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ABSTRACT 

Turksen, G. (2022). Comparison of the Effects of Connective Tissue Massage and 

Taping on Pain, Depression and Quality of Life in Patients with Fibromyalgia. 

Yeditepe University Institute of Health Sciences, Physiotherapy and Rehabilitation 

Program Master's Thesis. Istanbul. 

This study was conducted with 34 fibromyalgia patients (mean age: 34.41±7.74 years, 

M/F=10/24 years) to evaluate the effects of connective tissue massage and taping on pain, 

depression and quality of life. In our study, VAS and McGill Pain Scale were used to 

determine the severity of pain before and after the treatment, Beck's Depression Scale 

was used to evaluate the depression status, Fibromyalgia Impact Questionnaire and SF-

36 Quality of Life Scale were used to determine the disability and quality of life of 

fibromyalgia patients. Statistical analysis was performed with SPPS version 21.0. As a 

result of our study, significant results were found on pain, depression and quality of life 

of both treatment methods in patients (p<0.05). According to the VAS evaluation of the 

patients who were treated with connective tissue massage in the correlation analysis; 

Patients aged 25-35 showed statistically significantly higher improvement than patients 

aged 36 and over (p<0.05). In terms of patients who received taping treatment, the scores 

obtained from only the Energy/Vivacity/Vitality sub-dimensions of the SF-36 quality of 

life scale differed according to age before and after the treatment (p<0.05). Accordingly, 

the improvement of the patients in the 25-35 age group in terms of energy /vitality is 

statistically significantly higher than the older age group. In terms of patients who 

received taping treatment, the scores obtained from only the mental health sub-dimension 

of the SF-36 quality of life scale before and after the treatment differed according to the 

variable of smoking status, the improvement in mental health of the patients who declared 

that they did not smoke was higher than the patients who smoked. it was concluded that 

this difference was statistically significant (p<0.05). As a result, both applications have 

been successful in the treatment of fibromyalgia patients. 

Key words: Fibromyalgia, connective tissue massage, taping, pain 
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ÖZET 

Türkşen, G. (2022). Fibromiyaljili Hastalarda Konnektif Doku Masajı ve Bantlama 

Uygulamasının Ağrı, Depresyon ve Yaşam Kalitesi Üzerine Olan Etkilerinin 

Karşılaştırılması. Yeditepe Üniversitesi Sağlık Bilimleri Enstitüsü, Fizyoterapi ve 

Rehabilitasyon Programı Yüksek Lisans Tezi. İstanbul. 

Bu çalışma fibromiyalji hastalarında, konnektif doku masajı ve  bantlamanın ağrı, 

depresyon ve yaşam kaliteleri üzerindeki etkilerini değerlendirmek amacıyla 34 

fibromiyalji teşhisi almış hasta (yaş ort: 34.41±7.74 yıl, E/K=10/24) ile yapılmıştır. 

Çalışmamızda tedavi öncesi ve sonrası ağrı şiddetini belirlemek için VAS ve McGill Ağrı 

Ölçeği, Depresyon durumunu değerlendirmek için Beck’in Depresyon Ölçeği, 

fibromiyalji hastalarının disabilite ve yaşam kalitelerini tespit etmek için Fibromiyalji 

Etki Anketi ve SF-36 Yaşam Kalitesi Ölçeği kullanılmıştır. İstatistikksel analiz SPPS 

21.0 versiyonu ile yapılmıştır. Her iki tedavi yönteminin ağrı, depresyon ve yaşam kalitesi 

üzerinde anlamlı sonuç bulunmuştur (p<0.05). Yapılan  analizlerde, konnektif doku 

masajı tedavisi uygulanan hastaların Fibromiyalji Etki Anketi sonucu istatistiksel açıdan 

anlamlı bulunmuştur.(p<0.05). Bantlama tedavisi alan hastalar açısından, tedavi 

öncesinde ve tedavi sonrasında SF-36 yaşam kalitesi ölçeğinin yalnızca 

Enerji/Canlılık/Vitalite alt boyutlarından alınan puanların yaşa göre farklılaştığı 

saptanmıştır (p<0,05). Buna göre 25-35 yaş grubundaki hastaların enerji/canlılık/vitalite 

açısından göstermiş oldukları iyileşme kendilerinden daha büyük yaş grubuna göre 

istatistiksel açıdan anlamlı seviyede yüksektir. Bantlama tedavisi alan hastalar açısından, 

tedavi öncesinde ve tedavi sonrasında SF-36 yaşam kalitesi ölçeğinin yalnızca ruhsal 

sağlık alt boyutundan alınan puanların sigara kullanma durumu değişkenine göre 

farklılaştığı, sigara kullanmadığını beyan eden hastaların ruhsal sağlık açısından 

göstermiş oldukları gelişmenin sigara kullanan hastalara göre daha yüksek olduğu ve bu 

farklılığın istatistiksel açıdan anlamlı olduğu sonucuna ulaşılmıştır (p<0,05). Sonuç 

olarak fibromiyalji hastalarının tedavisinde her iki uygulama da başarıya ulaşmıştır. 

Anahtar kelimeler: Fibromiyalj, konnektif doku masajı, bantlama, ağrı 

 

 

 

 



1 
 

1. INTRODUCTION 

Fibromyalgia (FM) is a rheumatic disease that will be consumed worldwide (1). 

Despite years of research in FM, no definitive cause or pathophysiology has yet been 

discovered. From the point of view of symptomatology, it is known that it is a syndrome 

characterized by widespread chronic musculoskeletal pain (lasting longer than 3 months) 

with hyperalgesia at specific points called "tender points" (2). In addition, patients with 

FM have psychosomatic symptoms such as fatigue, sleep disturbances (waking up 

without renewal), anxiety, depression, cognitive dysfunction, headache, and 

gastrointestinal disturbances (3). Therefore, the clinical presentation of FM usually occurs 

with a decrease in functional capacity and consequently a decrease in the quality of life 

of patients (2,4). FM has no definitive cure, and treatment primarily focuses on managing 

symptoms and improving quality of life. This treatment strategy requires a comprehensive 

multidisciplinary approach consisting of pharmacological measures, lifestyle changes and 

other complementary approaches. Pharmacological therapy is one of the most cited, but 

it produces some side effects as well as having a low level of recommendation. Studies 

with non-pharmacological treatments focusing on physical therapy have become 

alternative treatments with fewer or no side effects to patients in recent years (5). 

The incidence of fibromyalgia syndrome, which is more common in women, is 

increasing. Its prevalence in the world is 1-4%. It is one of the most common diseases in 

our country (6-7).  In Turkey, approximately 100,000 people are diagnosed each year, 

and this number is increasing day by day with the increasing recognition of the disease 

by doctors (8). 

In the researches, there are many autonomic, peripheral, neurohormonal, 

environmental, psychological and genetic factors in fibromyalgia. Recent studies have 

shown that fibromyalgia syndrome is a multifaceted syndrome in which problems in 

central pain functioning ocur (9). One of the most important symptoms in fibromyalgia 

syndrome is pain; pain threshold and resistance to pain decreased in patients (10). All 

these signs and symptoms can affect the patient's psychological, physical and social 

performance, reduce the patient's participation in activities, cause difficulties in doing 

daily life activities and adopt a sedentary lifestyle. However, if the fear of movement and 

injury develops due to pain, this may cause the patient to be more inactive (11). It was 

determined that the scores of depression and anxiety increased in the questionnaires made 

to FM patients. The presence of depression and anxiety in individuals with FM can affect 

pain intensity and health status (12). A bidirectional relationship was found between FM 
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and depression (13). In the light of all these findings; fibromyalgia can negatively affect 

the quality of life of patients. 

Developed 25 years ago by Dr Kenzo in Japan, Kinesio Taping (KT) is a 

therapeutic taping technique (14). This elastic, therapeutic tape is used to treat a variety 

of injuries (15). It is hypothesized that KT has effects such as pain control, reducing 

edema by increasing local circulation, and correcting joint alignment (16). In the study of 

Ergün et al. in 2016, laser and taping applications were compared. At the end of the study, 

it was seen that the taping application was as effective as the laser application (17). In the 

research conducted by Celenay et al. in 2020, taping was applied to one group along with 

the exercise, while the other group was only taped. As a result, it was more clearly seen 

that the pain decreased in the group that was taped together with the exercise (18). 

Connective tissue massage (CTM), which is a manipulative technique, facilitates 

the treatment of some pathologies (19). CTM differs from traditional massage in terms of 

both its technical and physiological effects (20). It is thought to be a treatment that reduces 

the tension of the connective tissue and increases the plasma b endorphins. Manipulation 

of the skin and subcutaneous tissues can also have a beneficial effect on other tissues. The 

increase in blood flow in the affected area via neural reflexes may explain this effect (21). 

In the study conducted by Akbayrak et al. in 2006, connective tissue massage combined 

with ultrasound therapy was applied and both short and long-term effects were examined. 

As a result, it was observed that the pain decreased in fibromyalgia patients (22). In the 

research of Celenay et al. published in 2017, one group was given connective tissue 

massage combined with exercise, while the other group was given only exercise. As a 

result, exercises with CTM may be superior to exercise alone in improving pain, fatigue, 

sleep disturbance, and role limitations related to physical health (23). 

The aim of our study, in the light of all this information, is to find out how 

connective tissue massage and taping applications affect the pain and depression 

complaints of fibromyalgia patients and to compare their effects on their quality of life. 

H0: taping has a more positive effect on pain than connective tissue massage. 

H1: taping has a more positive effect on depression than connective tissue 

massage. 

H2: taping has a more positive effect on quality of life than connective tissue 

massage. 

H3: Connective tissue massage has a more positive effect on pain than taping. 
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H4: Connective tissue massage has a more positive effect on depression than 

taping. 

H5: Connective tissue massage has a more positive effect on quality of life than 

taping. 
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2. LİTERATURE REVİEW 

2.1.History  

Fibromyalgia is now a disease causing chronic and disabling pain. Since the 

1800s, muscle pains have been known as rheumatism and then as muscular rheumatism. 

In 1904, Govers coined the term fibrositis. Smythe laid the foundation of modern FMS in 

1972 by describing widespread pain and tender points. In 1981, the first controlled study 

of symptoms and tender points was published. This same study also proposed the first 

data-based criteria.  In 1990, the first American rheumatology criteria were published and 

centrally sensitive neurohormonal mechanisms were developed (24). 

2.2.Definition 

Fibromyalgia is a disease known as soft tissue rheumatism, which negatively 

affects the quality of life of the person (1). Fibromyalgia patients commonly experience 

chronic pain, sleep disturbance, sensitivity to touch, morning stiffness, headache, and 

these complaints have been present for more than three months (2,3). The reason why 

fibromyalgia syndrome is not called fibrositis is that there is no inflammation in the 

studies (25). 

2.3. Epidemiology 

The prevalence of fibromyalgia relative to the general population in the United 

States is 2% and affects men less than women (women (3.4%), men (0.5%)) (26). 

According to the research published in 2005, the prevalence of Fibromyalgia in women 

in Turkey was calculated as 3.6%. In addition, a higher prevalence rate was found in the 

elderly population than in the younger population: 10.1% (27). 

2.4. Etiopathogenesis 

Various mechanisms are thought to be effective in the formation of FMS. 

However, although various studies have been carried out for many years, the cause of the 

disease is not yet known (28). 

2.4.1. Genetic Factors 

Studies suggest that there is a sensitivity to pain perception in the genetics of 

fibromyalgia patients (29). According to many published studies, it has been found that 

the incidence of FMS is increased in other family members of individuals with FMS (30). 

Pelliegrino et al. examined 50 individuals from 17 families consisting of families of 

fibromyalgia patients, found the incidence of FMS to be 52% and argued that it is an 

autosomal dominant inheritance (31). Offenbeacher et al., who analyzed the genotypes of 

the promoter region of the serotonin transporter gene in 62 patients with FMS and 110 
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healthy individuals, found that FMS patients had a higher genotype of the serotonin 

transporter promoter region (32). 

2.4.2. Environmental Factors 

Especially the troublesome childhood period and the violence experienced as a 

child may increase the incidence of FMS in adulthood (33). The patient's sensitivity to 

chemicals (mercury, nickel, silicon) that are frequently used in some surgical operations 

may trigger FMS (34).  

2.4.3. Central Sensitization 

"If the individual is given a painful stimulus continuously, cut it for a while and 

then given it again, this time he will feel the pain more intensely and in a wider area." 

With this theory, it is thought that there is a relationship between FMS and central 

sensitization (35). Comparing 17 individuals with FMS and 17 healthy individuals using 

mu-opioid receptor positron emission tomography, Harris et al. found that individuals 

with FMS exhibit reduced mu-opioid receptors in several regions that are important in 

pain regulation (36). 

2.4.4. Autonomic Dysfunction 

The autonomic nervous system manages basic involuntary functions in the body. 

It is activated by the spinal cord, brain stem, thalamus, and hypothalamus (29). It is 

important for us that the autonomic nervous system is in balance, but many studies have 

shown that the sympathetic system activity is more active than the parasympathetic 

system activity in individuals with FMS (37). 

2.4.5. Psychological Disorders 

It is known that individuals with FMS suffer from psychological disorders such 

as anxiety and depression. It has been suggested that FMS may cause psychological 

disorders related to chronic pain, as well as psychological disorders may cause FMS (38). 

According to the study by Waylonis and Perkins, individuals with FMS reported that they 

had been exposed to traumatic events such as accidents and injuries before (39). 

According to a study conducted in 2008, the depression levels of individuals with FMS 

were found to be higher than those of healthy individuals, and it was stated that the 

severity of pain and the level of depression were directly related (40). 

2.5. Clinical Presentations 

Many different clinical symptoms such as migraine, tremor, temporamandibular 

joint pain, and excessive sweating are seen in FMS. The most common are: 
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musculoskeletal pain, fatigue, depression, sleep disturbance, trigger points, irritable 

bowel syndrome (41). 

2.5.1. Pain 

One of the most important symptoms of FMS, which increases in individuals with 

FM especially in cold weather, in cases of intense stress, excessive movement or 

inactivity, is pain (42). The intensity of the pain felt by the patient is moderate or very 

severe. The form of the pain can be burning, stinging, sharp, throbbing, or it can be felt 

at the same time (43). Symmetrical pain usually starts in the neck - back region and 

spreads to both sides of the body in individuals with FM. The intensity of pain felt by the 

patients is 2 times higher than that of rheumatoid arthritis (44). 

2.5.2. Depression 

According to studies, the rate of FM patients affected by major depressive disorder 

varies between 62% and 86%. The processes that cause depression and FMS are personal. 

The individual may develop depression as a result of triggering events. Depression can 

develop in response to many of the symptoms of FMS, especially pain. Or, FMS may 

develop in response to the sedentary life of the depressed individual (45). 

2.5.3. Fatigue 

Fatigue in individuals with FM usually starts with waking up in the morning 

without rest and is combined with weakness that lasts all day. As the person feels tired, 

they may limit their daily living activities and lead a sedentary life (46). 

2.5.4. Slepp Disorders 

When describing sleep problems, individuals with FM usually state that they 

cannot get out of bed or that they wake up as if they have been beaten. Patients suffer 

from difficulties in falling asleep, waking up frequently at night, and waking up weakness 

in the morning. Poor quality of sleep; It can negatively affect the physical and 

psychological state of the person and reduce the quality of life (47). 

2.5.5. Trigger Points 

There are 18 tender points identified in individuals with FM. These points are; 

 Occipital Region 

 Lower Cervical Region 

 Trapeze 

 Supraspinatus 

 Second Costa 
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 Lateral Epicondyle 

 Gluteal Region 

 Thoracantary Major 

 Patella Medial Zone 

and the pain is bilateral. When these mentioned points are palpated, pain occurs 

(48). 

2.5.6. Irritable Bowel Syndrome 

Irritable bowel syndrome (IBS) is a condition characterized by chronic abdominal 

pain. Just like FMS, IBS is more common in younger women. The symptoms of IBS and 

FMS are commonly seen in each other. Although the studies are insufficient, some 

publications suggest a common pathophysiological mechanism for FMS and IBS 

(49,50,51). 

2.6. Diagnosis 

 Fibromyalgia diagnostic criteria were established in 1990 by the American 

Rheumatology Association. These criteria are stated below: 

 There must be widespread pain complaint lasting at least 3 months. In 

order for the pain to be considered widespread, it must be on the right or 

left side of the body, on the lower or upper side of the trunk. In addition, 

axial skeletal pain (neck, anterior chest wall, thoracic spine, lower back) 

is required. 

 There should be pain in 11 of the 18 points identified by palpation. A 

pressure of approximately 4 kg should be applied on palpation with the 

thumb. In order for the applied point to be considered painful, the 

individual must describe palpation as "painful". Expressing the point as 

"tender" is not considered "painful". 

The presence of a second clinical disorder invalidates the diagnosis of fibromyalgia 

syndrome. 

However, pain is not the only symptom of fibromyalgia syndrome. Many 

symptoms such as sleep disturbance, psychological disturbances, fatigue, and cognitive 

problems can also be seen in fbrimyalgia syndrome (52). 

For this reason, new criteria were published by ACR in 2010. The tender point 

examination did not exist within these new criteria, thus making it workable in FMS 



8 
 

surveys and clinical studies. Accordingly, the diagnosis of FM can be made as a result of 

the fulfillment of the following 3 conditions 

 the Widespread Pain Index (WPI) ≥ 7 and the Symptom Severity Score 

(SS) .≥ 5, or the WPI is 3–6 and the SS ≥ 9 

 symptoms have been present at a similar level for at least 3 months 

 the patient does not have a disorder that would otherwise explain the pain 

(53). 

2.7. Treatment  

Fibromyalgia is a difficult disease to treat as its pathophysiology is still not fully 

resolved. As a result of the studies, it is known that fibromyalgia syndrome should not be 

seen as a regional muscle disorder, but as a systemic syndrome. Good analysis of the 

patient brings maximum success in treatment. With the evaluations made, treatment 

should include pharmacological and non-pharmacological approaches (54,55). 

2.7.1. Pharmacological Treatment 

In fibromyalgia syndrome, drug therapy is generally used to reduce the symptoms 

of the disease and increase the patient's well-being. Tricyclic antidepressants, 

cyclobenzaprine, tramadol, serotonin norepinephrine reuptake inhibitors (SNRI), 

selective serotonin reuptake inhibitors (SSRI) and α2δ-ligand anticonvulsants have been 

proven to be effective in the treatment of fibromyalgia (56).  

2.7.2. Exercises 

There are studies that show that exercise improves autonomic modulation in 

healthy individuals, patients with diabetes and heart disease (57). In small-sample studies 

on FM patients, exercise has been shown to improve cardiac parasympathetic modulation 

(58). Valkeinen et al. A 26-year-old woman with fibromyalgia syndrome conducted a 

study on the effects of strengthening exercise. They found an increase of 33-36% in 

muscle strength, 5% in quadriceps muscle diameter, and 47-57% in voluntary muscle 

activation in individuals participating in the strengthening exercise program compared to 

the control group (59). Curtis et al. In his research on 22 women with fibromyalgia 

syndrome, individuals who took a group yoga session twice a week for 8 weeks showed 

that yoga could be used in fibromyalgia syndrome by changing the cortisol level (60). 

Wang et al. In a study conducted by 226 individuals with FMS, which lasted 52 weeks 

and compared Thai Chi and aerobic exercises, more improvement was seen in the 

symptoms of the group who performed Thai Chi (61). 
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2.7.3. Physical Therapy Modalities 

Among the symptoms of Physical Therapy Modalities, FMS; It has positive 

effects on pain, sleep problems, depression and low quality of life (62,63).  

2.7.3.1. Infrared 

In the study of Salm and in 2019, FM patients were divided into two groups, 

aquatic exercises were given to one group, and infrared was applied to the other group 

together with aquatic exercises. A decrease in serum IL-6 levels, improvement in pain 

and quality of life were observed in both groups. However, this improvement was 

observed more prominently in the group in which infrared was applied together with 

aquatic exercise (64). 

2.7.3.2. Transcutaneous Electrical Stimulation 

Transcutaneous Electrical Stimulation (TENS) is used to reduce pain by 

stimulating peripheral nerves. According to Johnson et al., there is no high-level research 

that supports or rejects the use of TENS in fibromyalgia patients (65). 

2.7.3.3 Laser 

Laser therapy, used to reduce musculoskeletal or neuropathic pain, is a low-level, 

non-pharmacological treatment. Kuan et al. according to the results of his study, there 

was a significant improvement in the pain of fibromyalgia patients who received laser 

treatment. In addition, when the group that received only exercise therapy was compared 

with the group that received both exercise and laser therapy, it was observed that the 

severity of pain, the number of tender points and fatigue were additionally reduced in the 

group that received combined therapy (66). 

2.7.3.4. Ultrasound 

In many studies, ultrasound therapy has not been examined alone, but has been 

evaluated with combined treatments. These combined treatments applied on fibromyalgia 

patients have been shown to be effective in reducing pain and fatigue levels (22,67). 

2.7.3.5. Acupuncture 

Scott et al. In the study, published in 2018, involving 30 women with FM, 

acupuncture was applied to one group, and group training was given to the group who 

had a disability. As a result, significant improvement was observed in the acupuncture 

group, but no improvement was observed in the group training group (68). 

 

 

 



10 
 

2.7.3.6. Kinesiotaping 

The thickness of kinesio tape, which is as flexible as the human body, is as much 

as the epidermis layer. However, the band only stretches longitudinally, and with this 

stretch, it can extend up to 55-60% of its length. The tape was adhered to a thin paper 

with 10% tension. The tape does not prevent the skin from breathing and sweating 

because it has air channels on its surface (69).  

Kinesio tape application adheres to the upper layer of the skin and ensures the 

recovery of the elastic fibers in that area. With the application, the skin is lifted, the skin 

and the interstitial area under the skin are increased. Thus, by increasing circulation and 

movement, pain decreases, performance increases, neuromuscular system re-education is 

provided, circulation and tissue healing are expected to accelerate (70). 

2.7.3.7. Massage Therapy 

Connective Tissue Massage, an alternative treatment, aims to restore the balance 

between sympathetic and parasympathetic components by stimulating autonomic nerve 

endings (71). 

Many publications published between 1990 and 2013 examining the effectiveness 

of massage in fibromyalgia have been reviewed and compiled. As a result of the review, 

it was seen that myofascial release had positive effects on pain and moderate effects on 

depression.  

           Also, fatigue decreased and quality of life improved. It was found that connective 

tissue massage improved depression and quality of life, but manual lymphatic drainage 

was superior in this regard. It has been observed that Shiatsu improves sleep quality, but 

Swedish Massage has no effect (72). 
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3. MATERİALS AND METHODS 

 

3.1. Individuals 

In this study, which was conducted to compare the effects of connective tissue 

massage and kinesiotape on pain, depression and quality of life in patients suffering from 

fibromyalgia syndrome, 34 patients diagnosed with Fibromyalgia Syndrome were 

included (male:4, female:30). 

3.1.1. Inclusion Criteria 

 Being diagnosed with fibromyalgia. 

 Be in the age range of 20 - 55 years. 

 To be a volunteer participant in the research. 

 Being able to communicate comfortably. 

 To be able to act independently. 

3.1.2.Exclusion Criteria 

 Having had a surgical operation within the last year. 

 Presence of significant infection. 

 Being diagnosed with cancer. 

 Being pregnant or breastfeeding. 

 Being addicted to drugs or alcohol. 

 Having a cognitive problem. 

3.2. Identifying Individuals and Forming Groups 

Thirty-four individuals diagnosed with Fibromyalgia syndrome by a specialist 

physician were included in the study. The group of the individual was determined by 

selecting a paper for each patient from the randomization boxes containing 24 papers 

numbered from 1 to 24 to determine the groups of female individuals and 10 papers 

numbered from 1 to 10 to determine the groups of male individuals. Numbers 1 to 12 

formed the 1st group (for women), the numbers 13 to 24 formed the 2nd group (for 

women), the numbers 1 to 5 for men formed the 1st group, and the numbers 6 to 10 formed 

the 2nd group. 
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3.3. Method  

3.3.1. Evaluations 

          The following evaluations were applied to all individuals participating in the study 

by the physiotherapist. The questionnaires were interviewed face to face by the 

physiotherapist and filled by the physiotherapist. 

Surveys: 

Sociodemographic Evaluation Form  

Fibromyalgia Impact Questionnaire 

McGill - Melzack Pain Questionnaire 

Beck's Depression Scale 

Visual Analogue Scale 

SF-36 Quality of Life Scale 

3.3.1.1. Sociodemographic Evaluation Form 

With the individual evaluation form, the individual's name, surname, age, 

occupation, educational status, marital status, dominant hand, employment status, 

smoking and alcohol use, presence of another family member diagnosed with 

fibromyalgia, presence of a chronic disease, dizziness that can be seen in fibromyalgia 

syndrome, Headache, depression, chest pain, palpitation, shortness of breath, sleep 

disturbance, morning stiffness, instability, irritable bladder syndrome symptoms, duration 

of the disease, and number of children were recorded. The individual evaluation form is 

presented in (Appendix 1). 

3.3.1.2. Fibromyalgia Impact Questionnaire 

“Fibromyalgia Impact Questionnaire (FIQ)” Burchardt et al. It was developed by 

Fibromyalgia to measure the functional status of individuals (73). Reliability and validity 

adaptation in Turkey Sarmer et al. (8). The scale consists of 20 questions that measure 

physical function, well-being, difficulty in doing work, not being able to go to work, 

fatigue, stiffness, morning fatigue, pain, anxiety and depression separately. Except for 

feeling well, low scores indicate improvement or less affect. While an average 

fibromyalgia patient scores 50 points, 70 points or more are considered severely affected 

fibromyalgia. The Fibromyalgia Impact Questionnaire is presented in (Appendix 2). 

3.3.1.3. McGill - Melzack Pain Questionnaire 

The quality of the pain felt by the patients was evaluated with the Short Form 

McGill Pain Questionnaire (SF-MPQ), the Turkish validity and reliability of which was 

performed by Yakut et al. (77). This form provides information about the perceptual, 
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sensory and severity components of pain perception. The main component of the SF-

MPQ includes 15 descriptive adjectives (11 perceptual and 4 sensory) for pain perception. 

The level of severity felt by the patient is evaluated with a number scale (0=no, 1=mild, 

2=moderate, 3=severe) (Appendix 3). 

3.3.1.4. Beck's Depression Scale 

The Beck's Depression Inventory (BDI) is a 21-item self-assessment scale that 

evaluates the patients’ perceived depressive symptoms quantitatively, and measures the 

symptoms that occur in the vegetative, emotional, cognitive, and motivational areas of 

depression. The severity of the patient’s depression is indicated by how high the total 

score is. It has been suggested that those who score 17 and above on the BDI may 

constitute an at-risk group. The Cronbach’s alpha value for the BDI-Turkish version was 

80 (78) (Appendix 4). 

3.3.1.5. Visual Analogue Scale 

Visual Analogue Scale (VAS) was used to assess pain severity. The individual 

was told that no pain on a 10 cm line was 0, the most severe pain situation was 10, and 

he was asked to mark the pain intensity on the chart. The place marked by the individual 

was measured in cm with a ruler and the value found was recorded as pain intensity. VAS 

values were recorded at rest before and after the application (74). The Visual Analogue 

Scale is presented in (Appendix 5). 

3.3.1.6. SF-36 Quality of Life Scale 

To assess quality of life, Ware et al. A Turkish validity and reliability study 

developed by Koçyiğit et al. “Short Form 36 (SF-36)” made by Dr. was used (75,76). The 

SF-36 Quality of Life Scale consists of 36 items evaluated in 8 separate subscales. 

Physical function, social function, general health, fitness, mental health, pain, physical 

and emotional role limitation are the subscales of SF-36. The score from each subscale is 

between 0-100, and a higher score means better health. SF-36 Quality of Life Scale 

presented in (Appendix 6). 

3.3.2. Applications for First Group 

The study was initiated by obtaining the socio-demographic information of all 

participants. SF-36 Quality of Life Scale, Fibromyalgia Impact Questionnaire, Beck's 

Depression Scale, VAS, McGill Pain Questionnaire were filled in both groups before and 

after treatment. 
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3.3.2.1. Kinesio Tape Application 

Before the kinesio tape application, the individual was informed about the kinesio 

tape. Allergy test was performed by sticking a 3 cm long piece to the arm of the individual 

to detect allergic condition as a precautionary measure, although the tape was not allergic. 

Kinesio tape application was applied 2 days a week (3 or 4 days apart) for 4 weeks. Taping 

was done 2 days a week after TENS and Infrared treatments. The participants were asked 

to remove the tapes the day before the next taping application. Taping was applied to the 

levator scapula and upper trapezius muscles in a "Y" shape (Figure 1), with 25% tension 

and while the participants were in an upright position. Again in the same position, this 

time the "C" shaped taping technique was adhered with 50% tension from the middle 

fibers of the trapezium to the last rib (Figure 2). 

 

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

Figure 1. Y Shape                                                   Figure 2. C Shape 

3.3.3. Applications for Second Group 

3.3.3.1. Connective Tissue Massage 

Participants received TENS and infrared treatment for 25 minutes, 5 days a week. 

Then Connective Tissue Massage was applied. CTM was started from the lumbosacral 

region (Figure 3), continued from the lower thoracic region (Figure 4), and finished by 

applying it to the scapular region (Figure 5), intrascapular region (Figure 6) and 

cervicooccipital region (Figure 7). 
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Figure 3.lumbosacral region   Figure 4. lower thoracic region     Figure 5. scapular region 

                                      

Figure 6. intrascapular region                              Figure 7. cervicooccipital region 

3.3.4. Statistical Analysis 

As a result of the power analysis, when 34 participants, 17 people in each group, 

were included, it was calculated that 80% power could be obtained with 95% confidence. 

Data analysis was done with 'Statistical Packages for the Social Sciences' version 

21.0. Continuous variables were given as mean, standard deviation, median number and 

percentage. The normality test was performed in order to make a decision to be used in 

the pre-analysis analyses. According to the Kolmogorov Smirnov Test results given in 

the Table, the scores obtained from FES, McGill and usage areas are based on normal 

weights, and the usages used will fulfill the normal usage conditions. The skewness and 

kurtosis scores are ±3 for all of the generally used ones, and it was decided to use the 

more powerful parametric analysis. In the analysis of the difference between these two 

groups, the t-test was used, and in case of too many groups, ANOVA was used. The level 

was accepted as 95% in the analyzes. 
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Table1. Distortion Kurtosis Analysis 

  Statistics df p-value Distortion Kurtosis 

Physical Function .22 34 .00 -2,18 1,27 

Physical Role Difficulty .15 34 .05 0.40 -1,17 

ache .24 34 .00 -0.65 -0.73 

general health .19 34 .00 -0.50 0.01 

Energy / Vitality / Vitality .17 34 .01 -0.14 -0.55 

Social Functioning .17 34 .01 0.32 0.27 

Emotional Role Difficulty .16 34 .02 -0.53 0.15 

Mental Health .18 34 .00 -0.20 -0.83 

VAS at rest .23 34 .00 -0.32 0.39 

VAS in Motion .22 34 .00 -0.28 -0.34 

Fibromyalgia Impact Ques. .08 34 .20 * -0.05 -0.25 

McGill Pain Ques. .09 34 .20 * -0.14 -0.86 

Becks’ Depression Invantery .12 34 .20 * -1,13 -0.24 

Kolmogorov Smirnov Normality Test Results 
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4.  RESULTS 

           A total of 34 individuals diagnosed with fibromyalgia syndrome were included in 

the study. 50% of the patients were treated with CTM and 50% with Taping treatment.  

Individuals were divided into two groups. Group 1 (n=17); connective tissue massage to 

Group 2 (n=17); taping therapy was used. 

           The physical and sociodemographic information of the individuals are given in 

Table 2. There was no difference between the groups in terms of age, body mass index 

(BMI), educational status, occupation, smoking and alcohol use, and duration of illness 

(p>0.05, Table 2). 

Table 2.  Distribution by Socio-demographic Data 

 

  Group 1 (CTM) 

n = 17 

Group2 (Taping) 

n = 17 

P  

Age  38,93 ± 12,12 36,27 ± 10,83 0,58 

BMI  25,43 ± 4,05 23,72 ± 4,41 0,28 

Education primary school 

middle School 

high school 

licence 

degree 

5 (29,41%) 

1 (5,88%) 

4 (23,52%) 

6 (35,29%) 

1 (5,88%) 

 

4 (23,52%) 

2 (11,76%) 

6 (35,29%) 

5 (29,41) 

0  

 

 

 

      - 

Profession housewife 

worker/officer 

private sector 

other 

8 (47,05%) 

4 (23,52%) 

3 (17,64%) 

2 (11,76%) 

7 (41,17%) 

4 (23,52%) 

4 (23,52%) 

2 (11,76 %) 

 

         - 

Smoking Yes 

No 

11 (64,70%) 

6 (35,29%) 

12 (70,58%) 

5 (29,41%) 

0,685 

Alcohol Yes 

No 

0 

17 (100%) 

0 

17 (100%) 

     - 

FMS in Family Yes 

no 

5 (29,41%) 

12 (70,58%) 

7 (41,17%) 

10 (58,82%) 

0,516 

 

An independent two-sample t-test was used to determine whether there was a statistically 

significant difference between the pre-treatment McGill Pain Scale scores of patients who 

received CTM and Taping treatment. As a result of the analysis, it was concluded that 
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there was no significant difference between the scores obtained before the treatment in 

terms of patients who received CTM and Taping treatment (p>0.05). 

Table 3. Analysis of Pre-Treatment McGill Pain Questionnaire Scores of Patients 

Receiving CTM and Taping Therapy 

 

 

 

McGill Pain 

Questionnaire 

1.Group   

(CTM) 

(n=17) 

 

Mean ± S.D. 

2.Group 

(Taping) 

(n=17) 

 

Mean ± S.D. 

 

P  

Value 

    

 

      

 

90,17±7,69 

 

90,05±4,33 

 

 

0,95 

Independent Two-Sample T Test 

An independent two-sample t-test was used to determine whether there was a statistically 

significant difference between the pre-treatment VAS scores of patients who received 

CTM and Taping treatment. As a result of the analysis, it was concluded that there was 

no significant difference between the scores obtained before the treatment in terms of 

patients who received CTM and Taping treatment (p>0.05). 

 

Table 4. Analysis of Pre-Treatment VAS Scores of Patients Receiving CTM and Taping 

Therapy 

 

  1.Group   

(CTM) 

(n=17) 

 

Mean ± S.D. 

2.Group 

(Taping) 

(n=17) 

 

Mean ± S.D. 

 

P  

Value 

    

 

     VAS 

 

Rest 

 

 

7,23±0,75 

 

6,94±0,82 

 

 

0,28 

 

  

Motion 

 

 

8,29±0,68 

 

8,17±0,72 

 

0,63 

Independent Two-Sample T Test 

 

An independent two-sample t-test was used to determine whether there was a statistically 

significant difference between the pre-treatment Beck’s Depression Scale scores of 

patients who received CTM and Taping treatment. As a result of the analysis, it was 

concluded that there was no significant difference between the scores obtained before the 

treatment in terms of patients who received CTM and Taping treatment (p>0.05). 
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Table 5. Analysis of Pre-Treatment Beck’s Depression Inventory Scores of Patients 

Receiving CTM and Taping Therapy 

 

 

Beck’s 

Depression 

Inventory 

1.Group   

(CTM) 

(n=17) 

 

Mean ± S.D. 

2.Group 

(Taping) 

(n=17) 

 

Mean ± S.D. 

 

P  

Value 

    

 

      

 

24,94±4,40 

 

23,88±3,90 

 

 

0,46 

Independent Two-Sample T Test 

 

An independent two-sample t-test was used to determine whether there was a statistically 

significant difference between the pre-treatment Fibromyalgia Impact Questionnaire 

scores of patients who received CTM and Taping treatment. As a result of the analysis, it 

was concluded that there was no significant difference between the scores obtained before 

the treatment in terms of patients who received CTM and Taping treatment (p>0.05). 

 

Table 6. Analysis of Pre-Treatment Fibromyalgia Impact Questionnaire Scores of 

Patients Receiving CTM and Taping Therapy 

 

 

 

Fibromyalgia 

Impact 

Questionnaire 

 

1.Group   

(CTM) 

(n=17) 

 

Mean ± S.D. 

2.Group 

(Taping) 

(n=17) 

 

Mean ± S.D. 

 

P  

Value 

  

71,42±3,97 

 

69,86±4,67 

 

 

0,30 

Independent Two-Sample T Test 

 

An independent two-sample t-test was used to analyze whether there was a significant 

correlation between the scores of patients receiving A and B treatment from the SF-36 

Quality of Life scale before treatment. As a result of the analysis, it was concluded that 

there was no statistically significant difference between the scores of the patients 

receiving the A treatment from the sub-dimensions of the SF-36 quality of life scale 

before the treatment and the scores of the patients receiving the B treatment from the sub-

dimensions of the SF-36 quality of life scale before the treatment (p>0.05). 
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Table 7. Analysis of Pre-Treatment sf-36 Quality of Life Questionnaire Scores of Patients 

Receiving CTM and Taping Therapy 

 

  1.Group   

(CTM) 

(n=17) 

 

Mean ± S.D. 

2.Group 

(Taping) 

(n=17) 

 

Mean ± S.D. 

 

P  

Value 

  

Physical Function 

 

 

48.23±7.89 

 

51.17±17.98 

 

0.54 

SF-36 Quality 

of Life 

Questionnaire 

 

Physical Role 

Difficulty 

 

 

26.47±24.15 

 

25.00±19.76 

 

0.84 

  

Pain 

 

 

17.64±26.66 

 

25.49±27.71 

 

0.40 

  

General Health 

 

 

31.76±5.28 

 

31.47±7.23 

 

0.89 

  

Energy/Vitality/Vitality 

 

 

49.64±5.48 

 

49.64±5.66 

 

1.00 

  

Social Functioning  

 

 

32.35±12.54 

 

33.08±15.27 

 

0.87 

  

Emotional Role 

Difficulty 

 

 

23.08±11.67 

 

28.08±11.67 

 

0.17 

  

Mental Health 

 

 

30.29±5.14 

 

32.64±6.15 

 

0.23 

Independent Two-Sample T Test 

 

The analysis of the scores obtained by the participants from the McGill Pain 

Questionnaire before and after the treatment is presented in Table 8. 

 

The dependent two-sample t-test was used to analyze whether there was a statistically 

significant difference between the McGill Pain Scale scores before and after the 

treatment. The analysis results are given in Table 8, and it was concluded that the scores 

obtained from all the relevant scales decreased statistically significantly after the 

treatment (p<0.05). 
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Table 8. Analysis of the Difference Between Pre-Post Treatment Scores of Participants on McGill 

Pain Questionnaire 

 

  1.Group   

(CTM) 

(n=17) 

 

Mean ± S.D. 

 

P  

Value 

2.Group 

(Taping) 

(n=17) 

 

Mean ± S.D. 

 

P  

Value 

McGill Pain 

Questionnaire 

 

Before 

 

90.17±7.69 

 

 

0.00 

 

90.05↑14.33 

 

 

0.00 

                                                  

After 

 

 

41.52±6.49 

 

  

35.82±6.15 

 

 

Dependent Two-Sample T Test 

 

The analysis of the scores obtained by the participants from the VAS before and after the 

treatment is presented in Table 9. 

 

The dependent two-sample t-test was used to analyze whether there was a statistically 

significant difference between the VAS scores before and after the treatment. The 

analysis results are given in Table 3, and it was concluded that the scores obtained from 

all the relevant scales decreased statistically significantly after the treatment (p<0.05). 

 

Table 9. Analysis of the Difference Between Pre-Post Treatment Scores of Participants 

on VAS 

 

   1.Group   
(CTM) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

2.Group 
(Taping) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

    
 
     VAS 

 
Rest 
 

 
Before 

 
7.23±0.75 

 
 
0.00 

 
6.94±0.82 

 
 
0.00 

                                                  
 
 

 
After 

 
2.23±1.03 

  
2.29±0.84 
 

 

  
Motion 
 

 
Before 

 
8.29±0.68 

  
8.17±0.72 
 

 
 
0.00 

  
 
 

 
After 

 
3.64±1.32 

0.01  
3.11±0.85 
 

 

Dependent Two-Sample T Test 
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The analysis of the scores obtained by the participants from the Beck’s Depression 

Inventory before and after the treatment is presented in Table 10. 

 

The dependent two-sample t-test was used to analyze whether there was a statistically 

significant difference between the Beck’s Depression Inventory scores before and after 

the treatment. The analysis results are given in Table 10, and it was concluded that the 

scores obtained from all the relevant scales decreased statistically significantly after the 

treatment (p<0.05). 

 

Table 10. Analysis of the Difference Between Pre-Post Treatment Scores of Participants 

on Beck’s Depression Inventory 

 

  1.Group   
(CTM) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

2.Group 
(Taping) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

Beck’s 
Depression 
Inventory 

 
Before 

 
24.94±4.40 

 
 
0.02 

 
23.88±3.9 

 
 
0.04 

                                                  
After 
 

 
12.17±2.40 
 

  
12.23±1.75 

 

Dependent Two-Sample T Test 

 

The analysis of the scores obtained by the participants from the Fibromyalgia Impact 

Questionnaire before and after the treatment is presented in Table 11. 

 

The dependent two-sample t-test was used to analyze whether there was a statistically 

significant difference between the Fibromyalgia Impact Questionnaire scores before and 

after the treatment. The analysis results are given in Table 11, and it was concluded that 

the scores obtained from all the relevant scales decreased statistically significantly after 

the treatment (p<0.05). 
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Table 11. Analysis of the Difference Between Pre-Post Treatment Scores of Participants 

on Fibromyalgia Impact Questionnaire 

 

  1.Group   
(CTM) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

2.Group 
(Taping) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

Fibromyalgia 

Impact 

Questionnaire 

 
Before 

 
71.42±3.97 

 
 
0.00 

 
69.86±4.67 

 
 
0.00 

                                                  
After 
 

 
25.09±3.87 

  
27.17±3.08 

 

Dependent Two-Sample T Test 

 

The analysis of the scores obtained by the participants from the SF-36 Quality of Life 

Questionnaire before and after the treatment is presented in Table 12. 

 

The dependent two-sample t-test was used to analyze whether there was a statistically 

significant difference between the SF-36 Quality of Life Questionnaire scores before and 

after the treatment. The analysis results are given in Table 12, and it was concluded that 

the scores obtained from all the relevant scales decreased statistically significantly after 

the treatment (p<0.05). 
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 Table 12. Analysis of the Difference Between Pre-Post Treatment Scores of Participants 

on SF-36 Quality of Life Questionnaire 

 

 

Dependent Two-Sample T Test 

 

 

   1.Group   
(CTM) 

(n=17) 

 
Mean ± S.D. 

 
P  

Value 

2.Group 
(Taping) 

(n=17) 

 
Mean ± S.D. 

 
P  

Value 

  

Physical Function 
 

 

Before 

 

48.23 ± 7.89 

 

 
0.00 

 

51.17±17.98 

 

 
0.01 

                                                  

 

 

 

After 

 

85.29±5.98 

  

87.35±6.87 

 

 

  

Physical Role 

Difficulty 
 

 

Before 

 

26.4 ± 24.15 

  

25.0±19.76 

 

 

0.01 

  

 
 

 

After 

 

79.41±22.07 

0.01  

72.05±21.43 

 

SF-36 Quality of 

Life 

Questionnaire 

 

Pain 

 

 

Before 

 

17.64 ± 26.6 

  

25.49±27.71 

 

  

 

 

 

After 

 

74.26±5.21 

0.01  

73.23±7.94 

0.00 

 
 

 

 
 

 
General Health 

 

 
Before 

 
31.76 ± 5.28 

  
31.47±7.23 

 

  
 

 

 
After 

 
55.29±5.98 

0.02  
53.52±6.55 

 

0.00 

  
Energy/Vitality/Vitality 

 

 
Before 

 
49.64 ± 5.48 

  
49.64±5.66 

 

  
 

 

 
After 

 
61.76±4.98 

0.01  
60.88±2.64 

0.002 

  

Social Functioning  
 

 

Before 

 

32.35± 12.54  

  

33.08±15.27 

 

  

 
 

 

After 

 

77.94±12.12 

0.00  

75.73±11.24 

0.00 

  Emotional Role 

Difficulty 

 

 

Before 

 

23.08±9.29 

  

28.08±11.67 

 

  

 

 

 

After 

 

82.35±20.8 

0.00  

72.54±35.81 

0.00 

  
Mental Health 

 

 
Before 

 
30.29±5.14 

  
32.64±6.15 

 

  
 

 

 
After 

 
73.17±5.79 

0.02  
69.17±3.08 

0.01 
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An independent two-sample t-test was used to analyze whether there was a significant 

relationship between the differences between the scores of the participants on the McGill 

Pain Scale before and after the treatment (table 13), according to the type of treatment. 

No statistically significant difference was observed as a result of the analysis (p>0.05). 

 

Table 13. Compare of the Rate of Change in Score from McGill Pain Questionnaire 

 

 
 
McGill Pain 
Questionnaire 

1.Group   
(CTM) 
(n=17) 
 
Mean ± S.D. 

2.Group 
(Taping) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

    
 
      

 
48.64±9.06 

 
54.23±8.04 
 

 
0.06 
 

Independent Two-Sample T Test 

An independent two-sample t-test was used to analyze whether there was a significant 

relationship between the differences between the scores of the participants on the VAS 

before and after the treatment, according to the type of treatment (table 14). No 

statistically significant difference was observed as a result of the analysis (p>0.05). 

Table 14. Compare of the Rate of Change in Score from VAS 

 

  1.Group   
(CTM) 
(n=17) 
 
Mean ± S.D. 

2.Group 
(Taping) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

    
 
     VAS 

 
Rest 
 

 
5.00±1.22 

 
4.64±0.99 
 

 
0.36 
 

  
Motion 
 

 
4.64±1.41 

 
5.05±1.08 

 
0.34 
 

Independent Two-Sample T Test 

 

An independent two-sample t-test was used to analyze whether there was a significant 

relationship between the differences between the scores of the participants on the Beck’s 

Depression Inventory before and after the treatment, according to the type of treatment 

(table 15). No statistically significant difference was observed as a result of the analysis 

(p>0.05). 
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Table 15. Compare of the Rate of Change in Score from Beck’s Depression Inventory 

 

 
Beck’s 
Depression 
Inventory 

1.Group   
(CTM) 
(n=17) 
 
Mean ± S.D. 

2.Group 
(Taping) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

    
 
      

 
12.76±4.00 

 
11.64±3.14 
 

 
0.37 
 

Independent Two-Sample T Test 

An independent two-sample t-test was used to analyze whether there was a significant 

relationship between the differences in the scores of the participants from the 

Fibromyalgia Impact Questionnaire before and after treatment, according to the type of 

treatment. As a result of the analysis, a statistically significant difference was found 

(p>0.05). The difference in scores of the participants who received Connective Tissue 

Massage treatment was statistically significantly higher. 

 

Table 16. Compare of the Rate of Change in Score from Fibromyalgia Impact  

Questionnaire 

 

 
 
Fibromyalgia 
Impact 
Questionnaire 
 

1.Group   
(CTM) 
(n=17) 
 
Mean ± S.D. 

2.Group 
(Taping) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

  
46.33±4.19 

 
42.69±5.11 
 

 
0.03* 
 

Independent Two-Sample T Test 

 

An independent two-sample t-test was used to analyze whether there was a significant 

relationship between the differences between the scores of the participants on the SF-36 

Quality of Life Questionnaire before and after the treatment, according to the type of 

treatment (table 17). No statistically significant difference was observed as a result of the 

analysis (p>0.05). 
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Table 17. Compare of the Rate of Change in Score from SF-36 Quality of Life 

Questionnaire 

 

  1.Group   
(CTM) 
(n=17) 
 
Mean ± S.D. 

2.Group 
(Taping) 
(n=17) 
 
Mean ± S.D. 

 
P  
Value 

  
Physical Function 
 

 
37.05±9.36 

 
36.17±20.57 

 
0.87 

SF-36 Quality of 

Life 

Questionnaire 

 
Physical Role Difficulty 
 

 
52.94±38.4 

 
47.05±30.46 

 
0.62 

  
Pain 
 

 
64.70±38.13 

 
47.05±45.73 

 
0.23 

  
General Health 
 

 
30.00±7.28 

 
29.41±8.07 

 
0.82 

  
Energy/Vitality/Vitality 
 

 
23.52±7.19 

 
19.52±6.76 

 
0.10 

  
Social Functioning  
 

 
45.58±19.73 

 
42.64±18.78 

 
0.65 

  
Emotional Role 
Difficulty 
 

 
51.17±8.24 

 
45.14±17.33 

 
0.20 

  
Mental Health 
 

 
25.00±6.12 

 
20.88±6.43 

 
0.06 

Independent Two-Sample T Test 

 

In order to examine whether the treatment results differ according to demographic 

variables, analyzes were made using the score difference data before and after the 

treatment in terms of the scores obtained from the scales. The results of the analysis 

according to the gender variable are given in Table 18. In terms of patients who received 

treatment CTM, the difference between the scores obtained from the SF-36 quality of life 

scale before and after treatment did not differ according to gender, in other words, there 

was no significant difference between male and female patients in terms of improvement 

in quality of life (p>0.05). ). 
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Table 18. Analysis of the SF-36 Quality of Life Scale Scores of the Participants 

Receiving Treatment CTM by Gender 

 

  Gender N        Mean ±SD t p-

value 

Physical Function 
Boy 5 31,0 ±11,40 -1,847 

  
0.08 
  Woman 12 39,5 ±7,52 

Physical Role Difficulty 
Boy 5 55,00 ±51,23 0.138 0.89 
Woman 12 52,08 ±34,47 

ache 
Boy 5 53,33 ±55,77 -0.784 

  
0.44 
  Woman 12 69.44 ±30,01 

general health 
Boy 5 30,00 ±6.12 0,000 1,00 
Woman 12 30,00 ±7,97 

Energy / Vitality / Vitality 
Boy 5 21,60 ±5,36 -0.702 

  
0.49 
  Woman 12 24.33 ±7,90 

Social Functioning 
Boy 5 55,00 ±20,91 1,296 0.21 
Woman 12 41.66 ±18,71 

Emotional Role Difficulty 
Boy 5 52,50 ±12,11 0.416 

 
0.68 
  Woman 12 50,6 ±6.66 

Mental Health 
Boy 5 28,00 ±5,70 1,33 0.20 
Woman 12 23,75 ±6,07 

Independent two-sample t-test 

        The results of the analysis using the score data obtained from the VAS, FES, McGill 

Pain and Depression scales according to the gender variable are given in Table 19. In 

terms of patients who received treatment CTM, it was concluded that the difference 

between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ Depression 

Quest. scales before and after the treatment did not differ according to gender, in other 

words, there was no significant difference between male and female patients (p>0.05).  

  

Table 19. Analysis of the VAS, FIQ, McGill Pain and Beck’ Depression Quest. Scale 

Scores of the Participants Receiving Treatment CTM by Gender 

  Gender N        Mean ±SD t p-

value 

VAS at rest 
Boy 5 5,20 ±1,09 0.42 

 
0.67 
  Woman 12 4.91 ±1.31 

VAS in Motion 
Boy 5 4,40 ±0,54 -0.45 0.65 
Woman 12 4,75 ±1,65 

FIQ 
Boy 5 46,02 ±2.78 -0.19 

  
0.85 
 Woman 12 46.45 ±4,76 

McGill 
Boy 5 41,60 ±5,59 -2,33 0.03 
Woman 12 51,58 ±8,73 

Beck’ Depression Quest. 
Boy 5 10,40 ±3,50 -1,65 0.19 
Woman 12 13,75 ±3,91 

Independent two-sample t-test  
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The results of the analysis according to the gender variable for the patients who received 

Taping treatment are given in Table 20. In terms of patients who received Taping 

treatment, it was concluded that the difference between the scores obtained from the SF-

36 quality of life scale before and after the treatment did not differ according to gender, 

in other words, there was no significant difference between male and female patients in 

terms of improvement in quality of life (p>0.05). ). 

  

Table 20. Analysis of the SF-36 Quality of Life Scale Scores of the Participants 

Receiving Treatment Taping by Gender 

 

  Gender N        Mean ±SD p-

value 

Physical Function 
Boy 5 36,00± 11,93 0.98 

  Woman 12 36,25± 23,75 

Physical Role Difficulty 
Boy 5 65,00± 28,50 0.12 

  Woman 12 39,58± 29,11 

Pain 
Boy 5 40,00± 54,77 0.69 

  Woman 12 50,00± 43,80 

General health 
Boy 5 27,00± 11.51 0.44 

  Woman 12 30.41± 6,55 

Energy / Vitality / Vitality 
Boy 5 18,40± 10,03 0.67 

  Woman 12 20,00± 5.39 

Social Functioning 
Boy 5 55,00± 20,91 0.07 

  Woman 12 37,50± 15,99 

Emotional Role Difficulty 
Boy 5 38,50± 14,85 0.32 

  Woman 12 47,91± 18,11 

Mental Health 
Boy 5 21,00± 5,47 0.96 

  Woman 12 20.83± 7,01 
  

  

The results of the analysis using the score data obtained from the VAS, FIQ, McGill Pain 

and Beck’ Depression Quest. scales according to the gender variable are given in Table 

21. In terms of patients who received Taping treatment, it was concluded that the 

difference between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ 

Depression Quest. scales before and after the treatment did not differ according to gender, 

in other words, there was no significant difference between male and female patients 

(p>0.05). . 
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Table 21. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of Participants Receiving Treatment Taping by Gender 

 

  Gender N Mean ±SD t p-value 

VAS at rest 
Boy 5 5,00 ±0.70 0.93 

 
0.36 
  Woman 12 4,50 ±1,08 

VAS in Motion 
Boy 5 4,60 ±1.14 -1,13 

  
0.27 
  Woman 12 5,25 ±1,05 

FIQ 
Boy 5 42.60 ±7,34 -0.04 

  
0.96 
  Woman 12 42.73 ±4,29 

McGill 
Boy 5 56,80 ±6,68 0.84 

  
0.41 
  Woman 12 53,16 ±8,57 

Beck’ Depression 

Quest. 
Boy 5 12,40 ±1.14 0.62 

  
0.54 
  Woman 12 11.33 ±3,67 

  

 The results of the analysis according to the variable of educational status for patients 

receiving treatment CTM are given in Table 22. In terms of patients who received 

treatment CTM, the difference between the scores obtained from the SF-36 quality of life 

scale before and after treatment was significant only in terms of the improvement in the 

social functionality sub-dimension of the scale (p<0.05). On the other hand, it was 

concluded that the difference between the scores obtained from the other sub-dimensions 

of the scale did not change according to the educational status, in other words, there was 

no significant difference between the high school graduate and undergraduate graduate 

patients in terms of improvement in the related sub-dimension of quality of life (p>0.05). 
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Table 22. Analysis of the Scores of the Participants Receiving Treatment CTM from      

the SF-36 Quality of Life Scale by Educational Status 

 

  education N       Mean ±SD t p-

value 

Physical Function 
High school 10 37,00 ±10,05 -0.03 

  
0.97 
  Licence 7 37,14 ±9,06 

Physical Role Difficulty 
High school 10 42,50 ±37,36 -1,37 

  
0.18 
  Licence 7 67,85 ±37,40 

Pain 
High school 10 56.66 ±44,58 -1,04 

  
0.31 
  Licence 7 76,19 ±25,19 

General health 
High school 10 32,00 ±7,14 1,39 

  
0.18 
  Licence 7 27,14 ±6,98 

Energy / Vitality / 

Vitality 
High school 10 23,60 ±5,79 0.04 

  
0.96 
  Licence 7 23.42 ±9.36 

Social Functioning 
High school 10 53,75 ±16,71 2,29 

  
0.03 
  Licence 7 33.92 ±18,70 

Emotional Role 

Difficulty 
High school 10 49,25 ±9.13 -1,16 

  
0.26 
  Licence 7 53,92 ±6,43 

Mental Health 
High school 10 23,50 ±6,25 -1,22 

  
0.23 
  Licence 7 27,14 ±5,66 

Independent two-sample t-test 

 

 The results of the analysis using the score data obtained from the VAS, FIQ, McGill Pain 

and Beck’ Depression Quest. scales according to the educational status variable are given 

in Table 23. In terms of patients who received treatment CTM, the difference between the 

scores obtained from the VAS, FIQ, McGill Pain and Beck’ Depression 

Quest. scales before and after the treatment did not change according to the education 

level, in other words, there was no statistically significant difference between the high 

school graduate or undergraduate graduate patients (p. >0.05). 
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Table 23. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment CTM by Educational Status 

 

   

Education 
 

N 
                 

Mean 

 

±SD 
 

t 
 

p-value 

VAS at rest 
High school 10 5,00 ±1,15 0,00 

  
1,00 
  Licence 7 5,00 ±1,41 

VAS in Motion 
High school 10 4,20 ±1,22 -1,64 

  
0.12 
  Licence 7 5.28 ±1.49 

FIQ 
High school 10 46,39 ±4.49 0.07 

  
0.94 
  Licence 7 46.23 ±4,06 

McGill 
High school 10 47,30 ±9.32 -0.72 

  
0.48 
  Licence 7 50,57 ±9,03 

Beck’ Depression 

Quest. 
High school 10 12,40 ±4,22 -0.43 

  
0.66 
  Licence 7 13.28 ±3,94 

Independent two-sample t-test 

  

 The results of the analysis according to the variable of educational status for patients 

receiving Taping treatment are given in Table 24. In terms of patients who received B 

treatment, it was concluded that the difference between the scores obtained from the SF-

36 quality of life scale before and after the treatment did not change according to 

educational status, in other words, there was no significant difference in the improvement 

in quality of life between high school graduates and undergraduate patients (p> 0.05). 
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Table 24. Analysis of the Scores from the SF-36 Quality of Life Scale of the Participants 

Receiving Treatment Taping by Educational Status 

 

   

Education 
 

N 
       

      Mean 
 

±SD 
 

t 
 

p-

value 

Physical Function 
High school 9 42,22 ±15,83 1,31 

  

0.20 

  Licence 8 29,37 ±24,11 

Physical Role 

Difficulty 

High school 9 50,00 ±30,61 0.41 

 

0.68 

  Licence 8 43,75 ±32,04 

Pain 
High school 9 40.74 ±43,39 -0.59 

  

0.56 

  Licence 8 54,16 ±50,19 

general health 
High school 9 29.44 ±9.50 0.01 

 

0.98 

  Licence 8 29,37 ±6.78 

Energy / Vitality / 

Vitality 

High school 9 18,22 ±8,74 -0.83 

  

0.41 

  Licence 8 21,00 ±3,54 

Social Functioning 
High school 9 38.88 ±9,77 -0.86 

  

0.39 

  Licence 8 46,87 ±25,66 

Emotional Role 

Difficulty 

High school 9 51,94 ±15,29 1,83 

  

0.08 

  Licence 8 37,50 ±17,11 

Mental Health 
High school 9 22,22 ±6.66 0.90 

  

0.37 

  Licence 8 19.37 ±6,23 

Independent two-sample t-test 

  

 The results of the analysis using the score data obtained from the VAS, FIQ, McGill Pain 

and Beck’ Depression Quest. scales according to the educational status variable are given 

in Table 25. In terms of patients who received Taping treatment, it was concluded that 

the difference between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ 

Depression Quest. scales before and after the treatment did not change according to the 

education level, in other words, there was no statistically significant difference between 

the high school graduate or undergraduate graduate patients (p. >0.05). 
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Table 25. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment Taping by Educational Status 

 

   

Education 
 

N 
       

      Mean 
 

±SD 
 

t 
 

p-

value 

VAS at rest 
High school 9 4.55 ±1.13 -0.39 

  
0.70 
  Licence 8 4,75 ±0,88 

VAS in 

Motion 
High school 9 5.44 ±0,88 1,62 

  
0.12 
  Licence 8 4,62 ±1,18 

FIQ 
High school 9 42,17 ±6,03 -0.42 

  
0.67 
  Licence 8 43.27 ±4,18 

McGill 
High school 9 55,66 ±5,78 0.76 

  
0.45 
  Licence 8 52,62 ±10,19 

Beck’ 

Depression 

Quest. 

High school 9 12,22 ±2,63 0.79 0.44 

Licence 
8 11.00 ±3,70 

Independent two-sample t-test 

  

 The results of the analysis according to the age variable for the patients who received 

treatment CTM are given in Table 26. In terms of patients who received treatment CTM, 

the difference between the scores obtained from the SF-36 quality of life scale before and 

after treatment did not change according to age, in other words, there was no significant 

difference in improvement in quality of life among patients with different age groups 

(p>0, 0). 05). 
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Table 26. Analysis of the SF-36 Quality of Life Scale Scores of Participants Receiving 

Treatment CTM by Age 

 

  Age N                

Mean 
 

±SD 
t p-

value 

Physical Function 
25-35 10 38,50 ±9,73 0.74 

  
0.46 
  36 and above 7 35,00  ±9,12 

Physical Role Difficulty 
25-35 10 60,00 ±39,44 0.90 

  
0.38 
  36 and above 7 42,85 ±37,40 

ache 
25-35 10 60,00 ±40.97 -0.59 

  
0.56 
  36 and above 7 71.42 ±35,63 

general health 
25-35 10 30,50 ±6,43 0.32 

  
0.74 
  36 and above 7 29.28 ±8,86 

Energy / Vitality / 

Vitality 
25-35 10 24,00 ±8,00 0.31 

  
0.75 
  36 and above 7 22,85 ±6,41 

Social Functioning 
25-35 10 41,25 ±22,08 -1,09 

  
0.29 
  36 and above 7 51,78 ±15,18 

Emotional Role 

Difficulty 
25-35 10 50,75 ±8,82 -0.24 

  
0.80 
  36 and above 7 51,78 ±7,99 

Mental Health 
25-35 10 25,00 ±6.66 0,00 

  
1,0 
  36 and above 7 25,00 ±5,77 

Independent two-sample t-test 

  

 The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the age variable are given in Table 27. In 

terms of patients who received treatment CTM, the difference between the scores 

obtained from the VAS movement, FIQ, McGill Pain and Beck’ Depression 

Quest. scales before and after the treatment did not change according to age (p>0.05), but 

in terms of the scores obtained from the VAS at rest scale, it was observed that in patients 

aged 25-35 years. It was concluded that there was a higher rate of improvement than the 

patients aged 36 and over and this difference was statistically significant (p<0.05). 
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Table 27. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of Participants Receiving Treatment CTM by Age 

 

  Age N        Mean ±SD t p-

value 

VAS at rest 
25-35 10 5,50 ±1,17 2,25 

  

0.04 

  36 and above 7 4.28 ±0,95 

VAS in Motion 
25-35 10 5,10 ±1,28 1,66 

  

0.11 

  36 and above 7 4.00 ±1,41 

FIQ 
25-35 10 45,03 ±3,30 -1,59 

  

0.13 

  36 and above 7 48,18 ±4,86 

McGill 
25-35 10 49,80 ±8,92 0.61 

  

0.54 

  36 and above 7 47,00 ±9,71 

Beck’ Depression Quest. 
25-35 10 11,90 ±4,20 -1,06 0.30 

36 and above 7 14,00 ±3,65 

Independent two-sample t-test 

  

The results of the analysis according to the age variable for the patients who received 

Taping treatment are given in Table 28. In terms of patients who received B treatment, it 

was determined that the scores obtained from only the Energy/Vivacity/Vitality sub-

dimensions of the SF-36 quality of life scale differed according to age before and after 

treatment (p<0.05). Accordingly, the improvement of the patients in the 25-35 age group 

in terms of energy / vitality / vitality is statistically significantly higher than the older age 

group. 

 On the other hand, it was concluded that the difference between the scores obtained from 

the other sub-dimensions of the SF-36 quality of life scale did not change according to 

age, in other words, there was no significant difference in terms of improvement in quality 

of life among patients with different age groups (p>0.05). 
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Table 28. Analysis of the Scores from the SF-36 Quality of Life Scale of the Participants 

Receiving Treatment Taping by Age 

 

  Age N        Mean ±SD t p-

value 

Physical Function 
25-35 9 31.66 ±24,62 -0.956 

  
0.354 
  36 and 

above 
8 41,25 ±14,82 

Physical Role 

Difficulty 

25-35 9 41.66 ±27,95 -0.764 
  

0.457 
  36 and 

above 
8 53,12 ±33,90 

 Pain 
25-35 9 44,44 ±47,14 -0.243 

  
0.812 
  36 and 

above 
8 50,00 ±47,14 

general health 
25-35 9 30,00 ±6,61 0.309 

  
0.761 
  36 and 

above 
8 28,75 ±9,91 

Energy / Vitality / 

Vitality 

25-35 9 22,66 ±4.47 2,278 
  

0.038 
  36 and 

above 
8 16,00 ±7.40 

Social Functioning 
25-35 9 38.88 ±19.20 -0.868 

  
0.399 
  36 and 

above 
8 46,87 ±18,60 

Emotional Role 

Difficulty 

25-35 9 39.72 ±16,93 -1,411 
  

0.179 
  36 and 

above 
8 51,25 ±16,69 

Mental Health 
25-35 9 19.44 ±5,83 -0.976 

  
0.344 
  36 and 

above 
8 22,50 ±7.07 

Independent two-sample t-test 

  

The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the age variable are given in Table 29. In 

terms of patients who received Taping treatment, it was concluded that the difference 

between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ Depression 

Quest. scales before and after the treatment did not change according to age (p>0.05). 
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Table 29. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of Participants Receiving Treatment Taping by Age 

 

  Age N        Mean ±SD t p-value 

VAS at rest 
25-35 9 4.33 ±1.11 -1,42 

  
0.17 
  36 and above 8 5,00 ±0,75 

VAS in 

Motion 
25-35 9 4.88 ±1,05 -0.67 

  
0.51 
  36 and above 8 5,25 ±1,16 

FIQ 
25-35 9 43,44 ±3.36 0.63 

  
0.53 
  36 and above 8 41,84 ±6,73 

McGill 
25-35 9 53,66 ±9,30 -0.30 

  
0.76 
  36 and above 8 54,87 ±6,93 

Beck’ 

Depression 

Quest. 

25-35 9 11.55 ±3,50 -0.12 0.90 

36 and above 
8 11,75 ±2,91 

Independent two-sample t-test 

  

 The results of the analysis according to the variable of smoking status for patients 

receiving treatment CTM are given in Table 30. In terms of patients receiving treatment 

CTM, the difference between the scores obtained from the SF-36 quality of life scale 

before and after treatment did not differ according to smoking status, in other words, there 

was no significant difference in improvement in quality of life between smoking and non-

smoking patients (p> 0.05). 
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Table 30. Analysis of the SF-36 Quality of Life Scale Scores of the Participants 

Receiving Treatment CTM by Smoking Status 

 

  Cigaret N        

Mean 
 

±SD 

t p-value 

Physical Function 
Yes 9 34,44 ±9,82 -1,24 

  

0.23 

  No 8 40,00 ±8,45 

Physical Role Difficulty 
Yes 9 44,44 ±46,39 -0.96 

  

0.35 

  No 8 62,50 ±26,72 

Pain 
Yes 9 55,55 ±40,82 -1,05 

  

0.30 

  No 8 75,00 ±34,50 

general health 
Yes 9 28.33 ±6,61 -1,00 

  

0.33 

  No 8 31,87 ±7,98 

Energy / Vitality / Vitality 
Yes 9 22,22 ±6,35 -0.78 

  

0.44 

  No 8 25,00 ±8.21 

Social Functioning 
Yes 9 43.05 ±11,02 -0.54 

  

0.59 

  No 8 48.43 ±27.08 

Emotional Role Difficulty 
Yes 9 51,38 ±8.67 0.10 

  

0.91 

  No 8 50.93 ±8,33 

Mental Health 
Yes 9 27,77 ±3,63 2,21 

  

0.04 

  No 8 21,87 ±7,03 

Independent two-sample t-test 

  

 The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the smoking status variable are given in 

Table 31. In terms of patients who received treatment CTM, it was concluded that the 

difference between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ 

Depression Quest. scales before and after the treatment did not differ according to the 

smoking status (p>0.05). 

  

Table 31. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment CTM by Smoking Status 

 

  Smoking N        Mean ±SD t p-value 

VAS at rest 
Yes 9 4.66 ±1.11 -1,20 

  
0.24 
  No 8 5,37 ±1,30 

VAS in Motion 
Yes 9 4.55 ±1,33 -0.27 

  
0.78 
  No 8 4,75 ±1,58 

FIQ 
Yes 9 46.32 ±4.13 -0.00 

  
0.99 
  No 8 46,33 ±4,53 

McGill 
Yes 9 47.22 ±8,54 -0.67 

  
0.51 
  No 8 50,25 ±9,95 

Beck’ 

Depression 

Quest. 

Yes 9 11.66 ±3,80 -1,21 
  

0.24 
  

No 
8 14,00 ±4.10 

Independent two-sample t-test 
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The results of the analysis according to the variable of smoking status for the patients 

who received treatment Taping are given in Table 32. In terms of patients receiving 

Taping treatment, the scores obtained from only the mental health sub-dimension of the 

SF-36 quality of life scale before and after the treatment differed according to the variable 

of smoking status, the improvement in mental health of the patients who declared that 

they did not smoke was higher than the patients who smoked. it was concluded that this 

difference was statistically significant (p<0.05). On the other hand, it was concluded that 

the difference between the scores obtained from the other sub-dimensions of the scale did 

not change according to the smoking status, in other words, there was no significant 

difference between the smoking and non-smoking patients in terms of the improvement 

in the quality of life related to the relevant sub-dimensions (p>0.05). 

  

Table 32. Analysis of the SF-36 Quality of Life Scale Scores of the Participants 

Receiving Treatment Taping by Smoking Status 

 

  Smoking N        Mean ±SD t p-value 

Physical Function 
Yes 9 33,33 ±27,61 -0.59 

  
0.56 
  No 8 39,37 ±8,63 

Physical Role 

Difficulty 
Yes 9 52,77 ±19,54 0.81 

  
0.42 
  No 8 40,62 ±39,94 

Pain 
Yes 9 55,55 ±40,82 0.80 

  
0.43 
  No 8 37,50 ±51,75 

general health 
Yes 9 30,00 ±7,50 0.30 

  
0.76 
  No 8 28,75 ±9.16 

Energy / Vitality / 

Vitality 
Yes 9 16.88 ±7.42 -1,82 

  
0.08 
  No 8 22,50 ±4,75 

Social Functioning 
Yes 9 41.66 ±22,53 -0.22 

  
0.82 
  No 8 43,75 ±14,94 

Emotional Role 

Difficulty 
Yes 9 41,94 ±14,01 -0.79 

  
0.43 
  No 8 48,75 ±20,83 

Mental Health 
Yes 9 23.88 ±4,85 2,30 

  
0.03 
  No 8 17,50 ±6,54 

Independent two-sample t-test 

 

 The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the variable of smoking status are given in 

Table 33. In terms of patients receiving Taping treatment, it was concluded that the 

difference between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ 

Depression Quest. scales before and after the treatment did not differ according to the 

smoking status (p>0.05). 
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Table 33. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment Taping by Smoking Status 

 

  Smoking N        Mean ±SD t p-value 

VAS at rest 
Yes 9 4.88 ±0,60 1,06 

 
0.30 
  No 8 4,37 ±1,30 

VAS in 

Motion 
Yes 9 5,55 ±1.13 2,23 

  
0.04 
  No 8 4,50 ±0,75 

FIQ 
Yes 9 42,79 ±4,90 0.08 

  
0.93 
  No 8 42,58 ±5,68 

McGill 
Yes 9 51,88 ±7,63 -1,30 

  
0.21 
  No 8 56,87 ±8.13 

Beck’ 

Depression 

Quest. 

Yes 9 12,22 ±2,58 0.79 
  

0.44 
  

No 
8 11.00 ±3,74 

Independent two-sample t-test 

  

The analysis results according to the alcohol use status variable for patients receiving 

treatment A are given in Table 34. In terms of patients who received treatment CTM, it 

was concluded that the difference between the scores obtained from the SF-36 quality of 

life scale before and after the treatment did not differ according to alcohol use, in other 

words, there was no significant difference in the improvement in quality of life between 

patients who used alcohol and those who did not (p> 0.05). 

 

Table 34. Analysis of the SF-36 Quality of Life Scale Scores of the Participants 

Receiving Treatment CTM by Alcohol Use Status 

 

  Alcohol N        Mean ±SD t p-value 

Physical Function 
Yes 6 40,00 ±9,48 0.95 

  

0.35 

  No 11th 35.45 ±9.34 

Physical Role Difficulty 
Yes 6 37,50 ±34,46 -1,24 

  

0.23 

  No 11th 61.36 ±39,31 

Pain 
Yes 6 61,11 ±49,06 -0.27 

  

0.78 

  No 11th 66.66 ±33,33 

general health 
Yes 6 31.66 ±6.83 0.68 

  

0.50 

  No 11th 29,09 ±7,68 

Energy / Vitality / Vitality 
Yes 6 20,00 ±6,69 -1,55 

  

0.14 

  No 11th 25,45 ±6,99 

Social Functioning 
Yes 6 52,08 ±18,39 1,00 

  

0.33 

  No 11th 42,04 ±20,36 

Emotional Role Difficulty 
Yes 6 53,75 ±10.09 0.94 

  

0.35 

  No 11th 49.77 ±7,19 

Mental Health 
Yes 6 26.66 ±6.83 0.82 

  

0.42 

  No 11th 24,09 ±5,83 

Independent two-sample t-test 
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 The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the variable of alcohol use are given in Table 

35. In terms of patients who received treatment CTM, it was concluded that the difference 

between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ Depression 

Quest. scales before and after the treatment did not differ according to the alcohol use 

status (p>0.05). 

 

Table 35. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment CTM by Alcohol Use Status 

 

  Alcohol N        Mean ±SD t p-value 

VAS at rest 
Yes 6 5.16 ±1,16 0.40 

  
0.69 
  No 11th 4.90 ±1,30 

VAS in Motion 
Yes 6 4.66 ±1.03 0.04 

  
0.96 
  No 11th 4.63 ±1.62 

FIQ 
Yes 6 47,50 ±5,23 0.84 

  
0.40 
  No 11th 45,68 ±3,61 

McGill 
Yes 6 53,00 ±9.75 1,52 

  
0.14 
  No 11th 46.27 ±8.14 

Beck’ Depression 

Quest. 
Yes 6 11.66 ±2,94 -0.82 

  
0.42 
  No 11th 13.36 ±4,50 

Independent two-sample t-test 

  

 The analysis results according to the variable of alcohol use status for patients receiving 

Taping treatment are given in Table 36. In terms of patients who received Taping 

treatment, it was concluded that the difference between the scores obtained from the 

General Health sub-dimension of the SF-36 quality of life scale before and after the 

treatment was statistically significant (p<0.05). In terms of the general health sub-

dimension, the improvement of the participants who declared that they used alcohol was 

higher than those who did not use alcohol. 

 

 It was concluded that the difference between the scores obtained from the other sub-

dimensions of the scale did not change according to the alcohol use status, in other words, 

there was no significant difference in the improvement in the quality of life between the 

patients who used alcohol and those who did not (p>0.05). 
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Table 36. Analysis of the SF-36 Quality of Life Scale Scores of the Participants 

Receiving Treatment Taping by Alcohol Use Status 

 

  Alcohol N        Mean ±SD t p-value 

Physical Function 
Yes 9 33,33 ±27,61 2,22 

  
0.04 
  No 8 39,37 ±8,63 

Physical Role Difficulty 
Yes 9 52,77 ±19,54 1,24 

  
0.23 
  No 8 40,62 ±39,94 

Pain 
Yes 9 55,55 ±40,82 0.80 

  
0.43 
  No 8 37,50 ±51,75 

general health 
Yes 9 30,00 ±7,50 2,95 

  
0.01 
  No 8 28,75 ±9.16 

Energy / Vitality / 

Vitality 
Yes 9 16.88 ±7.42 -1,14 

  
0.27 
  No 8 22,50 ±4,75 

Social Functioning 
Yes 9 41.66 ±22,53 1,07 

  
0.30 
 No 8 43,75 ±14,94 

Emotional Role 

Difficulty 
Yes 9 41,94 ±14,01 0.79 

  
0.43 

 No 8 48,75 ±20,83 

Mental Health 
Yes 9 23.88 ±4,85 1,31 

  
0.20 
  No 8 17,50 ±6,54 

Independent two-sample t-test 

 

 The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the variable of alcohol use are given in Table 

37. In terms of patients who received Taping treatment, it was concluded that the 

difference between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ 

Depression Quest. scales before and after the treatment did not change according to the 

alcohol use status (p>0.05). 

  

Table 37. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment Taping by Alcohol Use Status 

  Alcohol N        Mean ±SD t p-value 

VAS at rest 
Yes 9 4.88 ±0,60 -1,42 

  
0.17 
  No 8 4,37 ±1,30 

VAS in Motion 
Yes 9 5,55 ±1.13 -1,66 

  
0.11 
  No 8 4,50 ±0,75 

FIQ 
Yes 9 42,79 ±4,90 1,01 

  
0.32 
  No 8 42,58 ±5,68 

McGill 
Yes 9 51,88 ±7,63 0.89 

  
0.38 
  No 8 56,87 ±8.13 

Beck’ Depression 

Quest. 
Yes 9 12,22 ±2,58 0.02 

  
0.97 
  No 8 11.00 ±3,74 

Independent two-sample t-test 
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The results of the analysis according to the variable of having FMS in the family for 

patients receiving treatment CTM are given in Table 38. In terms of patients who received 

treatment CTM, the difference between the scores obtained from the pain and emotional 

role difficulty sub-dimensions of the SF-36 quality of life scale before and after treatment 

was statistically significant (p<0.05). For both sub-dimensions, the development of the 

participants who declared that they had FMS in their family was higher than those who 

did not have FMS in their family. 

 It was observed that the difference between the scores obtained from the other sub-

dimensions of the scale did not change according to the presence of FMS in the family 

(p>0.05). 

 

Table 38. Analysis of the Scores from the SF-36 Quality of Life Scale of the Participants 

Receiving Treatment CTM, by Presence of FMS in the Family 

 

  FMS in the 

family 
N        Mean ±SD t p-

value 

Physical Function 
Yes 6 35.83 ±9,70 -0.38 

  
0.70 
  No 11 37,72 ±9,58 

Physical Role Difficulty 
Yes 6 62,50 ±37,91 0.74 

  
0.46 
  No 11 47.72 ±39,45 

Pain 
Yes 6 88,88 ±17,21 2,13 

  
0.05 
  No 11 51,51 ±40,45 

general health 
Yes 6 28.33 ±5,16 -0.68 

  
0.50 
  No 11 30,90 ±8.31 

Energy / Vitality / 

Vitality 
Yes 6 22,66 ±8,26 -0.35 

  
0.72 
  No 11 24,00 ±6,92 

Social Functioning 
Yes 6 45,83 ±25,81 0.03 

  
0.97 
  No 11 45,45 ±17,02 

Emotional Role 

Difficulty 
Yes 6 59,16 ±5,62 4,22 

  
0.00 
 No 11 46,81 ±5,81 

Mental Health 
Yes 6 25,00 ±7,74 0,00 

  
1,00 
  No 11 25,00 ±5,47 

Independent two-sample t-test 

  

 The results of the analysis using the score data obtained from the VAS, FIQ, McGill Pain 

and Beck’ Depression Quest. scales according to the variable of presence of FMS in the 

family are given in Table 39. In terms of patients who received treatment CTM, it was 

concluded that the difference between the scores obtained from the VAS, FIQ, McGill 

Pain and Beck’ Depression Quest. scales before and after the treatment did not differ 

according to the presence of FMS in the family (p>0.05). 

 



45 
 

Table 39. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment CTM by FMS in the Family 

 

  FMS in 

the 

family 

N        Mean ±SD t p-value 

VAS at rest 
Yes 6 5,00 ±1,41 0,00 

  
1,00 
  No 11 5,00 ±1,18 

VAS in Motion 
Yes 6 4,50 ±1,37 -0.30 

  
0.76 
  No 11 4.72 ±1,48 

FIQ 
Yes 6 48.47 ±3.28 1,63 

  
0.12 
  No 11 45,16 ±4,29 

McGill 
Yes 6 50,33 ±9.28 0.55 

  
0.58 
  No 11 47.72 ±9,26 

Beck’ Depression 

Quest. 
Yes 6 14,00 ±4.47 0.93 

  
0.36 
  No 11 12,09 ±3,78 

Independent two-sample t-test 

  

The results of the analysis according to the variable of having FMS in the family for 

patients receiving Taping treatment are given in Table 40. In terms of patients who 

received Taping treatment, it was observed that the difference between the scores 

obtained from the sub-dimensions of the SF-36 quality of life scale before and after 

treatment did not differ according to the presence of FMS in the family (p>0.05). 

  

 

 

 

 

 

 

 

 

 

 

 

 

 



46 
 

Table 40. Analysis of the Scores from the SF-36 Quality of Life Scale of the Participants 

Receiving Treatment Taping, by Presence of FMS in the Family 

 

  FMS in 

the 

family 

N        Mean ±SD t p-

value 

Physical Function 
Yes 6 42,50 12,14 0.93 

  
0.36 
  No 11 32,72 23.80 

Physical Role 

Difficulty 
Yes 6 54,16 29,22 0.69 

  
0.49 
  No 11 43,18 31,80 

ache 
Yes 6 44,44 40,36 -0.16 

  
0.86 
  No 11 48,48 50,25 

general health 
Yes 6 34.16 4,91 1,94 

  
0.07 
  No 11 26,81 8,44 

Energy / Vitality / 

Vitality 
Yes 6 20,66 3,93 0.50 

  
0.62 
  No 11 18,90 8,01 

Social Functioning 
Yes 6 39,58 12,28 -0.48 

  
0.63 
  No 11 44,31 21,91 

Emotional Role 

Difficulty 
Yes 6 47,08 14,78 0.33 

  
0.74 
  No 11 44,09 19.17 

Mental Health 
Yes 6 23.33 5,16 1,17 

  
0.25 
  No 11 19.54 6.87 

Independent two-sample t-test 

 

The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the variable of FMS in the family are given 

in Table 41. In terms of patients who received Taping treatment, it was determined that 

there was a difference in the scores they got from the VAS Resting scale before and after 

the treatment, according to the presence of FMS in the family (p<0.05). Specifically, for 

the resting sub-dimension of the VAS scale, the recovery rate of patients who declared 

that they did not have FMS in their family was higher than those who declared that they 

had FMS in their family. 

 

 On the other hand, it was concluded that the difference between the scores obtained 

from the FIQ, McGill Pain and Beck’ Depression Quest. scales for treatment Taping did 

not differ according to the presence of FMS in the family (p>0.05). 
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Table 41. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment Taping by FMS in the Family 

 

  FMS in 

the 

family 

N        Mean ±SD t p-value 

VAS at rest 
Yes 6 3.83 ±1,16 -3,07 

  
0.00 
  No 11 5,09 ±0.53 

VAS in Motion 
Yes 6 4.83 ±1,16 -0.61 

  
0.54 
  No 11 5.18 ±1.07 

FIQ 
Yes 6 44,57 ±4.44 1,12 

  
0.27 
  No 11 41.66 ±5,36 

McGill 
Yes 6 54,33 ±7.14 0.03 

  
0.97 
  No 11 54,18 ±8,82 

Beck’ Depression Quest. 
Yes 6 11.66 ±2,94 0.01 

  
0.98 
  No 11 11.63 ±3,38 

Independent two-sample t-test 

  

 The analysis results using the score data from the SF-36 Quality of Life Scale according 

to the disease duration variable are given in Table 42. In terms of patients who received 

treatment CTM, it was concluded that the difference between the scores obtained from 

the sub-dimensions of the SF-36 Quality of Life Scale before and after the treatment did 

not change according to the duration of the disease (p>0.05). 
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Table 42. Analysis of the SF-36 Quality of Life Scale Scores of the Participants 

Receiving Treatment CTM by Disease Duration 

 

  Disease 

Duration 
 

N 
       

Mean 
 

±SD 
 

t-value 
 

p-value 

Physical Function 
1 year 9 33.88 ±9,61 1,30 0.30 
2 years 4 42,50 ±10,40 
over 3 years 4 38,75 ±6,29 

Physical Role 

Difficulty 

1 year 9 61,11 ±39,74 0.50 0.61 
2 years 4 50,00 ±45,64 
over 3 years 4 37,50 ±32,27 

Pain 
1 year 9 62,96 ±45,47 0.19 0.82 
2 years 4 58.33 ±41,94 
over 3 years 4 75,00 ±16,66 

general health 
1 year 9 27,77 ±6.66 1,00 0.39 
2 years 4 31,25 ±10,30 
over 3 years 4 33,75 ±4,78 

Energy / Vitality / 

Vitality 

1 year 9 24.44 ±7,33 1,91 0.18 
2 years 4 27,00 ±5,03 
over 3 years 4 18,00 ±6,92 

Social Functioning 
1 year 9 43.05 ±25,08 0.76 

  

0.48 
 2 years 4 56,25 ±12.50 

over 3 years 4 40,62 ±6,25 

Emotional Role 

Difficulty 

1 year 9 51.66 ±9.18 0.21 0.80 
2 years 4 48,75 ±5,95 
over 3 years 4 52,50 ±9,57 

Mental Health 
1 year 9 25,55 ±6,34 0.10 0.89 
2 years 4 23,75 ±6,29 
over 3 years 4 25,00 ±7.07 

ANOVA Analysis 

  

The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the disease duration are given in Table 43. In 

terms of patients who received treatment CTM, it was concluded that the difference 

between the scores obtained from the VAS, FIQ, McGill Pain and Beck’ Depression 

Quest. scales before and after the treatment did not change according to the duration of 

the disease (p>0.05). 
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Table 43. Analysis of the VAS, FIQ, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment CTM by Disease Duration 

 

  Disease 

Duration 
N        Mean ±SD t-value p-value 

VAS at rest 

1 year 9 5.33 ±1,32 0.72 
  

0.50 
  2 years 4 4,50 ±1,29 

over 3 

years 
4 4,75 ±0.95 

VAS in Motion 

1 year 9 4.77 ±1,56 0.18 0.83 
2 years 4 4,25 ±1,50 
over 3 

years 
4 4,75 ±1,25 

FIQ 

1 year 9 45,89 ±3.12 0.53 0.59 
2 years 4 45.39 ±5.42 
over 3 

years 
4 48.25 ±5,60 

McGill 

1 year 9 46,22 ±6,99 0.71 0.50 
2 years 4 50,25 ±12,01 
over 3 

years 
4 52,50 ±11,09 

Beck’ Depression 

Quest. 

1 year 9 12,22 ±4,26 0.81 0.46 
2 years 4 15,00 ±4.24 
over 3 

years 
4 11,75 ±3,20 

ANOVA Analysis 

  

 The results of the analysis using the score data from the SF-36 Quality of Life Scale 

according to the disease duration variable are given in Table 44. In terms of patients who 

received Taping treatment, it was observed that the scores they got from only the physical 

role difficulty sub-dimension of the SF-36 Quality of Life Scale before and after the 

treatment differed according to the duration of the disease (p<0.05). As a result of the 

post-hoc test performed to determine which group caused the difference, it was 

determined that the improvement of patients with a disease duration of 1 year was 

statistically significantly higher than the other two groups. 

 On the other hand, it was concluded that the difference between the scores obtained from 

the other sub-dimensions of the SF-36 Quality of Life Scale did not change according to 

the duration of the disease (p>0.05). 

  



50 
 

Table 44. Analysis of the Scores from the SF-36 Quality of Life Scale of the Participants 

Receiving Treatment Taping by Disease Duration 

 

  Disease 

Duration 
 

N 
       

Mean 
 

±SD 
 

t-value 
 

p-value 

Physical Function 

1 year 5 29,00 ±34.35 0.64 0.53  

2 years 6 35,00 ±10,48  

over 3 years 6 43,33 ±13,66  

Physical Role 

Difficulty 

1 year 5 75,00 ±25,00 4,21 0.03  

2 years 6 37,50 ±26,22  

over 3 years 6 33,33 ±25,81  

ache 

1 year 5 66.66 ±47,14 0.62 0.55  

2 years 6 38.88 ±44,30  

over 3 years 6 38.88 ±49,06  

general health 

1 year 5 32,00 ±6,70 0.58 0.56  

2 years 6 30,00 ±6,32  

over 3 years 6 26.66 ±10,80  

Energy / Vitality / 

Vitality 

1 year 5 20,00 ±4,89 0.22 0.80  

2 years 6 18,00 ±8.29  

over 3 years 6 20,66 ±7,33  

Social Functioning 

1 year 5 42,50 ±31,37 0.42 0.66  

2 years 6 37,50 ±13,69  

over 3 years 6 47,91 ±9,40  

Emotional Role 

Difficulty 

1 year 5 42,50 ±12,62 0.39 0.68  

2 years 6 42,08 ±15,44  

over 3 years 6 50.41 ±23.31  

Mental Health 

1 year 5 23,00 ±6,70 0.45 0.64  

2 years 6 19.16 ±4,91  

over 3 years 6 20.83 ±8,01  
             

ANOVA Analysis 

  

 The results of the analysis using the score data from the VAS, FIQ, McGill Pain and 

Beck’ Depression Quest. scales according to the disease duration are given in Table 45. In 

terms of patients receiving Taping treatment, it was concluded that the difference between 

the scores obtained from the VAS, FIQ, McGill Pain and Beck’ Depression 

Quest. scales before and after the treatment did not change according to the duration of 

the disease (p>0.05). 
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Table 45. Analysis of the VAS, FES, McGill and Beck’ Depression Quest. Scale Scores 

of the Participants Receiving Treatment Taping by Disease Duration 

 

  Disease Duration N        Mean ±SD t-value p-value 

VAS at rest 
1 year 5 4.00 ±1,22 1,66 0.22 
2 years 6 4.83 ±0.98 
over 3 years 6 5,00 ±0.63 

VAS in 

Motion 

1 year 5 4,40 ±1.14 2,12 0.15 
2 years 6 5,00 ±1,09 
over 3 years 6 5.66 ±0.81 

FIQ 
1 year 5 45,75 ±5,05 2,27 0.13 
2 years 6 43,16 ±3,90 
over 3 years 6 39.67 ±5,24 

McGill 
1 year 5 51,20 ±11,81 0.68 0.52 
2 years 6 54,00 ±7.21 
over 3 years 6 57,00 ±4,97 

Beck’ 

Depression 

Quest. 

1 year 5 13,60 ±2,07 1,53 0.25 
2 years 6 10,50 ±3,50 
over 3 years 6 11.16 ±3.18 

ANOVA Analysis 
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5. DISCUSSION and CONCLUSIONS 

No significant difference was found when the questionnaire results of the participants 

were compared before the treatment. This result is important for the homogeneity of the 

analyses.In the study in which we compared the effects of Connective Tissue Massage 

and Taping on fibromyalgia patients, it was determined that there was a positive change 

in the patients in both groups. In our study, patients with FM were followed up before 

and after treatment in terms of pain, depression and quality of life. Positive changes were 

observed in these values recorded before and after the treatment. Due to the positive 

effects of both treatment methods applied on FM patients, the literature showed that both 

connective tissue massage and taping could be preferred. 

 

When the literature is reviewed, various methods are used for the treatment of 

fibromyalgia. These methods are; pharmacological treatment, aerobic exercises, exercises 

to increase flexibility, stretching exercises, strengthening exercises, electrotherapy, yoga, 

hydrotherapy, balneotherapy, biofeedback, acupuncture, tai chi, body awerness, pilates. 

Different combinations of these methods are used in the treatment of fibromyalgia 

syndrome (84,85). 

 

Evaluation methods used in our study; socio-demographic information, SF-36 Quality of 

Life Scale, VAS, Fimromyalgia Impact Questionnaire, McGill Pain Scale, Beck's 

Depression Scale. The study will be discussed in line with these surveys. 

 

70.6% of the patients participating in the study were women and 29.4% were men. While 

44.1% of the participants are in the 36-50 age group, 55.9% are in the 25-35 age group. 

When the literature is examined, FMS frequently affects the age range of 30-50 years, 

and its prevalence varies between 4% in men and 2.5-10% in women (6-26). 

 

FMS, which has symptoms such as widespread body aches, tender points in some body 

parts, constant fatigue, and sleep disturbance due to pain, causes both physical and mental 

disorders and can negatively affect the quality of life of the person (41). 

 

One of the most important symptoms in individuals with FM is pain (42). When the 

studies in the literature are examined, it is known that CTM and Taping treatments reach 

statistically significant results in terms of reducing pain (71,79,80,81). 
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Bakar et al. found that there was a significant improvement in SCM muscle algometer 

values in the classical massage and connective tissue massage groups that they applied in 

a single session in 45 female individuals aged 25-45 with chronic neck pain (91). 

 

Vayvay et al. investigated the effects of kinesio tape and laser application together with 

exercise applications on pain, flexibility, anxiety, depression, quality of life and 

functional status in fibromyalgia syndrome. In the study, 45 patients were divided into 3 

groups. Laser was applied to the 1st group, placebo laser was applied to the 2nd group, 

and kinesio tape was applied to the 3rd group. Obtained results; There were significant 

differences in rest and night pain in groups 2 and 3, and a significant difference in group 

1 in terms of activity. As a result, it was stated that kinesio tape application could be 

preferred to laser application method (86). 

 

GonzáLez-Iglesias et al. In a study conducted by 41 patients, the patients with acute neck 

and spine pain were compared with the control group who were treated with kinesio tape. 

In the follow-up after 24 hours, patients who applied kinesio tape for pain showed 

improvement in pain and normal range of motion compared to the control group (87). 

 

Kavlak et al. Different physical therapy for neck pain done by Kinesio tape and classical 

treatment methods were compared in the study in which the effectiveness of the methods 

was investigated. Sixty patients with neck pain were included in the study, and classical 

treatment, classical treatment and mobilization, classical treatment and kinesio tape 

groups were formed, each consisting of 20 groups. The effects of pain on pain levels and 

daily life were evaluated by visual analog scale and neck adequacy index. At the end of 

the study, it was observed that all three groups gave significant results after the treatment, 

and no superiority was observed in the comparison between the groups (88). 

According to the results of the Pain and Quality of Life Scale obtained in our study, the 

positive result of the taping application overlaps with the literature. When the connective 

tissue massage and taping treatments were compared, no superiority was found.. 

 

Due to the frequent occurrence of depression in patients suffering from fibromyalgia, 

FMS is also referred to as a psychological disease in the literature (82). In our study, 

Beck's Depression Scale was used to evaluate depression status. As a result of the 

questionnaires applied to the participants before and after both treatment methods, a 
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statistically significant decrease was found in the level of depression. However, when the 

two treatment methods were compared, no superiority was found over each other. 

 

Limitation of movement and depression due to trigger points can negatively affect quality 

of life. Studies in the literature have found that patients with FM have pain, fear of 

movement, and low quality of life in their social lives (83). Lorente et al. In a study 

conducted on 65 individuals, 35 of whom were diagnosed with fibromyalgia and 30 of 

whom were control group patients, in 2014, it was found that patients with fibromyalgia 

syndrome had more severe pain in the physical and social areas, more fear of movement, 

and lower quality of life (89). 

Soran et al. In the study conducted by fibromyalgia in which the relationship between 

depression symptom severity and clinical findings was investigated; Pain severity, 

physical disability, disease severity, and depression level were evaluated with 29 

fibromyalgia and 38 healthy individuals. As a result of the study, it was observed that 

physical disability in individuals with fibromyalgia was not different from healthy 

individuals, depression symptoms were higher than healthy individuals, and the level of 

depression was associated with the severity of the disease (90). 

Van Den Houte et al. In the study he conducted on 153 individuals, 135 of whom were 

women, with the diagnosis of fibromyalgia, physiotherapy, psychomotor and 

psychoeducation was applied to the individuals once a week for the first two weeks during 

the treatment applied for 12 weeks, and then the individuals were included in the 

treatment program 3 days a week for the following 10 weeks. Each week, individuals 

received 2 hours of occupational therapy, 3 hours of physiotherapy, 1 hour of 

psychomotor therapy, 2 hours of psycho-education and 1 hour of group psychotherapy. 

Questionnaires applied to individuals were administered before and after the treatment, 

and when the results were compared, they revealed that the applied treatment reduced 

basic anxiety, depression, and kinesiophobia (16). When the Fibromyalgia Impact 

Questionnaire, which is a questionnaire specific to fibromyalgia syndrome before and 

after the treatment, was examined, it was found that both treatment methods had 

significantly positive results, and that the Taping application was more effective than the 

CTM application. The SF-36 Questionnaire, which was used to measure quality of life, 

was administered to both groups before and after treatment. The scores they got in the 

subgroups of the SF-36 Questionnaire showed that both treatments were significant in a 

positive way, but there was no superiority between the treatment methods. 
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At the end of this study, it was found that CTM and Taping techniques were effective on 

patients with FM. In line with the statistical data, it has been determined that CTM and 

Taping applications reduce the severity of pain and depression level and increase the 

quality of life. However, with the exception of the results of the Fibromyalgia Impact 

Questionnaire, one treatment modality was not found to be superior to the other. At the 

end of the study, it was found that both treatment methods can be effective on patients 

with FM. 

 

Although there are many studies on fibromyalgia syndrome in the literature, studies of 

CTM and Taping applications are limited. There is a need for more studies on the subject 

in a larger population and in which the long-term effects of treatment methods can be 

seen. 

The problems caused by fibromyalgia, the burden it brings to health expenditures, affect 

the physical, mental and social status of the person, reducing the participation of 

individuals in activities, and decreasing their daily life activity independence and quality 

of life. A multidisciplinary approach is of great importance in the treatment of 

fibromyalgia. Physiotherapists, who are an important part of the multidisciplinary team, 

form integrated members of fibromyalgia treatment with their contributions to the 

determination of individual programs, preventive physiotherapy, physical activity and 

exercise programs. For this reason, it is important to increase awareness of individuals 

diagnosed with fibromyalgia in cooperation with rheumatology outpatient clinics by 

starting early period information and family education programs that will ensure posture, 

reduce pain, improve functional capacity and quality of life, by a physiotherapist in the 

early period. 

 

 

 

 

Limitation of The Study 

The shortcoming of the study is the absence of a third group in which connective tissue 

massage and taping were applied simultaneously. Although both treatments were 

successful as a result of our study, would both treatments be better at the same time? The 

answer to the question is missing. 
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At the same time, our study focused on short-term results. Long-term outcomes of both 

connective tissue massage and taping therapy have not been established. 
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7. APPENDIXES 

7.1. Appendix 1. Socio-Demographic Information 

                                   

                                    HASTA DEĞERLENDİRME FORMU  

 

 

1. Adı soyadı:                                                                                                                      Yaş: 

 2. Cinsiyet: Erkek: Kadın:  

3. Meslek:     a. Ev hanımı           b. Öğrenci        c. Memur       d. İşçi           e. Özel şirket            

f. Diğer 

 4. Eğitim durumu: a. Okuma yazma bilmiyor b. Okuma yazma biliyor c. İlkokul d. 

Ortaokul e. Lise f. Yüksekokul g. Lisans h. Lisansüstü  

5. Adres:                                                                                           tlf: 

 6. Medeni durumu:     Evli:               Bekar:                 Boşanmış/eş vefatı:  

7. Kilo:                              Boy:                                            BMI:  

8. Çalışma durumu:   Çalışıyor:       Çalışmıyor:  

9. Hastalık süresi: …………ay ………..yıl  

10. Kullanılan ilaçlar:  

11. Sigara Kullanımı: Evet: Hayır:  

12. Alkol kullanımı: Evet: Hayır:  

13. Ailede fms olan var mı? Evet: Hayır:  
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7.2. Appendix 2. McGill-Melzeck Pain Questionnaire 
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7.3. Appendix 3. VAS 

 

 

 

 

 



68 
 

7.4. Appendix 4. Beck’s Depression Inventory 

 

 

 

 

 



69 
 

 

 

 

 

 

 



70 
 

 

 

 

 

 

 



71 
 

7.5. Appendix 5. Fibromyalgia Impact Questionnaire 
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7.6. Appendix 6. SF-36 Quality of Life Questionnaire 
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7.7. Appendix 7. Informed Written Consent 
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7.8.  Appendix 8. Ethical Approval  

 


