteria, n 57
Gender, 1 (%)
Female 53 (92.9%)
Male 4 (7.02%)
F:M ratio 14:1
Age, yr. * 57 (43-66)
Entry diagnosis, 1 (%)
Chronic widespread pain 22 (38.6%)
Low back pain 12 (21%)
Headache or facial pain 7 (12.2%)
Articular pain 5 (8.7%)
Cervical or neck pain 4 (7%)
Dorsal pain 3 (5.2%)
Fibromyalgia 2 (3.5%)
Neuropathic pain 2 (3.5%)
ACR 2016 items *
WPI (0-19) 13 (10-15)
SS (0-12) 9 (6.5-10)
VAS (0-100)* 80 (70-90)

* = Median (IQR): WPI = Widespread Pain Index; SS = Symptom Severity Score; VAS = Visual Ana-
logue Scale.

3.3. Secondary Endpoints

In the 57 patients with positive ACR criteria 2016, a final diagnosis of FMS was made
by the pain clinicians in 31 patients (54.5%), while 26 patients (45.6%) were not diagnosed
with FMS (Figure 1). In particular, in the two patients with FMS entry diagnosis, a con-
cordant FMS diagnosis was performed at discharge. Both patients displayed positive 2016
ACR criteria for FMS. Regarding the other 55 patients with positive ACR criteria, the FMS
final diagnosis was made in 29 patients (52.7%). In comparison, 26 patients (47.2%) were
diagnosed differently at discharge (Table 3). Moreover, in the 223 patients with negative
ACR criteria, a final FMS diagnosis was only made in four cases (1.7%), whereas a differ-
ent discharge pain diagnosis was confirmed in 219 patients (Table 4).

Patients scheduled for first

pain evaluation (n = 302)
Patients lost for lack of consent
in=22)
Patients analysed (n = 280)
Patients with FMS entry Patients with other entry
diagnosis (n = 2) diagnoses (n = 278)
ACR 2016 ACR 2016 ACR 2016 ACR 2016
positive (n=2) negative (n=0) positive (n = 55) negative (n = 213)
[ 1
| | |
EMS final FMS final Other final FMS final Other final
diagnosis diagnosis diagnoses diagnosis diagnoses
(m=12) {n=20 {m=26) m=4) [n=219)

Figure 1. Flowchart of the correspondence of the study population. FMS = fibromyalgia syndrome;
ACR 2016 = American College of Rheumatology Revised Criteria for FMS diagnosis
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Table 3. Final diagnosis in ACR-positive patients (57 patients).

Patients with Positive ACR Criteria, n

57

Final diagnosis, n (%)
FMS

31 (54.5%)

Primary FMS 19 (61.2%)

Concomitant FMS 12 (38.7%)
WP from rheumatic disease 6 (10.5%)
WP from ostheoarthritis 5 (8.7%)
Neuropathic pain 4 (7%)
Migraine 4 (7%)
Mixed pain on upper limbs 3(5.2%)
LBP from vertebral fracture 2 (3.5%)
Sacroiliac joint pain 2 (3.5%)
Knee pain 1(1.7%)
Tension-type headache (TTH) 1 (1.7%)

FMS = fibromyalgia syndrome; WP = widespread pain; LBP =low back pain.

Table 4. Final diagnosis in ACR-negative patients (223 patients).

Patients with Negative ACR Criteria, n

223

Final diagnosis, n (%)

LBP 91 (40.8%)
Headache 26 (11.6%)
Cervical pain 18 (8%)
Chronic abdominal pain 12 (5.3%)
Dorsal pain 11 (4.9%)
Facial pain 10 (4.4%)
Pain from ostheoarthritis 9 (4%)
Vascular pain on lower limbs 8 (3.5)
Cancer pain 8 (3.5)
Neuropathic pain 8 (3.5)
Scapular pain 6 (2.6%)
Coccigodynia 5 (2.2%)
FMS 4 (1.7%)
Primary FMS 3 (75%)
Concomitant FMS 1 (25%)
WP (unspecified) 3 (1.3%)
Thoracic pain 2 (0.9%)
Anal pain 2 (0.9%)

FMS = fibromyalgia syndrome; WP = widespread pain; LBP = low back pain.

Out of 31 patients with positive 2016 ACR criteria and an FMS discharge diagnosis,

a primary FMS was identified in 19 patients (61.2%), while in 12 patients (38.7%) the FMS
was considered as concomitant with other diseases like rheumatological diseases (8 pa-
tients), neurological diseases (2 patients), osteoarthritis (1 patient), and others (1 patient).
In the four patients with negative 2016 ACR criteria and an FMS discharge diagnosis, a
primary FMS was identified in three patients (1.7%). In one of these patients, the FMS was
considered concomitant with a rheumatological disease. The level of agreement in the
FMS diagnosis made by pain clinicians at the end of the examination and the results from
the 2016 ACR criteria for FMS outside the examination room was 0.599. According to Co-
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hen’s kappa calculation, this value indicates a moderate agreement between the final di-
agnosis made by pain clinicians and the resulting scores according to the ACR 2016 diag-
nostic criteria.

4. Discussion

The prevalence of FMS in the general population is still debated and varies among
countries, with an estimated range between 2 and 8% [13]. This variability is related to
several factors, such as differences in diagnostic criteria, studies” methodologies, and pop-
ulations [14]. Moreover, the prevalence of FMS among pain centres has not been fully es-
tablished, reflecting some concerns by pain physicians regarding FMS diagnosis, like the
sparse use of recommended diagnostic criteria, the recognition of FMS as a real clinical
entity, the prevalent focus on localised or district pain, and the preference of some clini-
cians for specific diagnoses and related pain treatments. Furthermore, the failure to per-
ceive the presence of warning signs like the history of pain in childhood and adolescence,
the onset of widespread pain after physical and/or psychosocial stress, and the presence
of multiple gastrointestinal, urological, gynaecological, and neurological somatic symp-
toms may prevent or delay a correct FMS diagnosis and subject the patient to inappropri-
ate or useless treatments [6]. In this study, of 302 patients referring to our pain centre for
a first evaluation for chronic pain, only 2 patients, i.e., 0.6% of the total, were referred to
our centre for FMS. Meanwhile, another 32 patients (10.6%) were admitted with a history
of generic widespread pain with no previous mention of FMS. The majority of these pa-
tients had a diagnosis on the admission of LBP, headache or facial pain, cervical or neck
pain, articular pain, and others. The small number of FMS diagnoses on admission may
be related to some concerns, like the poor knowledge among physicians about FMS or real
scepticism in the medical community regarding this syndrome and its related conditions
[15-17]. Nevertheless, the systematic application of the 2016 ACR revised diagnostic cri-
teria for FMS to these patients after the clinical evaluation outside the examination room
highlighted a prevalence of positive criteria for FMS in 57 patients (20.3%). In the litera-
ture, the prevalence of FMS according to different diagnostic criteria was reported mostly
by rheumatologists upon clinical evaluation and was estimated to range from 10 to 15%
of evaluated patients [18,19]. Nevertheless, very few studies investigated the prevalence
of FMS in patients referring to pain centres or other non-rheumatological institutions. Lee
and colleagues, using the modified 2010 ACR criteria on 1233 patients referring to a ter-
tiary pain centre, reported an FMS prevalence of 11%, with the exclusion of patients who
had previously been diagnosed with FMS [7]. An Italian observation on 151 patients re-
ferring to an academic podiatry clinic where the Italian version of the Fibromyalgia Survey
Diagnostic Criteria (FSDC) was used as the main diagnostic tool, revealed a prevalence of
FMS of 13.9%, thus confirming the importance of the syndrome in this selected population
[20]. Regarding the diagnostic concordance between the 2016 ACR-positive criteria for
FMS and the discharge FMS diagnosis made by pain clinicians, our data showed a kappa
value = 0.599, reflecting a moderate level of agreement according to the theoretical model
[21]. Indeed, of over 55 patients who satisfied diagnostic criteria and were referred to the
centre without the “warning sign” of an FMS diagnosis on admission, 26 patients (47.2%)
did not receive an FMS diagnosis, nor was FMS present as a concomitant diagnosis in the
final documentation. In addition, 17 of these patients (30.9%) were diagnosed with pure
localised pain, suggesting the pain clinician or patient’s focus on specific bodily regions,
particularly the head and lower back. These data suggest an evenly unsatisfactory accu-
racy in the FMS diagnostic approach, both in general and in an academic setting with a
specific expertise on pain therapy, confirmed by other observations in the literature. In a
similar study, Wolfe and colleagues reported that in a rheumatology university clinic,
among 121 FMS patients, identified with the 2011 ACR criteria, modified for self-report
from the 2010 ACR preliminary diagnostic criteria, clinicians failed to identify 60 criteria-
positive patients (49.6%) and incorrectly identified as fibromyalgic 43 criteria-negative pa-
tients (11.4%). The diagnostic agreement beyond chance was reported by the authors as
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fair (kappa = 0.41) [22]. Several reasons may lead to FMS misdiagnosis. In a recent world-
wide survey aimed at investigating whether medical doctors are familiar with the use of
ACR criteria for FMS diagnosis, only 10% of these clinicians adhered to the ACR criteria
and FMS diagnosis was mostly based on the presence of generic widespread pain, unre-
freshed sleep, fatigue, and cognitive problems [9]. This is probably due to the perception
of ACR criteria as a pure research tool, hence not useful for clinical purposes. Instead, the
physician-based ACR criteria demonstrated their validity in the clinical setting for indi-
vidual FMS diagnosis with reportedly good sensitivity and specificity [3]. Furthermore,
many clinicians, also in the pain centres context, doubt FMS as a real pathologic entity and
believe that these patients suffer from other clinical conditions such as a subsiding un-
treated depression, persistent somatoform pain disorder, brain disease, or neuropathic
pain from small fibres neuropathy (SEN) [10]. Many clinicians avoid diagnosing FMS by
believing that this may be unhelpful for patients due to some otherwise potential negative
implications of the FMS label on patients’ state of depression, anxiety, and proneness to
catastrophizing. On the contrary, all recent guidelines recommend that FMS diagnosis
should be communicated to patients after the initial evaluation to reduce anxiety, repeated
unnecessary diagnostic procedures, and inappropriate drug treatments [22]. Finally, some
clinicians might underestimate the components of widespread pain and associated symp-
toms in patients with predominant localised pain like migraine, craniofacial pain, chronic
pelvic pain, or other regional pain problems that may overlap each other and blur the
clinical picture [2]. On the patient’s side, an FMS label may affect personal credibility and
dignity, having them struggle to convince physicians that their illness is not imaginary or
psychological. Hence, some patients will likely be reluctant to refer to the physician about
either a previous FMS diagnosis or the widespread pain and associated symptoms, high-
lighting strictly localised pain to avoid stigmatisation from health care providers [23].

5. Study Limitations

Besides the strength of the diagnostic accuracy, the study shows some limitations. In
particular, the specifics of how the single physician conducted the clinical evaluation and
whether they applied the 2016 ACR diagnostic criteria were not investigated. It was, there-
fore, impossible to compare the diagnostic efficiency of the clinician with and without the
use of the ACR guidelines. Additionally, the different levels of expertise of the pain clini-
cians performing the single evaluation might affect the accuracy of the final pain diagno-
sis.

6. Conclusions

This prospective observation confirmed the relevant prevalence of FMS in a pain ther-
apy centre and also the difficulty for the clinicians in diagnosing FMS, as demonstrated
by the moderate level of agreement between the FMS diagnosis on discharge and the 2016
ACR criteria-positivity. In our opinion, the use of accepted diagnostic criteria must be
implemented in the clinical scenarios, thus hopefully becoming a widely endorsed lan-
guage among clinicians who evaluate and treat patients reporting widespread pain and
FMS-suggestive associated symptoms. Further methodologically stronger studies will be
necessary to validate our observation.

Author Contributions: Methodology, V.S,; software, L.T. and L.G.; formal analysis, V.S., AM., L.P,,
and G.Z.: investigation, E.B.; data curation, L.T.; writing —original draft preparation, V.S.; writing —
review and editing, M.N.; supervision, E.P. and G.D.B.; project administration, E.S. All authors have
read and agreed to the published version of the manuscript.

Funding: The authors received no financial support for this research.

Institutional Review Board Statement: All the study procedures were found to be in accordance
with the Helsinki Declaration of 1975/83. The study was approved by the local Ethical Committee
(RED Register, 1751CESC).



Medicina 2024, 60, 599 8 of 8

Informed Consent Statement: All selected patients gave their written informed consent to partici-
pate in the study and received assurance of confidentiality and privacy of their participation.

Data Availability Statement: The raw data supporting the conclusions of this article will be made
available by the authors on request.

Conlflicts of Interest: The authors declare no conflicts of interest with respect to the research, au-
thorship, and/or publication of this article.

References

1. Giorgi, V.; Bazzichi, L.; Batticciotto, A.; Pellegrino, G.; Di Franco, M.; Sirotti, S.; Atzeni, F.; Alciati, A.; Salaffi, F.; Sarzi-Puttini, P.
Fibromyalgia: One year in review 2023. Clin. Exp. Rheumatol. 2023, 41, 1205-1213.

2. Cohen, H. Controversies and challenges in fibromyalgia: A review and a proposal. Ther. Adv. Musculoskelet. Dis. 2017, 9, 115-127.

3. Wolfe, F.; Clauw, D.J.; Fitzcharles, M.A.; Goldenberg, D.L.; Hauser, W.; Katz, R.L.; Mease, P.J.; Russell, A.S; Russell, L].; Walitt, B.
2016 Revisions to the 2010/2011 fibromyalgia diagnostic criteria. Semin. Arthritis Rheum. 2016, 46, 319-329.

4. Arnold, L.M.; Bennett, RM.; Crofford, L.J.; Dean, L.E.; Clauw, D.]J.; Goldenberg, D.L.; Fitzcharles, M.A.; Paiva, E.S.; Staud, R.;
Sarzi-Puttini, P.; et al. AAPT Diagnostic Criteria for Fibromyalgia. J. Pain. 2019, 20, 611-628.

5. Heidari, F.; Afshari, M.; Moosazadeh, M.; Prevalence of fibromyalgia in general population and patients, a systematic review
and meta-analysis. Rheumatol. Int. 2017, 37, 1527-1539.

6. Hauser, W.; Sarzi-Puttini, P.; Fitzcharles, M.A. Fibromyalgia syndrome: Under-, over- and misdiagnosis. Clin. Exp. Rheumatol.
2019, 37 (Suppl. S116), 90-97.

7. Lee, H].,; Choi, E.; Nahm, F.S.; Choi, S.S.; Kim, Y.H.; Moon, J.Y.; Kim, S.H.; Cho, CW.; Lee, P.B. Prevalence of fibromyalgia in
fourteen Korean tertiary care university hospital pain clinics. J. Pain. Res. 2018, 11, 2417-2423.

8.  Fitzcharles, M.A; Perrot, S.; Hauser, W. Comorbid fibromyalgia: A qualitative review of prevalence and importance. Eur. J. Pain.
2018, 22, 1565-1576.

9.  Van Wilgen, C.P.; Ucles-Juarez, R.; Krutko, D.; Li, Y.; Polli, A.; Syed, A.; Zampese, S.; Reis, F.].].; de Zeeuw, ]. Knowledge on
cause, clinical manifestation and treatment for fibromyalgia among medical doctors: A worldwide survey. Pain. Pract. 2023, 29:
doi: 10.1111/papr.13339.

10. Hauser, W; Fitzcharles, M.A. Facts and myths pertaining to fibromyalgia. Dialogues Clin. Neurosci. 2018, 20, 53-62.

11. Ablin, J.N.; Berman, M.; Aloush, V.; Regev, G.; Salame, K.; Buskila, D.; Lidar, Z. Effect of fibromyalgia symptoms on outcome
of spinal surgery. Pain. Med. 2017, 18, 773-780.

12.  Sarmiento-Herndndez, L; Pérez-Marin, M.L.A ; Nunez-Nagy, S.; Pecos-Martin, D.; Gallego-Izquierdo, T.; Sosa-Reina, M.D. Effective-
ness of invasive techniques in patients with fibromyalgia: Systematic review and meta-analysis. Pain. Med. 2020, 21, 3499-3511.

13. Bhargava, J.; Hurley, ].A. Fibromyalgia. [Updated 2023 Jun 11]. In StatPearls [Internet]; StatPearls Publishing: Treasure Island, FL, 2024.

14. Wolfe, F.; Walitt, B.; Perrot, S.; Rasker, J.J.; Hauser, W. Fibromyalgia diagnosis and biased assessment: Sex, prevalence and bias.
PLoS ONE 2018, 13, e0203755.

15. Kianmehr, N.; Haghighi, A.; Bidari, A.; Sharafian Ardekani, Y.; Karimi, M.A. Are general practitioners well informed about
fibromyalgia? Int. |. Rheum. Dis. 2017, 20, 1917-1921.

16. Hasselroth, R.; Bjorling, G.; Faag, C.; Bose, C.N. “Can Someone as Young as You Really Feel That Much Pain?” —A Survey on
how people with Fibromyalgia experience healthcare in Sweden. SAGE Open Nurs. 2021, 7, 23779608211026145.

17.  Srinivasan, S.; Maloney, E.; Wright, B.; Kennedy, M.; Kallail, K.J.; Rasker, ]J.J.; Hiauser, W.; Wolfe, F. The problematic nature of
Fibromyalgia diagnosis in the community. ACR Open Rheumatol. 2019, 1, 43-51.

18. Neumann, L.; Buskila, D. Epidemiology of fibromyalgia. Curr. Pain Headache Rep. 2003, 7, 362-368.

19. Branco, J.C.; Bannwarth, B.; Failde, I.; Carbonell, J.A.; Blotman, F.; Spaeth, M.; Saraiva, F.; Nacci, F.; Thomas, E.; Caubere, J.; et al.
Prevalence of Fibromyalgia: A Survey in five European countries. Semin. Arthritis Rheum. 2010, 39, 448-453.

20. Ciaffi, ].; Brognara, L.; Gangemi, G.; Vanni, E.; Assirelli, E.; Neri, S.; Casadei, G.; Mazzotti, A.; Di Martino, A.; Faldini, C.; et al.
Prevalence and characteristics of fibromyalgia in patients with foot and ankle pain: The experience of an Academic Podiatry
Clinic. Medicina 2022, 59, 58.

21. McHugh, M.L. Interrater reliability: The kappa statistic. Biochern. Med. 2012, 22, 276-282.

22. Wolfe, F.; Schmukler, J.; Jamal, S.; Castrejon, I.; Gibson, K.A.; Srinivasan, S.; Hauser, W.; Pincus, T. Diagnosis of fibromyalgia:
Disagreement between fibromyalgia criteria and clinician-based fibromyalgia diagnosis in a University Clinic. Arthritis Care Res.
2019, 71, 343-351.

23. Mengshoel, AM.; Sim, J.; Ahlsen, B.; Madden, S. Diagnostic experience of patients with fibromyalgia— A meta-ethnography.

Chronic Ilin. 2018, 14, 194-211.

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual au-
thor(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.



