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Abgtract:

Background: Fibromyalgia is a common chronic
muscul oskel etal pai nsyndrome, however itscharacteristics,
diagnosis and management have not always been well
understood. Thereisnow increasing understanding of the
pathophysiological mechanisms of fibromyalgia and
development of more effective management strategies.
Objective: To explain the characteristicsand diagnostic
features of fibromyalgia. A discussion of current
management strategiesisincluded.

Discussion: Fibromyalgia patients have a central pain
system problemthat resultsinwidespread muscul oskel etal
pain, and many other disabling featuresin the absence of
tissuedamage. Theability to excludeother pathology and
recognizethe disorder isimportant, astherearevery real
management options available. Management is most
effective as a multidisciplinary, layered approach. Itis
important to involve the patient in their own treatment
program, to enhance its success.
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INTRODUCTION

Fibromyalgia is a common condition characterised by
chronic, widespread muscul oskel etal pain andtenderness
in the absence of tissue damage. It affects between 3-5%
of the population in industrialised nations and resultsin
significant burden onthehealth systemsof thosecountries,
aswell as large amounts of lost employment time and a
significant number of compensation claims*2,

In general, fibromyalgia has been poorly understood by
the health careindustry and at best, management has been
unclear and oftenineffectual. Recently, there hasbeen an
increase in our knowledge of the pathophysiological
mechanisms behind the clinical presentation of
fibromyalgia and this has led to better management
strategies. Thishasresulted inanimprovement in quality
of lifefor those with fibromyalgiaand an increased sense
that there are indeed effective therapeutic strategies to
deal with the disorder.

*  PrintingRequestsand Correspondence:

Dr.G.O.Littlgohn

Director of Rheumatology,

Monash Medical Centre, Melbourne, Victoria
Email: glittlej@bigpond.net.au

ACO
Volume 10 « Number 2 « November 2002

AETIOLOGY

Theclinical featuresof fibromyal giaresult fromdysfunction
of the pain-related components of the nervous system.
Thisresultsinincreased sensitivity of pain-related nerves
to the degreethat otherwiseinnocuous stimuli will result
in pain®5. This process of sensitisation hasitsoriginsin
thespinal cord and central nervoussystembut theclinical

effects are in the musculoskeletal system. Thisiswhere
abnormal tenderness and muscular tightness both in the
periphery and spinal regions, characterise the problem.
Other nerve pathways also interact with the sensitised
painsystemandresultinunwanted signalling. For instance,

the A-betamechanoreceptors gain accessto the activated
painsystem and allow otherwiseinnocuousstimuli derived
fromnormal movement or mai ntenanceof posturetoinvoke
pain. Thesemechanoreceptor stimuli from deeply placed
para-spinal structures provide the dorsal horn input to
initiatereflex referred pain phenomena. Thisreferred pain
hel ps explain the widespread nature of the fibromyalgic
pain symptoms®’. It also explainsthe changein regional

painthreshold, another featureof fibromyalgia, asdecrease
in painthresholdisalso part of reflex “referred pain”.

Althoughisit still unclear what causesthe sensiti sation of
thecentral painsystem,itislikely toberelated toabnormal
activation of the body’s hormonal stress responses
associated with the hypothalamic-pituitary-adrenal axis
and central neurochemical transmission in nerve pain
pathways’8.

Thereissomeevidencethat fibromyal giaismorecommon
insomefamilies, withfamily membersof patientsdisplaying
ahigher than expected incidence of the condition, aswell
asrelated conditionsincludingirritable bowel syndrome,
migrai ne headache and mood disorders®X°.

Fibromyal giacan devel op spontaneously or after exposure
to an identifiable trigger, possibly in a person who is
genetically predisposed. Triggers are described as
environmental stressorsand canincludeinjury, especialy
totheaxial skeleton, orillness(e.g. Parvovirusor Hepatitis
C). Theproblem doesn’t necessarily needto be severebut
ofteninvolvesanxiety, incapacity or bedrest. Fibromyalgia
can alsobetriggered by stressful situationsand major life
events and people who develop the disorder can often
underestimate the role of stressin their illnesstt. Other
Situationsassociated withanincreasedrisk of fibromyalgia
rangefrom concurrent chronicillnesssuch asrheumatoid
arthritis, systemiclupuserythematosusor hypothyroidism,
through to rupture of silicone breast implants®®1012,
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DIAGNOS S

Thecurrent American Collegeof Rheumatol ogy consensus
criteriafor theclassification of fibromyal giarequirechronic,
widespread musculoskeletal pain and the presence of at
least 11 tender points on testing at 18 specified sites
(Figurel, Tablel). Thepainmust occurinall 4 quadrants
of the body and the axial skeleton. Tender points are
distinct predictableanatomical sitesthat arenormally more
sensitive to pressure than the surrounding tissue. They
are different to trigger pointsin that they are not sites of
tissue damage, tightness or pathology, do not produce
spontaneouspain, and areusually unknowntothepatient.
Tender points are seen in many different tissues types,
such as muscle, fat and attachment of tendons to bones
and reflect global changein pain perception through the
process of sensitisation.

Figure 1: Tender point sites for digital palpation. Figure
reproduced with permission G. Littlgjohn.

To perform atender point examination, pressure should
be applied to each of these siteswith the examiner’ sthumb
or index and middle fingers held together - slowly
increasing the pressure until approximately four kilograms
of pressure is applied (approximately the amount of
pressure required to blanch the examiner’ snail bed). The
patient needs to describe actual pain with the pressure,
rather than just discomfort, for the tenderpoint to be
considered positive. A patient must accrue 11 out of
possible 18 positive tenderpoints to meet the official
classification criteria. Itiswell understood however, that
many patients who clearly suffer from the symptoms of
fibromyalgia have less than 11 of these tenderpoints.
Many people have fluctuating levels of musculoskeletal
tenderness, with different testing times, stresslevelsand
medicationsall having an effect on the number of positive
tenderpoints. Men also have a generally higher
tendernessthreshold and | ess often have acompl ete “ set”
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of positive tenderpoints despite clearly having
symptomeatic disease —which may partially explain why
more women than men receive the label of fibromyalgia

Other symptomsof fibromyalgiainclude chronicfatigue,
altered sleep patterns resulting in unrefreshing sleep,
memory disturbance, postural hypotension, dizzinessand
emotional distress. Symptoms often fluctuate in their
intensity and anatomical location, with many patients
experiencing“flares’ alternatingwith periodsof relatively
lower activity. Flares can be induced or worsened by
situations such as emotional stress, physical exertion,
concurrent illness or even seasonal changes.

OTHERCLINICAL FEATURES

Fibromyal giacan co-exist withany other illnessand many
other problems can mimic fibromyalgia. Hence, other
causesfor thesymptomsof fibromyal giamust beruled out
beforethediagnosiscanbeconfirmed. Many patientswith
fibromyalgiaal so satisfy the criteriafor other syndromes
such as chronic fatigue syndrome and gulf war illness.
Thishas prompted some researchersto consider them as
all being different parts of a chronic multisystem illness
spectrum, with the principal features of chronic pain and
fatigue.

Thesyndromeisclosely associated with many other stress
—related problemssuch asregional chronicpain, irritable
bowel syndrome, interstitial cystitis, temporomandibular
jointdysfunction, migraineandtensionheadaches, multiple
chemical sensitivitiesand depression.

Onfurther physical examination, thereisusually obvious
allodynia(paininresponseto non-noxiousstimuli suchas
light touch, movement or posture), and there may be
muscle tightness with limited range of motion of spinal
segments. Patients often complain of regional swelling
that can fluctuatein site and severity, and can be difficult
toobjectively assess. Thereisnoevidenceof inflammation,
muscle wasting, degenerative change, neurological
abnormality or systemic illness that would explain the
symptoms or signs.

MANAGEMENT

Management of patients with fibromyalgia begins with
patient education as to the nature of the illness. Many
sufferersfeel immediate benefit fromidentification of the
problem and reassuranceasto thebenign and oftenslowly
improving natural history. It is important to counsel
patients about the benefits of a healthy lifestyle,
incorporating advice about diet, exercise and relaxation.
Referral to support networks such as the Arthritis
Foundation isalso very helpful.
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Table 1: Clinicaly useful sitesfor evaluating tenderness. These sites are more sensitive to pal pation than adjacent
sites in pain-free individuals and significantly more sensitive in patients with widespread pain when they are
termed tender points. Regional pain syndromes are associated with increased sensitivity in tender points located

within the painful region.

Occiput Bilateral, at the suboccipital muscle insertions.

Low Cervical Bilateral, at the anterior aspects of the intertransverse spaces at C5 — C7.

Trapezius Bilateral, at the mid-point of the upper border.

Supraspinatus Bilateral, at origins, above the scapula spine near the medial border.

Second Rib Bilateral, at the second costochondral junctions, just lateral to the junctions on upper
surfaces.

Lateral Bilateral, 2cm distal to the epicondyles.

Epicondyle

Gluteal Bilateral, in upper outer quadrants of buttocks in anterior fold of muscle.

Greater Bilateral, posterior to trochanteric prominence.

Trochanter

Knee Bilateral, at the media fat pad proximal to thejoint line.

Graded low-impact aerobic exercise is an important
therapeuticinterventioninfibromyalgia. Patientsareoften
extremely de-conditioned and thisrequiresbeginning with
very low-grade exercise, perhapsin a heated pool. The
intensity is slowly increased over weeks or months until
the subject isableto exercise at aerobic levelsfor over 30
minutesalmost daily. Itishelpful tolet thepatient choose
thetypeof low-impact exercisethey prefer, suchaswalking
or swimming, asthiswill thensuittheir lifestyleandbemore
likely to be sustained. This type of program has been
proven to improve pain and fatigue levelsin many large
controlled studiesandisoneof themost effectiveavailable
interventionst*Y’. High-intensity exerciseisoften poorly
tolerated and may aggravate symptoms.

Psychological therapeutic options have been shown to
helpthepain, fatigueand distressof fibromyalgia®®. Simple
stress management advice can be of benefit to many
patients, however sometimes is not a powerful enough
interventionto causechange. CognitiveBehaviour Therapy
(CBT) andsimilar formal approachesaddressareassuchas
relaxation training, persona sense of control, coping
strategiesandgoal setting, and cantrand ateintosignificant
improvementin pain, functional abilitiesand other features
of fibromyalgiat®%.
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Sleep hygiene advice can help those who have problems
with unrefreshing sleep and should include suggestions
of relaxation beforebedtime, settingand adheringtoregular
bedtimesand avoiding exercise, caffeineor al cohol before
retiringfor thenight.

Physical therapiesplay aroleparticularly in hel ping with
regional symptoms, for instance paraspinal muscle
stiffness. Many develop trigger pointsin addition to the
generalised fibromyal gictendernessandthesemay require
the usual therapeutic approaches. However, treatment
needsto begentler than in someonewithout fibromyalgia
to avoid significant post-treatment pain. Many patients
find complimentary therapies, such as yoga, t'ai chi,
massage, haturopathy and acupuncture also useful.

Medication therapy for fibromyalgiais available and is
best used in combination with the above non-
pharmacological approaches. Tricyclic antidepressant
medications, particularly amitriptyline, have been most
useful ineasing painandfatigue, aswell asimproving sleep
quality. They only provide partial relief however and are
only effective in approximately onethird of patients®2,
Some other antidepressant medications may also have a
small positive effect. Simple analgesics, such as
paracetamol, can help to ease minor pain, but do not offer
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long-term effective control. Non-steroidal anti-
inflammatory drugs have no proven benefit. There are
some medications that may show promise but require
further research into their effectivenessin this situation,
for exampletropisetron®.

Itisimportant in any treatment plan for fibromyalgiafor
the patient to feel they have input in managing their
disease. This builds their sense of control over the
symptoms and encourages maintenance of therapiesthat
require activeinvolvement such asexercise. Once patients
feel that their own actions have an impact on the severity
of symptoms, they feel more reassured and empowered,
which leads to further improvement in features such as
distress.

CONCLUSIONS

Fibromyalgia is a common, debilitating disorder with
widespread and fluctuating symptoms. It isimportant to
recognise the diagnosis, so that the patient has accessto
an appropriate therapeutic strategy. Management of
fibromyalgiaisbest carried out usingamultimodal , holistic
approach, with involvement of the patient’ slocal doctor.
The patient themselves needsto be encouraged to take an
active role in their own treatment which augments any
other therapeutic benefits.

SUMMARY OF IMPORTANT POINTS

e The features of fibromyalgia result from an abnormal
sensitisation of the pain-related central nervous system.

e Symptoms can be multiple, widespread and fluctuating,
with flares induced or worsened in situations of physical or
emotional stress.

e Management is most effective when synergistic multimodal
treatments are used by a multidisciplinary team involving
the patient’s local doctor.
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