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Abstract 

Fibromyalgia (FM) is a syndrome characterized by widespread pain, constant fatigue, and 

tenderness all over the body. It is estimated that FM affects approximately 3-6% of the 

population worldwide, especially women. The syndrome has also been found to have a vast 

effect on emotional well-being. Most people diagnosed with FM have also already been 

diagnosed with some form of mental illness. Since the cause of the syndrome is unknown, and 

researchers disagree on it, some people do not believe FM exists. Therefore, discrimination 

against FM exists both among the public and health care workers. This study aimed to see if this 

prejudice is actual, how much it affects people, their quality of life, and if social support can 

help. A questionnaire with five scales regarding FM, prejudice, social support, life satisfaction, 

and mental health was posted in a Facebook group for Icelandic people with FM. Results from 

correlation tests suggest that prejudice towards FM is actual and can negatively affect people's 

life satisfaction. Regression analysis showed that social support, prejudice, FM' severity, and 

mental health all had a significant prediction value for satisfaction with life. People with FM who 

have good social support seemed to rate their life satisfaction higher, and people who 

experienced prejudice reported less life satisfaction. 

Keywords: Fibromyalgia, prejudice, social support, life satisfaction 

 

Útdráttur 

Vefjagigt er sjúkdómur sem einkennist af stöðugum sársauka, útbreiddum verkjum og 

stanslausri þreytu. Talið er að vefjagigt hrjái um 3-6% fólks um allan heim. Þar af eru konur í 

miklum meirihluta. Að auki hefur verið sýnt fram á að vefjagigt hefur áhrif á tilfinningalíf fólks, 

stór hluti þeirra sem greinist með vefjagigt greinist einnig með geðsjúkdóma af einhverjum toga. 

Orsakir sjúkdómsins eru óþekktar og vísindamenn eru ekki einróma um hverjar þær eru. Margir 

efast jafnvel um að sjúkdómurinn sé raunverulegur heldur sé um sálfræðilegan kvilla að ræða. 

Vegna þessarar óvissu hafa skapast fordómar gagnvart vefjagigt og þeim sem þjást af henni. 

Markmið þessarar rannsóknar var að athuga hvort fordómar gagnvart vefjagigt séu til staðar, 

hversu mikil áhrif þeir hafa á lífsgæði fólks með vefjagigt en einnig hvort félagslegur stuðningur 

skipti máli hvað varðar lífsgæði einstaklinga með vefjagigt. Spurningalisti með fimm kvörðum 

var lagður fyrir Facebook-hóp íslenskra einstaklinga sem þjást af vefjagigt. Niðurstöður sýndu að 

marktæk fylgni var á milli fordóma, félagslegs stuðnings, alvarleika vefjagigtar, andlegrar heilsu 

og lífsánægju. Að auki sýndu niðurstöður aðhvarfsgreiningar að fordómar, félagslegur 

stuðningur, alvarleiki vefjagigtar og andleg heilsa höfðu marktæk tengsl við lífsánægju.  

 

Lykilorð: Vefjagigt, fordómar, félagslegur stuðningur, lífsánægja
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Mental health, life satisfaction, and experience of prejudice against people with 

fibromyalgia in Iceland 

Fibromyalgia (FM) is described as a syndrome that includes widespread chronic pain and 

tenderness (Sievers et al., 2000; Maurizio & Rogers, 1997). It is also accompanied by several 

other issues, including tension, irritable bowel syndrome, decreased muscle strength, headaches, 

sleep disturbances, and impaired circulation (Wolfe et al., 2010; Maurizio & Rogers, 1997). FM 

is thought to be an arthritis-related syndrome, although researchers disagree on its cause 

(Leventhal et al., 1991; Wolfe, 1994). It is common for people with FM to experience constant 

pain or discomfort, which has been concentrated in 18 distinct locations or so-called tender-

points on the body (Tunks et al., 1988). In order to get a clinical diagnosis of FM, a person needs 

to experience pain in at least 11 out of the 18 tender-points (Wolfe, 1997). In addition, a person 

must feel pain in the axial skeleton, below and above the waist, on both sides of the body. FM is 

estimated to affect 3-6% of the population worldwide. For some time, the syndrome has been 

known only under various other names, such as myofascial pain (Wolfe et al., 1990). However, it 

was not until 1993 that the World Health Organization (WHO) acknowledged FM as an actual 

syndrome. Even though FM has a significant negative impact on physical and mental health 

(Shaver et al., 2006), researchers have yet to discover the cause or a cure for the syndrome 

(Leventhal et al., 1991; Frederick Wolfe, 1994). 

As stated above, FM can have a substantial, adverse effect on people, not only on their 

physical health but also on their mental health (Gist et al., 2018). When a person has difficulty 

attending to their work or daily activities due to constant discomfort, chronic fatigue, or similar 

symptoms, it may negatively impact their emotional state and increase the likelihood of mental 

illness (Thorlacius et al., 2002). Chronic fatigue is considered abnormal, persistent tiredness 
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where standard relief strategies do not work (Huyser et al., 1998). Chronic fatigue is thought to 

be the most prevalent characteristic of FM, and studies have shown that up to 81% of people 

with FM experience chronic fatigue (Wolfe et al., 1990; Wolfe et al., 1996). Humphrey et al. 

(2010) performed interviews with FM patients regarding their symptoms. Participants reported 

that fatigue, along with pain and sleep disturbances, had the most negative impact on their life.  

Research has also shown that people diagnosed with FM often experience less quality of 

life, along with mental health issues such as depression or anxiety (Çeliker et al., 1997; Lempp et 

al., 2009; Wolfe et al., 2010). Thorlacius et al. (2002) verified these findings and reported in their 

study among patients with FM that only 9% were diagnosed with FM only; all other patients in 

the study were diagnosed with one or more mental disorders. A study by Çeliker et al. (1997) 

suggested that people with FM had a 71% higher chance of developing major depression than 

others.  

The findings above indicate that people suffering from FM have a high chance of 

developing mental illnesses. Studies also indicate that FM and the mental problems that often 

follow can have a detrimental impact on life satisfaction (Çeliker et al., 1997; Gormsen et al., 

2010; Arnold et al., 2008). In a study by Bernard et al. (2001), people with FM were asked to 

rate their quality of life on a scale from 1-10, and on average, they rated their life's quality 4.8 

out of 10, which is much lower compared to people without FM (Birtane et al., 2007; Burckhardt 

et al., 1997; Çeliker et al., 1997). When it comes to improved life satisfaction for FM patients, 

perceived social support has been found to be essential (Biccheri et al., 2016; Sallinen et al., 

2011). As such, it has been suggested that poor relationships between patients and their families 

can negatively affect patients' lives and make symptoms worse (Ghavidel-Parsa & Bidari, 2021). 
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A vast social network that provides support has been associated with better pain 

management and more self-efficacy (Montoya et al., 2004). Having a significant other or 

someone to rely on can help reduce pain sensitivity and subjective discomfort. Perceived social 

support has also been attributed to fewer symptoms of depression, fewer feelings of helplessness 

and has been shown to reduce the impact of FM (Franks et al., 2004). However, people with FM 

have been reported to have lower social support than others (Bolwijn et al., 1996)), possibly due 

to the many unknowns surrounding their syndrome and its cause.Research has shown that social 

support is an essential factor regarding the quality of life for people suffering from FM (Sallinen 

et al., 2011). When people feel like they can rely on their relatives or friends, they show fewer 

FM symptoms and experience greater life satisfaction (Sallinen et al., 2011). These findings have 

been replicated in a study by Bernard et al. (2000), which found that people with FM had weaker 

social support than others, not suffering from FM, affecting their life satisfaction. Bernard's 

study also stated that not being able to go to work due to pain or experiencing constant fatigue 

appeared to reduce mental health significantly.  

Bernard's study (2000) also illustrated the role and bias of health care workers. 

Approximately one-third of the participants reported that they wanted their health care workers 

to understand and acknowledge FM, as they felt like many did not. Having a health care worker 

who does not believe a person's condition can contribute to daily tension and, therefore, reduce 

mental health and life satisfaction. Previous studies have also shown that support from health 

care providers can impact people's attitudes and ability to handle life with FM better, thus 

affecting their quality of life positively (Henriksson, 1995; Lempp et al., 2009).  

A study by Thorlacius et al. (2002) confirmed these previous results regarding prejudice 

or discrimination from doctors, in the only study to have ever examined prejudice towards FM in 
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Iceland. Results showed that when patients with FM described new symptoms that they were not 

familiar with, doctors assumed the symptoms were related to FM instead of looking at other 

possibilities. A Spanish study by (Briones-Vozmediano, 2017) supported these findings. When 

interviewing health care professionals, some acknowledged that prejudice towards FM existed, 

and they sometimes refrained from diagnosing a person with FM in order not to stigmatize the 

patient. Findings of that study also suggest that FM is considered an invisible, mostly female 

disease, and treatment for it is not included in most health insurance plans, making it even harder 

for people to seek treatment. Women with FM often have worse symptoms than men, 

particularly in terms of mental health. (Miró et al., 2015).  Previous studies suggest that prejudice 

towards FM is prevalent in the health sector, workplaces, and within a patient's social circle. 

(Thorlacius et al., 2002; Bernard et al., 2000). Those results further emphasize the importance of 

educating the public about the syndrome.  

The current study aims to determine how prejudice towards FM and perceived social 

support affects mental health and life satisfaction among people with FM in Iceland. Only one 

study (Thorlacius et al., 2002) conducted in Iceland has examined prejudice against people with 

FM. Furthermore, a large portion of studies regarding FM in Iceland are over ten years old. 

Therefore, the Icelandic community needs more information regarding FM. Further knowledge 

of FM, both from the general public and doctors, could significantly improve people's lives, 

alleviate prejudice, as well as offer us a greater sense of how much FM symptoms can affect 

people's well-being (Henriksson, 1995; Bernard et al., 2000). 

In light of previous findings, the research question is; does prejudice towards FM affect 

people's life satisfaction and mental health, and can social support make a difference? 

Accordingly, the study hypotheses are, H1: Prejudice towards FM is associated with decreased 
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mental health and life satisfaction, H2: Experienced social support can improve life satisfaction 

for people with FM.  

Method 

Research design 

The design used in this study was cross-sectional, using one dependent variable, life 

satisfaction, and three independent variables, mental health, social support, and prejudice. The 

study got permission from the data protection authority and the bioethical committee in Iceland 

(VSN-21-031).  

Participants 

Participants in this study were part of an already formed Facebook group for people with 

FM in Iceland, the groups name was ‘‘Vefjagigt á Íslandi’’. Since researchers had access to the 

Facebook group, the sample used was a convenience sample. The group included 8200 people, 

and the questionnaire was available for everyone who wanted to participate, 18 years and older. 

Participants were 696, nine males (1.3%) and 687 females (98.7%). All participants began the 

questionnaire by answering seven background questions. In those question four participants 

reported not having been diagnosed with FM and they did not suspect that they could have FM. 

Since the study was only for people with FM, those participants were left out of the study results. 

Participants were not compensated or rewarded for their participation. 

Information on participants' backgrounds can be seen in Table 1. Most participants were 

female, or 98.6 %, the majority had graduated from college (27%) or had a bachelor's degree 

(25.5%). The majority of participants also lived in urban neighborhoods (92%), and almost half 

lived in the capital of Iceland, Reykjavik (53%). Furthermore, most had already been diagnosed 
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with FM, or 94% or suspected that they might have FM (5%) and were therefore eligible for 

participation.   

Table 1 

Participants' characteristics 

Variables N % 

Gender 
  

Female 685 98.6 

Male 9 1.3 

Highest education level 
  

Grade school 173 24.9 

College 190 27.3 

Vocational training 64 9.2 

University-BSc  177 25.5 

University-Master 84 12.1 

University-PhD 3 0.4 

Area of living 
  

Urban 640 92.6 

Rural 51 7.4 

Country district 
  

South 135 19.4 

North 98 14.1 

Capital  370 53.2 

West 52 7.5 

East 37 5.3 

Diagnose of Fibromyalgia 
  

Yes 655 94.2 

Diagnose in process 4 0.6 

No, however, I think I might have FM 31 4.5 

Measures 

In this study, the data was gathered only by using an online questionnaire. The researcher 

intended to use an online questionnaire from the beginning. As a result, Covid-19 had little to no 
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impact on data collecting.  In the first part of the questionnaire, participants were asked seven 

questions about their background. The background questions referred to gender, education level, 

living residence, previous diagnoses of FM. Since these questions are on a nominal scale, they 

had to be coded as follows; For the level of education, the lowest degree of education, grade 

school, got a value of one while the greatest, Ph.D., received a value of five. 

Regarding participants living areas, the urban neighborhood was coded as one, whereas 

the rural neighborhood was coded as two. In terms of the participants' residences, the south of 

Iceland was coded as one, the north as two, the West as four, and the capital was coded as five. 

These questions were then followed by questions related to FM's severity (FIQR), prejudice, life 

satisfaction (SWL), mental health (DASS21), and questions regarding social support from family 

and friends. 

The Fibromyalgia impact questionnaire revised (FIQR)  

 FIQ is a self-report questionnaire administered to assess the impact fibromyalgia (FM) 

has on people. The scale was developed in the 1980s and published in 1991 (Burckhardt et al., 

1991). Since then, the scale has become one of the most frequent FM self-assessment methods 

(Dunkl et al., 2000; Offenbächer et al., 2007). In this study, a revised and recommended version 

of FIQ, the FIQR (Bennett et al., 2009), was used. Both FIQ and FIQR have three domains, 

function, overall impact, and symptoms. A study by Bennett et al. (2009) examined validation 

and psychometric factors of the FIQR and showed a good correlation between FIQ and FIQR (r 

= .88, p < .001). In the study, the FIQR could discriminate between people with FM and other 

syndromes. Another study showed that FIQR had a strong internal consistency, from α = .87 to α 

= .94 (Costa et al., 2016). 
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All questions on the FIQR questionnaire are graded on a 0-10 numeric scale, and the 

scale is divided into three domains: function, overall impact, and symptoms. In the function 

domain, people are asked how difficult they find tasks like changing bed sheets or walking up a 

flight of stairs, and options range from 1 (not difficult) to 10 (very difficult). In this section, 

participants score the overall impact of FM on a scale of 1 to 10 (never). Participants were asked 

two questions in the overall impact domain: if FM had hindered them from achieving their goals 

in the previous week, and if their FM symptoms had completely overtaken them. Participants 

were asked to assess how much the two statements applied to them in the last seven days on a 

scale of 1 (never) to 10 (always). Lastly, in the symptoms domain, participants check a box 

regarding how much their symptoms have affected them in the previous seven days, from 1 (not 

at all) to 10 (affected them very much or all the time) (Bennett et al., 2009b). This study used an 

Icelandic version of the scale translated by researchers where the mean of all three domains of 

the scale was used. The scale had high reliability, with a Cronbach's alpha value of .93. 

Questions regarding prejudice 

The study included 12 questions regarding prejudice towards FM, designed by the 

researchers. The questions used were (1) "Have you ever experienced prejudice?", (2) "How 

often have you experienced prejudice from a health care worker?", (3) "How often have you 

experienced prejudice from your boss?", (4) "How often have you experienced prejudice from 

your friends or family?", (5) "How often have you experienced prejudice from co-workers?", (6) 

"Have you experienced that prejudice from doctors kept you from getting the treatment you think 

you deserve?", (7) "How small or large effect do you think prejudice towards FM has on your 

mental health?", (8) "How small or large effect do you think prejudice towards FM has on your 

life satisfaction?", (9) "Do you think your mental health would improve if the public knew more 
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about fibromyalgia?" and (10) "Do you think your mental health would improve if doctors knew 

more about fibromyalgia?". All the questions, but two, were on a 5-point ordinal scale where 

answers were never, sometimes, neutral, often, and always.  

Two questions had a different scale, the question "If you feel prejudice, from whom do 

you experience it the most?" and "What type of prejudice have you experienced the most?". For 

the former question, several response options were available; from your doctor, co-workers, 

boss, acquaintances, health care workers (nurses, rheumatologists, public doctors), friends, and 

I do not know or do not want to answer. Answer options in the latter question were; 

discrimination, denial of treatment or prescriptions, refusal of treatment from physicians due to 

the fact that you have FM, all issues you have are due to FM and doctors say that it is all in your 

head, and finally, this question does not apply. The researcher developed two sub-scales based 

on these questions where questions were added together, divided by the number of questions in 

the scale. The lowest value for both scales was zero, and the highest was five. The first scale was 

the effect prejudice has on mental health. That scale included questions from seven to ten, 

mentioned above. The second sub-scale was a total prejudice scale; it included questions two to 

six in the questions mentioned above. The mental health sub-scale had a Cronbach's alpha value 

of .71, and the total prejudice sub-scale had a Cronbach's alpha value of .80. The scale in total 

had a Cronbach's alpha value of .83 and was therefore considered reliable. 

The Satisfaction with Life Scale (SWLS) 

SWLS was developed in the USA to assess peoples' overall life satisfaction. Life 

satisfaction refers to the cognitive judgment process rather than specific measurements, such as 

health or energy (Shin & Johnson, 1978). The scale was created in 1985 by Diener, Emmons, 

Larsen, and Griffin. Participants answer a scale to judge how much five statements apply to them 
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by using a 7 point Likert scale, where options range from "strongly disagree" to "strongly agree" 

(Diener et al., 1985). SWLS is one of the most used measurements when assessing life 

satisfaction, and reports show that it has excellent psychometric properties and high retest 

coefficients (alpha= 0.82). Compared to other life satisfaction measurements, it shows promising 

results (Diener et al., 1985). An Icelandic version of the scale which has been reported to have 

good psychometric values (Pétursdóttir, 2011) and excellent reliability (Cronbach's alpha value 

of 0.86), was used in the current study. After that, researchers had to combine the appropriate 

questions to create the scales included in the questionnaire. For this study, the scale had to be re-

coded, so that strongly agree was coded as one and strongly disagree was coded as seven. The 

reliability of this study was also good; the scale had a Cronbach's alpha value of 0.87, which is 

considered high. 

Depression, Anxiety, Stress Scale (DASS-21) 

DASS 21 is a self-measurement scale (Lovibond & Lovibond, 1995) that combines three 

scales measuring depression, anxiety, and stress. Each of these sub-scales contains seven 

questions, and in total, the scale has 21 questions. DASS 21 is a shorter version of the 

depression, anxiety, and stress scale (DASS, which initially contained 42 questions (Lovibond & 

Lovibond, 1995). Participants mark how well a statement applies to them on a 4-point scale 

where options range from "did not apply to me at all" to "applied to me very much or all the 

time." DASS 21 is widely used and has good psychometric values. In the current study, an 

Icelandic version of the scale, previously translated by psychologist Pétur Tyrfingsson, was used 

to measure general distress. This study only looked at the scale as a whole and not at the sub-

scales; hence, it only examined general distress. Most studies only look at the three sub-scales of 

DASS-21; however, it is important to use the scale as a whole to examine general distress 
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(Lovibond & Lovibond, 1995). An Icelandic study by Ingimarsson, (2010) showed that the 

reliability of the Icelandic version of the distress scale was excellent for all subcategories of the 

Icelandic version of the scale, with Cronbach's alpha values of .93 for depression, .85 for 

anxiety, and .89 for stress. In the current study, the total Cronbach's alpha value was .90, and 

therefore, reliability was considered high. 

Procedure 

        The researcher joined a Facebook group called "Vefjagigt á Íslandi" (Fibromyalgia in 

Iceland) and got permission from the admin to post the questionnaire. The questionnaire had ten 

sections, and it took around seven minutes to finish. The questionnaire was posted on March 1st. 

A reminder of the study was then posted twice, on March 8th and the 16th, where participants 

were informed of the study's end date. The questionnaire was open for participation for 18 days. 

Participants were required to read an informed consent form before starting the questionnaire. 

The form stated that by starting the questionnaire, participants gave their consent for 

participation. Lastly, participants were thanked for their participation.  

Data analysis 

To assess the results, both descriptive and inferential statistics were used. Since the study 

aimed to see whether there was a connection between life satisfaction for people with FM, 

prejudice, mental health, and social support, correlation tests and multiple linear regression 

analyses were used. Missing values for all variables were defined before further analysis with 

multiple linear regression. To examine reliability for all scales, Cronbach's alpha was used. 

Assumptions were also tested, and all key assumptions were met. The statistical program 

statistical package for the social sciences (e. SPSS) was used to run statistical tests. Then excel 

was used to construct tables. 
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Results 

A key independent variable in this study was prejudice, and participants were asked 

whether they ever faced discrimination or prejudice relating to their FM diagnosis. 3.5% of the 

688 who responded said never, 13.4% said rarely, 39% said sometimes, 38.1% said often, and 

5.5% said always.  

Table 2 presents frequencies of experiencing prejudice from different groups, and 

participants had the option to choose all that applied. According to these results, people with FM 

experienced the most prejudice from their social circle (69%), especially from their 

acquaintances (53%) and their friends (34%). Health care workers came in second (55%), where 

people experience the most prejudice from regular doctors (32%). 

Table 2 

 

Participants' experience of prejudice from different groups 

Groups                        N                        % 

Health care personal 379 54.5 

Personal doctor 197 28.3 

Rheumatologist 79 11.4 

Nurse 91 13.1 

Regular doctors 221 31.8 

Other health care workers 169 24.3 

Workplace 174 25.1 

Boss 85 12.2 

Co-workers 148 21.3 

Social circle 481 69.2 

Family 287 41.3 

Friends  233 33.5 

Acquaintances 386 52.9 

Note. Bolded numbers are the percentage of people who chose at least one option from that category. 

 

Table 3 shows Pearson's correlations between all study variables, which were significant 

at the 0.1 level in all cases. The strongest correlation was found between distress and the severity 
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of FM's symptoms and between life satisfaction and the severity of FM's symptoms. In 

comparison, the weakest link was found between social support and the seriousness of FM's 

symptoms. 

Table 3. 

Pearson's correlations between study variables 
 

1 2 3 4 5 6 

1. SWL - 
     

2. Social Support -.45* - 
    

3. Fibromyalgia severity .48* .31* - 
   

4. Prejudice: Total -.32* -.36* .39* - 
  

5. Prejudice: Mental Health -.39* -.38* .44* .51* - 
 

6. Distress -.46* .41* .50* .35* -.44* - 

Note. *. Correlation is significant at the .01 level (2-tailed). SWL. Satisfaction with life scale 

 

Three multiple linear regression models were run to examine the effect of social support, 

prejudice, the severity of FM, and distress on satisfaction with life (SWL). To test the first 

hypothesis, experienced social support can improve life satisfaction for people with FM. A 

regression model was run with gender, education, living district, community population as 

control variables, and social support as an independent variable. A significant regression 

equation was found, in which the variance in the independent and control variables explained 

23% of the variance in satisfaction with life (F (5, 645) = 32.5, p < .001, R2 = .23).  

Two questions were significantly associated with satisfaction with life, level of education 

and social support. Therefore, when the education level increases by 1 unit, satisfaction with life 

decreases by 0.12 on average, given that all other variables are constant. Social support also 

significantly affected satisfaction with life; when social support increased by one unit, quality of 

life increased by 0.43 on average, given that all other variables remained constant. Since life 
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satisfaction increased, there was a positive relationship between social support and satisfaction 

with life. 

A second regression model, where prejudice was added to the first model, was run to test 

the hypothesis; prejudice towards FM is associated with decreased mental health and life 

satisfaction. Moreover, just as in the first model, a significant regression equation was found (F 

(6, 639) = 51.01, p < .001, R2 = .29). By adding prejudice to the multiple regression, the 

prediction value of the model increased by 6%. The variance in the independent and control 

variables then explained in total 29% of the variance in satisfaction with life. According to the 

results, when prejudice increased by one unit, life satisfaction decreased by 0.26 on average, 

given that all other variables remained constant. Therefore, prejudice has a negative influence on 

life satisfaction.  

A third regression model, where FM severity was added to the model, was run to test the 

effect severity of FM had on satisfaction with life. Just as in the first two models, a significant 

regression equation was found (F (7, 615) = 47.41, p < .001, R2 = .35). Meaning that with the 

FM severity added, the model explained 35% of the variance. Therefore, the FIQR increased the 

prediction value by six percent. When the severity of FM increased by one unit, satisfaction with 

life decreased by 0.30, given that everything else was constant. Life satisfaction, therefore, 

decreases when FM symptoms get worse.  

Lastly, we have the fourth and final regression model where the distress variable was 

added to the model. With this addition, the significant regression equation was still significant, 

(F (8, 562) = 43.48, p < .001, R2 = .38). Adding distress to the model increased the prediction 

value by three percent, which means that the model explained 38% of the variance when distress 

was added. These results suggest that when scores on the distress scale increased by one unit, life 
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satisfaction decreased by 0.18, given that everything else was constant. All results of the multiple 

linear regression can be seen in table 4. 

Table 4 

Multiple linear regression, predictors of participants' level of life satisfaction 

SWL       B SE (B) β 

Model 1    

Gender .08 .47 .06 

Education Level -.12 .03 -.13* 

Living district 0.3 .28 .04 

Community population -.45 .17          -.09 

Social support .83 .70   .43* 

Model 2    

Gender -.01 .45 .00 

Education Level -.99 .03 -.10* 

Living district .29 .03 .04 

Community population -.38 .17          -.08 

Social support .65 .70   .34* 

Prejudice: Mental health -.34 .47 .26* 

Model 3    

Gender .30 .47 .02 

Education Level -.57 .03          -.06 

Living district .02 .03 .02 

Community population -.36 .02 -.70 

Social support .53 .07   .28* 

Prejudice: Mental health -.20 .50 .16* 

FM severity -.41 .01 .30* 

Model 4    

Gender .23 .46 .02 

Education Level -.06 .03          -.07 

Living district .03 .03 .04 

Community population -.44 .17 -.08 

Social support .47 .07   .24* 

Prejudice: Mental health -.15 .05 -.10* 

FM severity -.03 .01 -.25* 

Distress -.03 .01 -.18* 

*. Correlation is significant at the 0.01 level (2-tailed); SWL. Satisfaction with Life scale; B. Unstandardized 

regression weights; SE B. Standardized error for unstandardized regression weights; β. Standardized regression 

weights  

To summarize, model four shows that social support, prejudice, the severity of FM, and 

distress are all significant and, as a result, may all predict satisfaction with life at some level. 



19 

 

According to the results, prejudice, severity of FM, and distress all decrease satisfaction with 

life for a person suffering from FM. Social support was the only factor that increased 

satisfaction with life. The final model of multiple linear regressions reports the highest 

prediction values for social support and the severity of FM. In addition, when examining the 

other three models, social support, as well as prejudice toward FM, were always significant. 

Discussion 

The study aimed to see if experienced prejudice and social support can predict the level of life 

satisfaction. Running the regression makes it possible to see how much each variable predicts 

and how much the prediction value increases with each added variable. Therefore, we can see if 

prejudice can predict a person's life satisfaction and mental health, as well as to see if social 

support for people with FM can predict higher satisfaction with life.  

Results from the multiple linear regression corroborate previous findings. People with 

FM in Iceland experience prejudice; only 3.5% of participants said they had never experienced 

prejudice. According to the findings of this study, when people with FM face discrimination or 

prejudice towards their syndrome, their life satisfaction seemed to suffer and deteriorate. Almost 

half of participants, or 54.5%, reported prejudice from the health care industry, and 69.4% 

experienced prejudice from their social circle, especially from their acquaintances. Participants 

seemed to experience the least amount of prejudice from their workplace; however, that could 

result from the syndrome since many people with FM can not work because of their syndrome.  

These results corroborate previous findings (Thorlacius et al., 2002; Bernard et al., 2000). 

It has been reported that people suffering from FM experience prejudice, especially from their 

friends, family, health care workers, and prejudice, making people's already complicated lives 

more challenging, resulting in decreased life satisfaction. According to previous studies, patients 
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are most prejudiced by health care professionals or workers (Briones-Vozmediano, 2017; 

Bernard et al., 2000a; Henriksson, 1995). However, that was not the case in this study since more 

participants experienced prejudice from their social circle.  

Results from the regression analysis revealed that when people with FM experienced 

social support from their friends and family, their life satisfaction was higher than those who did 

not experience social support. Raising the question of whether social support is more critical for 

people with FM than others. Nonetheless, results showed that social support seemed to affect 

people's lives positively. Previous studies have reported similar findings, where social support 

has repeatedly been shown to improve and affect people's mental health (Franks et al., 2004; 

Ghavidel-Parsa & Bidari, 2021: Çeliker et al., 1997; Birtane et al., 2007). Perceived social 

support has also been linked to fewer depressive symptoms, fewer feelings of helplessness and 

has been shown to decrease the adverse effects FM has on life satisfaction (Franks et al., 2004). 

A study by Bernard et al. (2000) clearly illustrated the correlation between social support and life 

satisfaction. In their study, participants who did not feel support from their closest friends and 

family had lower life satisfaction than those who did get support. The results of this study, 

therefore, further support Bernard et al.'s (2000) conclusions.  

  Finally, the relationship between mental health and FM was examined. According to 

previous research, most people with FM seem to suffer from some form of mental illness, 

particularly depression and anxiety (Çeliker et al., 1997; Lempp et al., 2009). The study by 

Çeliker et al. (1997) even suggested that people with FM had a 71% chance of being diagnosed 

with depression. To examine this further, the DASS-21 scale was used to assess general distress. 

Results showed that when participants experienced more symptoms of distress, their life 
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satisfaction worsened. These results were similar to the previous findings as depression, anxiety, 

and stress were included in the measure of general distress.  

This study had some limitations, such as that only nine men took part, making it difficult 

to generalize these results across genders. Another downside was that it deemed challenging to 

find recent studies concerning FM in the literature, as most were over ten years old. Another 

downside was the concept of prejudice; different individuals have different opinions of what 

prejudice is, and so the outcomes can vary depending on how the term is interpreted. Covid-19 

may have affected the results; perhaps people faced prejudice in a new way in the past year, or 

not at all, since a significant amount of the time was spent in lockdown. People's mental health 

and life satisfaction may have suffered due to the lockdown (Khan et al., 2020), and those 

experiences may have influenced the outcome of this study. There is no way to tell for sure what 

effect Covid-19 had on this research.  

 Positive aspects of the study include a high number of participants (over 600 people 

responded), as well as the high reliability of all scales used, including the one generated by the 

researcher. This study is also the first study of its kind in Iceland; no other studies have looked at 

the impact of prejudice and social support on life satisfaction and mental health. 

To conclude, according to the present study's findings, prejudice against FM has a 

negative impact on people's life satisfaction and mental health. However, perceived social 

support has a positive impact on life satisfaction. Therefore, it is critical to inform the public, 

especially relatives of people suffering from FM, to enhance their lives. Because of the scarcity 

of recent FM studies, as well as the fact that FM continues to affect a significant proportion of 

the population, it is critical to continue researching the syndrome. It is also essential to educate 

both the public and health care workers to increase people's emotional health, life satisfaction 
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and, potentially, find a cure for FM. In the future, it would be interesting to examine further the 

importance of social support on satisfaction with life for those suffering from FM and people 

who are not suffering from FM. It would also be intriguing and educating to examine gender 

differences and see if males experience the symptoms and prejudice the same way females do. 

Finally, it would be interesting to run this or a similar study again after Covid-19 to see some 

evidence of how Covid-19 affected the results. 
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