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Objectives

■ Brief review of the history of fibromyalgia

■ Synopsis of current scientific understanding of this syndrome

■ Review symptoms and tips for work-up and diagnosis of fibromyalgia, co-morbid 

conditions and differential diagnoses

■ Review current evidence-based treatments

■ Discuss the importance of inter-professional team for the diagnosis and 

management and role of rheumatology

■ Questions
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Fibromyalgia: A brief history

■ “Fibromyalgia” has only existed since the 1990’s

■ Long, complex history with many names and shifting scientific understanding

■ Some of the earliest descriptions in medical literature appear in the early to mid 1800s as termed as “neuralgia” and 

description of “tender points” appear

■ 1870-80’s US neurologist George Beard described a syndrome of widespread pain, fatigue and psychologic disturbance 

which he termed “neurasthenia” or “nervous exhaustion”

■ 1904 British neurologist Sir William Gowers coined the term “fibrositis” referring to similar symptoms in an article he 

wrote on lumbago 

■ During the first and second World Wars, many returning soldiers were diagnosed with “psychogenic rheumatism”

■ 1930’s-40s myofascial pain syndrome came into use for localized chronic pain syndrome 

■ 1970’s Canadian rheumatologist Hugh Smythe called this syndrome fibromyalgia as there was no evidence that this was 

an inflammatory disorder

FIBRO = fibrous tissue  +   MY = muscle + AL =PAIN + GIA = condition of pain in muscle 

CONDITION OF PAIN IN MUSCLE AND FIBROUS TISSUE  
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History continued…

■ 1987 Fibromyalgia was recognized as a defined diagnosis by the AMA

■ 1990 American College of Rheumatology created first diagnostic criteria “tenderpoint
criteria” to identify patients for research purposes

■ Through the 1990’s multiple studies demonstrating evidence of neurologic and pain 
processing abnormalities: increased substance p in the CSF, abnormalities is the HPA 
access, and blood flow abnormalities in the brain

■ 2000 Central sensitization syndrome(s) comes into wider use to include fibromyalgia and 
associated syndromes

■ 2000’s FDA-approves treatments for fibromyalgia including duloxetine, milnaciprin and 
pregabalin

■ 2010 American College of Rheumatology introduces an alternative diagnostic criteria 
which was modified in 2016
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Fibromyalgia – what is it?

■ Pain processing disorder with key characteristics of widespread chronic pain, 

fatigue, unrefreshing sleep, cognitive dysfunction, and psychologic disturbance.

■ Allodynia = induction of pain by non-noxious stimuli

■ Hyperalgesia = increased sensitivity to painful stimuli

■ Common condition

■ Women 2:1

■ Any age, ethnicity, gender, socioeconomic status

 

 

  



Slide 7 

 

What causes it?

■ Genetic susceptibility, environmental triggers, and psychosocial factors

– Physical and emotional trauma

– Infections

– Psychiatric disorders

– Personality type

– Chronic disease
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What is the science?

The Pain Pathway

1. Nocioception

2. Transmission

3. Modulation

4. Perception

“Pain experience”
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Central Sensitization

■ Lower threshold - the “pump is primed” 

– Less stimulus needed to produce pain

– Wind-up phenomenon

– Field expansion -> secondary hyperalgesia

■ Downregulation of inhibitory pathways – no “checks” in a check and balance system
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Neuroendocrine dysfunction

■ HPA (hypothalamic-pituitary axis)

– Stress adaptation response: digestion, immune system, mood, energy

■ Sleep disorder
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Identifying the patient with fibromyalgia

■ “I hurt all over, all the time” – pain may be poorly localized, migratory, varied 
characteristics, flares and remissions, usually muscular, but may also complain of 
articular pain, swelling, and stiffness

■ “It hurts to move” 

■ “Everyday activities wear me out” – exercise/activity intolerance

■ “I feel like I have the flu all the time”

■ “My skin hurts” – sensitivity to touch, easy “bruising”

■ “I’m tired all the time” or “I can’t sleep” – insomnia, non-refreshing sleep

■ “I feel like I’m in a fog” or “I can’t focus” – poor concentration, memory, word-finding

■ “No one can tell me what’s wrong” 
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Clues from the patient medical history

■ Psychiatric diagnoses

■ Other central sensitization associated disorders

– Chronic headaches (migraine or tension)

– Chronic back pain or other regional pain syndromes

– Chronic visceral (abdominal/pelvic) pain (IBS, interstitial cystitis, vulvodynia)

– Multiple medication sensitivities or polypharmacy

■ Patient provided trigger
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Looking for an answer….

Symptoms can be vague, varied, rapidly changing, and copious

Patients are often anxious, depressed, frustrated, angry

Consumption of medical services is high with extensive and repetitive work-ups without 

answers

Polypharmacy
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Fibromyalgia tender point criteria

American College of 

Rheumatology 

1990
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2010 ACR diagnostic criteria
*modified 2016
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2010 ACR Diagnostic Criteria
*modified 2016

■ The WPI score (Part 1) is greater than or equal to 7 AND the SS score (Part 2a & b) 

is greater than or equal to 5 

■ OR 

■ The WPI score (Part 1) is from 3 to 6 AND the SS score (Part 2a & b) is greater than 

or equal to 9. 

■ Symptoms have been present at a similar level for at least 3 months. 

■ A diagnosis of fibromyalgia is valid irrespective of other diagnoses. A diagnosis of 

fibromyalgia does not exclude the presence of other clinically important illnesses
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Work-up

■ All patients should have the underlined tests. Additional testing is dependent on symptoms and exam findings.

■ CBC and CMP

■ Endocrine disorders – Thyroid disease, Addison’s disease, Hyperparathyroidism

– TSH

■ Vitamin D deficiency

– 25-OH vit D

■ Inflammatory/autoimmune disease – SLE, Sjogrens, PMR, inflammatory myositis, inflammatory arthritis

– Acute phase reactants, ANA, CK, x-rays of painful joints

■ Infections – HCV, EBV, Parvovirus, HIV

■ Neurologic disease – Parkinson’s, MS

■ Psychiatric disease  - Depression, anxiety
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Evidence-based treatment

1. Identify co-morbid disorders and treat

2. Educate and set expectations

3. Consider both pharmacologic and non-pharmacologic therapies

4. Engage patient in treatment decisions – provide options and customize

5. Establish an inter-professional team
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Identify comorbid disorders

■ Depression/anxiety/PTSD

■ Obesity, physical inactivity, deconditioning

■ MSK conditions –tendinitis/bursitis, CTS, and other neuropathies, hypermobility 

syndrome

■ Sleep disorders – OSA, RLS, PLMS, shift-work, poor sleep hygiene

■ Comorbid regional/visceral pain syndromes – headaches, irritable bowel, interstitial 

cystitis, abdominal/pelvic pain, temporomandibular dysfunction

■ Vitamin D deficiency
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Educate and set expectations

▪ Adequate education will help engage patient and 

improve compliance and self-management

▪ Acknowledge symptoms and validate patient 

experience

▪ Improvement is possible, but requires patient to 

take an active role in treatment and symptom 

management

▪ There is no easy cure or single pill that will treat 

this disorder as it is complex

▪ Symptoms may wax and wane in response to 

internal and external stressors – this is expected

▪ Physical activity/exercise is essential
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Consider pharmacologic and non-
pharmacologic therapies

■ Graded exercise, physical therapy, self-directed or group-guided exercise

– Aerobic, strength training, movement-based, and relaxation-based exercise

■ Cognitive behavioral therapy, mindfulness-based stress reduction, support groups

■ SNRIs: duloxetine, milnaciprin

■ TCA: amitriptyline, nortriptyline

■ GABA analogs: pregabalin, gabapentin

■ Analgesics: non-opiate pain relievers such as NSAIDS, tramadol

■ Muscle relaxers

■ MSK manipulation: OMT, chiropractic therapy, massage therapy (data supporting is limited)

■ Complementary medicine: acupuncture (some patients report benefit, but studies mixed)

■ Pain interventions: trigger point injections
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Engage and customize

■ Optimal treatment plan will depend on predominant symptoms, comorbid disorders, 

and patient factors such as personality, patient self-efficacy and motivation, 

functional status, medication intolerance, patient goals and values

■ Address comorbidities

■ Make a plan for exercise intervention

■ First line pharmacologic therapy is typically SNRI – duloxetine or milnaciprin

■ If patient is established on a different antidepressant, work with their mental health 

provider
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Non-pharmacologic therapies

■ Physical activity

– Aerobic* 

– Strength training

– Stretching

– Meditative movement such as yoga and tai chi

– Swimming

■ Tackle exercise intolerance with graded activity – start slow and build

■ Physical therapy

■ Any movement is better than none
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Cognitive-based therapy
Mindfulness-based stress reduction

■ Addresses issues of stress management, mood, coping skills, sleep dysfunction, 

cognitive dysfunction through cognitive restructuring, behavioral training, and 

relaxation techniques 

■ Barrier is usually patient acceptance
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Pharmacologic therapies

■ Start low and go slow

■ Set expectations
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Duloxetine

■ SNRI

■ FDA approved for the treatment of fibromyalgia

■ Dosing: 30 mg x 7 days, then increase to 60 mg daily

■ For patients with medication intolerance, consider starting at 20 mg dose with 

slower titration

■ Increased doses may be considered up to 120 mg daily

■ Time to onset 2-4 weeks

■ Also beneficial for the treatment of osteoarthritis and neuropathic pain
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Milnaciprin

■ SNRI

■ FDA approved for the treatment of fibromyalgia

■ Dosing: 50 mg BID, up to 100 mg BID. Titrated 12.5 mg once on day 1, then 12.5 

mg twice daily on days 2 to 3, 25 mg twice daily on days 4 to 7, then 50 mg twice 

daily thereafter.
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Combination antidepressants

■ SNRI+ low dose TCA

– Duloxetine 60 mg in the AM and 5-25 mg of amitriptyline at bedtime

– SNRI have superior benefit on centralized pain, amitriptyline is useful for it’s 

sedative effect for sleep and benefit for neuropathic pain

– TCAs have also proven some benefit in chronic fatigue syndrome, interstitial 

cystitis, irritable bowel syndrome
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Pregabalin vs Gabapentin

■ Pregabalin is FDA approved for treatment of fibromyalgia

■ Dosing: 75 mg BID up to 450 mg divided into 2-3 doses/day

■ May need to start at lower doses for patients with medication sensitivity

■ Can also benefit RLS, neuropathic pain, and anxiety
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Muscle Relaxers

■ Caution should be used in combining these with other sedative medications, 

especially narcotic analgesics

■ Cyclobenzaprine – bedtime dosing can be helpful for sleep
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NSAIDS/acetaminophen

■ Do not treat centralized pain

■ Beneficial for comorbid mechanical MSK pain disorders (OA, tendinitis, bursitis)

■ Long acting NSAIDs – naproxen, meloxicam, celecoxib

■ Acetaminophen – ER acetaminophen 650 mg 

■ Watch for analgesic overuse
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A word on narcotic pain relievers and 
steroids

■ Tramadol is the only opiate analgesic that has shown some efficacy in the treatment 

of fibromyalgia

■ Multiple studies have shown that other opiate analgesics are ineffective for 

centralized pain and have in increased likelihood to contribute to worse patient 

outcomes including addiction, overdose, decreased functionality and disability

■ Opiate hyperalgesia

■ Opiate analgesics are still appropriate for acute pain (surgery, acute injury) and 

cancer pain

■ Steroids are not indicated for the treatment of fibromyalgia
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Complementary and alternative 
therapies

■ Mechanical manipulation: OMT and chiropractic care

■ Massage therapy

■ Acupuncture

■ Trigger point injections

■ Neurostimulation (TENS units)
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Creating an interdisciplinary team

■ Physical therapist or exercise physiologist

■ Psychiatry/psychologist/counselor

■ Appropriate medicine subspecialists based on comorbid disorders which may 

include orthopedics/sports med/PM&R, neurology, rheumatology, pain 

management, etc.
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Key take aways

■ Fibromyalgia syndrome is a centralized pain processing disorder characterized by 
widespread pain, fatigue, sleep and cognitive dysfunction, and psychiatric 
disturbance; it is part of a spectrum of centralized sensitivity syndromes

■ It can be easily diagnosed using the 2016 ACR criteria and is no longer considered a 
diagnosis of exclusion, but can exist as part of other comorbid disorders which 
contribute to the symptomatology

■ Key aspects for management include patient education, identifying and optimizing 
treatment of comorbid disorders, exercise, psychiatric/psychologic intervention, and 
appropriate pharmacologic therapy such as SNRIs and gabapentinoids

■ Many patients will benefit from a multidisciplinary approach customized to their 
symptoms and comorbidities
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THANK YOU!

 

 

 

 


