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This article reviews an approach to the management of patients
with fibromyalgia, with particular emphasis on the principles of
education and the active involvement of the patient in treatment.
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Prise en chargedelafibromyalgie

RESUME : Cet article examine une approche pour laprise
en charge des patients atteints de fibromyalgie, en insistant
particuliérement sur les principes d’ éducation et sur la par-
ticipation active du patient au traitement.

ibromyalgiaisachronic pain syndrome characterized by dif-

fuse muscul oskeletal pain, nonrestorative sleep, fatigue, psy-
chologic distress and the presence of numerous tender points at
predetermined sites (1). The etiology and pathophysiology of fi-
bromyalgia are poorly understood (2). The syndrome is seen
more commonly inwomen (7:1) and its prevalencein the general
populationincreaseswith age, with valuesreported ashigh as 7%
between 60 and 79 years(3). Fibromyal gia constitutes the second
most frequent cause of referrals to rheumatologists (4).

Themanagement of patientswith fibromyalgiaisdifficult and
at times frustrating to both patient and physician. Complete re-
mission israrely seen and symptoms tend to persist with timein
the majority of patients referred to tertiary care centres, inde-
pendent of the treatment received (5-8). Patients from
community-based practicesmay fareslightly better (9) (Tablel).

EDUCATION

Itisnot unusual for patients with fibromyalgiato have consulted
numerous physicians and other health professionals before adi-
agnosisisfinally made. Most patients will find relief when told
that they suffer from a condition that is ‘real’ and frequent.

Despitethe controversy that still surroundsthe existence of fi-
bromyalgiaasadistinct entity (10,11), thereis no doubt that the
symptoms reported by the vast majority of patientswith thiscon-
dition arereal, whether one believestheir underlying etiology to

be primarily organic, psychologic or both. | believe that it is
therapeutically important to make aclear statement to the patient
to the effect that we recognize the genuineness of their symp-
toms. Not only does this help to create a relationship of confi-
dence but aso, in many instances, it dismisses any previous
counterproductive suggestions that their symptoms ‘may be in
their head'. Itisalso helpful for themto recognizethat fibromyal-
giais a frequent chronic pain condition (3.4% for women and
0.5% for men in the general population [3]) and that they are not
aoneinthissituation. Furthermore, while acknowledging that fi-
bromyalgiacan decreasethequality of life, itiscrucial toreassure
the patients that this condition will not lead to joint destruction
and deformities, and it will not affect their survival.

Itisessential to set realistic goalsfrom the outset. The patient
must understand that total ‘cures’ are very rare and that the vast
majority will continueto remain symptomatic over theyears. The
treatment objective therefore should not be to become symptom-
free but rather to gain a better control over the symptoms and to
become more functional.

Most patientswill ask their physician what causes fibromyal-
gia. Theetiology of the syndromeisessentially unknown. No ge-
netic predisposition hasbeen described (12). Whilein some cases
trauma, surgery and medical illnesses have been suggested as
precipitating factors (13), the exact role of such eventsin the de-
velopment of the syndrome remains specul ative.
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The pathogenesis of fibromyalgiais also poorly understood.
Abnormalitiesin sleep physiology, muscle metabolism, immune
system, neurotransmitters and the hypothalamopituitary axis
have been described but most, if not al, of these studies lacked
appropriate controls (2). It remainsto be described whether these
abnormalities are causative of the syndrome or simply represent
nonspecific markers. Until thisisclarified practitionersshould be
extremely cautiouswhen discussing some of thesedatawith their
patientsin order to avoid raising falsehopesand potentially creat-
ing a dependency on external solutions in some individuals.

While the cause and pathophysiology of fibromyalgiaare un-
known, thereismuch to suggest that many patientswith fibromy-
agiaeventually becometrapped in viciouscyclesthat perpetuate
thesymptoms (Figure 1). Chronic pain causes sl eep disturbances,
secondary fatigue and psychological distress. Eventually, many
patients reduce their level of activity because of their symptoms
and, inmany cases, for fear of exacerbating their condition. These
factors (insomnia, fatigue, frustration, depression, inactivity,
self-depreciation) in turn tend to perpetuate the pain and the re-
lated symptoms. Explaining these vicious cyclesto the patient in
simple terms, followed by strategies to break the cycles, is the
most important aspect of successful management of fibromyal-
gia

PAIN MANAGEMENT

Obvioudly, it appearsthat the most logical way to break thesevi-
ciouscyclesisto get better control of the pain that isat the centre
of the problem. Unfortunately, traditional pharmacological ap-
proaches used for the management of muscul oskel etal pain are of
little help in patients with fibromyalgia. Thus, nonsteroidal anti-
inflammatory drugs and corticosteroids have been shown to be
generaly ineffective (14-16). While narcotics have not been
evaluated in controlled trials, clearly they should be avoided in
thiscondition. Local injection of ‘trigger’ pointswith either local
anesthetics or corticosteroids has been claimed to be effectivein
patientswith myofascial pain. However, no controlled studiesare
availableto support this claim. Such injections cannot be recom-
mended in the treatment of patients with fibromyalgia.

In the absence of pharmacological means to relieve the pain
effectively, one hasto rely on simple measures such asthe use of
heat, especially intheform of hot bathswhich providetemporary
pain relief in most patients. Pillows that adequately support the
neck during sleep should probably be used, but again thereare no
solid datato support this recommendation (17). ‘ Passive physio-
therapy’ in which antalgic modalities are applied (heat, ultra-
sound, etc) by atherapist should be avoided sinceit only helpsto
promote asicknessrole.

SLEEP MANAGEMENT
The vast majority of patients with fibromyalgia report sleeping
poorly and feeling unrested in the morning. It is unclear whether
thisisdueto aprimary sleep defect or to the simple effect of
chronic pain affecting the quality of sleep. Tricyclic agents such
aslow doseamitriptyline (10 to 25 mg at bedtime) (18- 20) and
cyclobenzaprine (10 to 20 mg at bedtime) (20,21) have been
shown in controlled trialsto improve sleep and fatigue in one-
third to one-half of the patients. This clinical benefit, when
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TABLE 1
Follow-up studies of patients with fibromyalgia

Study (reference) n  Follow-up % unchanged or worse
Felson et al (5) 39  1-3years >60
Ongchi et al (6) 75 3.3 years 68
Norregaard et al (7) 83 4 years 71
Ledingham et al (8) 72 4 years 74
Granges et al (9) 44 2 years 51

( SLEEP DISTURBANCE
PSYCHOLOGIC
DISTRESS INACTIVITY

~_ 7

Figure 1) Model of symptom perpetuation in fibromyalgia

present, appears within the first two to four weeks of treat-
ment. The drugs are somewhat |ess effective in reducing pain
than in improving sleep and their long term efficacy hasyet to
be demonstrated. For these reasons, these drugs remain of lim-
ited usefulness in the treatment of patients with fibromyalgia

PSYCHOLOGIC MANAGEMENT

In contrast to earlier studies which found few psychological ab-
normalities in patients with fibromyalgia, most recent studies
have shown increased depression and other psychological prob-
lemsin fibromyal gia patients compared with healthy individuals
(3) and rheumatic disease controls (22). Although these abnor-
malities could result as a conseguence of chronic pain (as part of
the vicious cycle described above), the higher prevalence of past
depression observed in patients with fibromyalgia than in con-
trols(3,23) suggeststhe possibility of an underlying predisposing
psychopathol ogy.

Fluoxetine 20 mg/day was ineffective in a recent six-week,
double-blind, placebo controlled trial performed in 42 patients
with fibromyal gia (24). Antidepressant doses of amitriptyline or
other tricyclic agents have not been formally evaluated, and the
role of psychotherapy has not been elucidated. Uncontrolled ob-
servations suggest that therapy aimed at helping patients to
changetheir beliefsand behaviour (cognitive-behaviour therapy)
may be effective in improving their condition (25-27). While
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these approaches make a lot of sense, it will be important to
evaluate them in the context of controlled trials.

MANAGEMENT OF INACTIVITY

Many patients report aggravation of their symptoms with exercise
and consequently reducetheir level of activity for fear of exacer-
bating their condition. Thisprobably explainswhy most patientsare
aerobicaly unfit (28). Recent studies have shown that patients with
fibromyal gia can exercise athough the benefit of aerobic trainingin
reducing the symptoms of pain and stiffness, and in improving the
quality of sleep unfortunately appears to be limited (29,30).

CONCLUSIONS

It should be quite clear from what has been reviewed so far that
thereisno magic ‘cure’ for fibromyalgia. It isessential to get the
patient actively involved in his’/her management. In recent years,
many centres have started to offer multidisciplinary treatment
programs that combine most of the approaches described above
(education, cognitive and behaviour modification techniques,
aerobic exercise, etc). The primary goal of these programsisto
educate patients about what they can do to improve their condi-
tion (31). Evaluation of such programsis difficult because of the
lack of adequate controls. Whether such programs are superior to
each component used in a different context (for example as part
of apatient-physician relationship) isunknown. The cost of these
programsaswell astheir long term efficacy will haveto beevalu-
ated before they become standard practice.
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