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Fibromyalgia is a chronic pain syndrome characterized by dif-
fuse musculoskeletal 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 in women (7:1) and its prevalence in the general
population increases with age, with values reported as high as 7%
between 60 and 79 years (3). Fibromyalgia constitutes the second
most frequent cause of referrals to rheumatologists (4).

The management of patients with fibromyalgia is difficult and
at times frustrating to both patient and physician. Complete re-
mission is rarely seen and symptoms tend to persist with time in
the majority of patients referred to tertiary care centres, inde-
pendent of the treatment received (5-8). Patients from
community-based practices may fare slightly better (9) (Table 1).

EDUCATION
It is not unusual for patients with fibromyalgia to have consulted
numerous physicians and other health professionals before a di-
agnosis is finally made. Most patients will find relief when told
that they suffer from a condition that is ‘real’ and frequent.

Despite the controversy that still surrounds the existence of fi-
bromyalgia as a distinct entity (10,11), there is no doubt that the
symptoms reported by the vast majority of patients with this con-
dition are real, whether one believes their underlying etiology to

be primarily organic, psychologic or both. I believe that it is
therapeutically important to make a clear 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 also, in many instances, it dismisses any previous
counterproductive suggestions that their symptoms ‘may be in
their head’. It is also helpful for them to recognize that fibromyal-
gia is a frequent chronic pain condition (3.4% for women and
0.5% for men in the general population [3]) and that they are not
alone in this situation. Furthermore, while acknowledging that fi-
bromyalgia can decrease the quality of life, it is crucial to reassure
the patients that this condition will not lead to joint destruction
and deformities, and it will not affect their survival.

It is essential to set realistic goals from the outset. The patient
must understand that total ‘cures’ are very rare and that the vast
majority will continue to remain symptomatic over the years. 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 patients will ask their physician what causes fibromyal-
gia. The etiology of the syndrome is essentially unknown. No ge-
netic predisposition has been described (12). While in some cases
trauma, surgery and medical illnesses have been suggested as
precipitating factors (13), the exact role of such events in the de-
velopment of the syndrome remains speculative.
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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 charge de la fibromyalgie

RÉSUMÉ : Cet article examine une approche pour la prise

en charge des patients atteints de fibromyalgie, en insistant

particulièrement sur les principes d’éducation et sur la par-

ticipation active du patient au traitement.
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The pathogenesis of fibromyalgia is also poorly understood.
Abnormalities in sleep physiology, muscle metabolism, immune
system, neurotransmitters and the hypothalamopituitary axis
have been described but most, if not all, of these studies lacked
appropriate controls (2). It remains to be described whether these
abnormalities are causative of the syndrome or simply represent
nonspecific markers. Until this is clarified practitioners should be
extremely cautious when discussing some of these data with their
patients in order to avoid raising false hopes and potentially creat-
ing a dependency on external solutions in some individuals.

While the cause and pathophysiology of fibromyalgia are un-
known, there is much to suggest that many patients with fibromy-
algia eventually become trapped in vicious cycles that perpetuate
the symptoms (Figure 1). Chronic pain causes sleep disturbances,
secondary fatigue and psychological distress. Eventually, many
patients reduce their level of activity because of their symptoms
and, in many 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 cycles to 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
Obviously, it appears that the most logical way to break these vi-
cious cycles is to get better control of the pain that is at the centre
of the problem. Unfortunately, traditional pharmacological ap-
proaches used for the management of musculoskeletal pain are of
little help in patients with fibromyalgia. Thus, nonsteroidal anti-
inflammatory drugs and corticosteroids have been shown to be
generally ineffective (14-16). While narcotics have not been
evaluated in controlled trials, clearly they should be avoided in
this condition. Local injection of ‘trigger’ points with either local
anesthetics or corticosteroids has been claimed to be effective in
patients with myofascial pain. However, no controlled studies are
available to 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 has to rely on simple measures such as the use of
heat, especially in the form of hot baths which provide temporary
pain relief in most patients. Pillows that adequately support the
neck during sleep should probably be used, but again there are no
solid data to support this recommendation (17). ‘Passive physio-
therapy’ in which antalgic modalities are applied (heat, ultra-
sound, etc) by a therapist should be avoided since it only helps to
promote a sickness role.

SLEEP MANAGEMENT
The vast majority of patients with fibromyalgia report sleeping
poorly and feeling unrested in the morning. It is unclear whether
this is due to a primary sleep defect or to the simple effect of
chronic pain affecting the quality of sleep. Tricyclic agents such
as low dose amitriptyline (10 to 25 mg at bedtime) (18- 20) and
cyclobenzaprine (10 to 20 mg at bedtime) (20,21) have been
shown in controlled trials to improve sleep and fatigue in one-
third to one-half of the patients. This clinical benefit, when

present, appears within the first two to four weeks of treat-
ment. The drugs are somewhat less effective in reducing pain
than in improving sleep and their long term efficacy has yet 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-
lems in fibromyalgia patients compared with healthy individuals
(3) and rheumatic disease controls (22). Although these abnor-
malities could result as a consequence 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) suggests the possibility of an underlying predisposing
psychopathology.

Fluoxetine 20 mg/day was ineffective in a recent six-week,
double-blind, placebo controlled trial performed in 42 patients
with fibromyalgia (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
change their beliefs and behaviour (cognitive-behaviour therapy)
may be effective in improving their condition (25-27). While
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Follow-up studies of patients with fibromyalgia
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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 reduce their level of activity for fear of exacer-
bating their condition. This probably explains why most patients are
aerobically unfit (28). Recent studies have shown that patients with
fibromyalgia can exercise although the benefit of aerobic training in
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
there is no magic ‘cure’ for fibromyalgia. It is essential 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 programs is to
educate patients about what they can do to improve their condi-
tion (31). Evaluation of such programs is 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 a patient-physician relationship) is unknown. The cost of these
programs as well as their long term efficacy will have to be evalu-
ated before they become standard practice.
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