FIBROMYALGIA

SYMPTOMS

Patients with fibromyalgia experience chronic pain distributed predominately in the shoulder and pelvic areas and along the spine.  The hallmark of fibromyalgia is the presence of exquisite tenderness over certain points of the body.  Extensive mapping of the body in control subjects reveals 40 or 50 areas of the body which are more tender to palpation.  In patients with fibromyalgia, these tender points are elicited with about half the pressure which is required to elicit tenderness in control patients.  Statistical analysis of these points has resulted in identification of the 18 tender points which best separate fibromyalgia patients from controls. The original 1990 scale has been updated in 2010.
The 1990 ACR criteria for fibromyalgia are:

1. Greater than three month history of widespread pain (right and left, upper and lower, spinal).

2. 11 out of 18 positive tender points (occiput, lateral neck, trapezius, scapular, 2nd costochondral, lateral epicondyle, gluteal, trochanter, and medial knee).

The diagnostic criteria listed above have a sensitivity of 88% and a specificity of 81% when comparing fibromyalgia patients to other patients with rheumatic diseases.

Patients with fibromyalgia also have a number of associated symptoms including fatigue 90%, anxiety 70%, sleep problems 56%, headaches 44%, and paresthesias 26%.

The new 2010 ACR criteria rely less on exact tender points:

Patient satisfies diagnostic criteria for fibromyalgia if the following three conditions are met: 
1) Widespread pain index (WPI) ≥7 and symptom severity (SS) scale score ≥5 or WPI 3 to 6 and SS scale score ≥9. 
2) Symptoms have been present at a similar level for at least three months. 
3) The patient does not have a disorder that would otherwise explain the pain.

The WPI (widespread pain index) give a point for each area in which the patient has had pain over the last week : Neck Jaw, left Jaw, right Shoulder girdle, left Shoulder girdle, right Upper arm, left Upper arm, right Lower arm, left Lower arm, right Chest Abdomen Upper back Lower back Hip (buttock, trochanter), left Hip (buttock, trochanter), right Upper leg, left Upper leg, right Lower leg, left Lower leg, right

 SS scale score is the sum of the severity of the three symptoms (fatigue, waking unrefreshed, cognitive symptoms) plus the extent (severity) of somatic symptoms in general. Each ranked 0 (none) – 3 (bad)
ETIOLOGY

There are many theories regarding the possible etiology of fibromyalgia.  A number of studies have suggested that there is a decreased effect of serotonin.  Serotonin is involved in the interpretation of pain by the CNS and in deep sleep.  Patients with fibromyalgia have decreased serum levels of serotonin and a decrease in the precursor tryptophan.  Amitriptyline is useful in controlling symptoms and this is a serotonin re-uptake inhibitor.

A number of studies have illustrated a sleep disorder found in patients with fibromyalgia.  There is an alpha wave intrusion into non REM sleep in many patients.  This alpha wave intrusion is non REM sleep can be reproduced by disturbing normal subjects in Stage 4 of non REM sleep.  This intervention creates increased muscle aching in normal subjects. Patients with fibromyalgia often complain of difficulty falling asleep, early wakening and non restorative sleep.  However, several studies have shown that the majority of fibromyalgia patients do not have disturbance of non REM sleep.

There are alterations in the hypothalamic pituitary axis in patients with fibromyalgia.  They tend to have a higher afternoon cortisol with less diurnal variation and an abnormal Dexamethasone suppression test.  However, it is not clear what the relationship is between these abnormalities and the clinical symptoms.  One study showed an alteration of regional cerebral blood flow in the thalamus and caudate nucleus of patients with fibromyalgia.

A number of studies have shown an increased frequency of depression and anxiety disorders in patients with fibromyalgia and in their families.  70% of patients have a history of major depression as opposed to 14% of patients with rheumatoid arthritis and 5% of the normal population.  26% of patients with fibromyalgia have a history of an anxiety disorder.  However, various studies have shown that only 20-30% of patients with fibromyalgia are currently depressed.  Therefore, the majority of patients with fibromyalgia do not show active depression and at least ¼ do not have a history of depression.  A few studies have shown an increased prevalence of prior physical abuse or sexual abuse in patients with fibromyalgia.  However, the majority of patients have not had such an exposure.  In conclusion, there is no single underlying theory which explains fibromyalgia.  There appears to be a considerable amount of overlap between the symptoms seen in patients with fibromyalgia, chronic fatigue syndrome, depression, migraine headache, and irritable bowel symptoms.

DIFFERENTIAL DIAGNOSIS

Fibromyalgia may be confused with osteoarthritis of the cervical or lumbar spine.  Radiographic studies and physical examination should be able to separate these processes.  Polymyalgia rheumatica is a possible diagnosis in elderly patients.  They will almost always have an elevated sedimentation rate.  Polymyositis is a consideration in patients that experience weakness.  The elevated CK is distinctive in polymyositis.  Hypothyroidism is another possible cause of generalized fatigue as is depression.  Patients with regional pain syndrome such as left shoulder, neck and arm pain or patients with sciatica with significant lumbar spasms will have signs and symptoms consistent with fibromyalgia in that particular region of the body.  However, they will not have a generalized pain disorder.  Chronic fatigue syndrome shares many characteristics with fibromyalgia.  However, they usually do not have multiple tender points.

An appropriate work-up for fibromyalgia would include a careful history and physical examination.  In patients with multiple tender points which are consistent with fibromyalgia, it would be prudent to check a sedimentation rate, a TSH and a CK.  If there is evidence of restricted range of motion of joints or abnormalities of peripheral joints, it may be worth considering the diagnosis of osteoarthritis or rheumatoid arthritis and obtaining the appropriate x-rays and lab studies for these disorders.

TREATMENT

Unfortunately, there is no definitive therapy for fibromyalgia.  In general the most useful approach should include recommendations for exercise and a variety of meds:

1. NSAIDs as tolerated

2. Sleeping meds: amitriptyline, trazodone, flexeril or baclofen

3. Gabapentin or pregabalin

4. SSRI/dual uptake - fluoxetine, duloxetine, and milnacipran.
5. Topicals – lidocaine patch, voltaren gel 
6. Exercise - patients with fibromyalgia have very poor physical fitness and are deconditioned.  Two studies have shown that a course of cardiovascular training is superior to simple flexion exercises in improving the symptoms of fibromyalgia.  
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