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ABSTRACT

Fibromyalgia ( F.M) is a syndrome characterized by chronic widespread pain that causes disability, with a prevelance of 2-5 % in
the general population as recent studies revealed (1).

This syndrome is of multifactorial etiology including psychological, biological and social factors. Other possible predisposing factors
may include: female gender, menopause, poor physical condition.

Nevertheless, (F.M) causes have not yet been fully elucidated. There was a central sensitivity and an abnormal process of central
nociception. Type of (F.M) pain is considered to be of a sensorineural origin.(2)

Diagnosis of (F.M) is somewhat difficult as it has mostly subjective findings and less or few objective elements; that makes it to be
diagnosed by exclusion, sometimes it may takes few years for the diagnosis to be made in a person because of the need to exclude
many other possible causes that met the complaints.(3)

Treatment of fibromyalgia is multimodal directed toward symptoms and the main target of management besides pain alleviation is the
modification of patients life style, psychological status, and sleeping issues . Patient and family education of the long term treatment

and nature and course of the (F.M) syndrome is a milestone in the treatment regimen.
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INTRODUCTION

Fibromyalgia is a chronic, diffuse musculoskeletal
pain syndrome of unknown etiology that most
commonly affects adults.(4) Other common
symptoms are extreme fatigue impacting on day to
day activities, difficulty sleeping, increased
sensitivity to stimuli such as heat, cold and smell,
memory and concentration problems Depression and
anxiety can also be symptoms although it is possible
that these symptoms are as a result of the other
symptoms.

“Fibromyalgia is a complex condition and
psychological, social and lifestyle factors have all
been found to play an important role in symptom
experience”.

Fibromyalgia affects 2-4% of the general population
and of those affected, 80-90% are female. In general,
symptom onset occurs between the ages of 30 — 60
.central and peripheral system changes in terms of
hypothalamic-pituitary-adrenal axis dysfunction,

,central sensitization, windup (a progressive increase
in sensitivity over time, i.e., lowerstimuli result in
increased pain), elevated excitatory
neurotransmitters, vasoconstriction, ischemia and
adrenergic receptor sensitivity have been described,
although none have been identified as clear causative
factors.(6) Patients may exhibit symptoms of
fibromyalgia for 5 years before a diagnosis is made.
A significant reduction in the quality of life may
occur for patients with fibromyalgia. Fibromyalgia
symptoms are worse and the quality of life is poorer
for young (younger than 39 years) or middle-age
(40-59 years) patients with fibromyalgia versus older
(older than 60 years) patients..

Symptoms of fibromyalgia syndrome:

The most common presentation of fibromyalgia
patients is that they " feel unwell” , 30% of patient
may relate the onset of the symptoms to a traumatic
experience(6),they can specify the time of onset
precisely by date and time. The hallmark of the
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disease that there is no concurrent association of
inflammation anywhere or ongoing inflammatory
process with the widespread pain they are suffering.
Chronic fatique, cold extrimities, memory and
cognitive impairment , sleeping disturbances and
imbalance , musculoskeletal pain and involuntary
contractions, headache , depressive disorders ; are

common symptoms associating fiboromyalgia. These
are daily complaints that affects the lifestyle and may
induce functional disability and has a great impact on
the diseased person”s life. These patients are never
symptom free nevertheless the severity of which may
be of a variable degree.

(Figure 1) show the effects of F.M.S
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Figure 1 - the symptoms and impacts of F.M.S

Awareness and intrafamily understanding has a major
role in both the diagnosis and the treatment of this
disease as well as supporting and modifiying the
behavior and the psychological impact of the affected
victim.

Assessment and diagnosis:
In 1990, the American College of Rheumatology

(ACR) developed research criteria requiring that an
individual possess both a history of chronic
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widespread pain and 11 of 18 possible tender points
on physical examination. The Manchester criterial0
utilize a whole body diagram to indicate areas of
pain, thereby obviating the necessity of tender points.
However, Dboth of these criteria are used
predominantly for research/epidemiologic purposes.
The use of tender points as diagnostic criteria began
to fade as it fails to recognize the presence of other
symptoms that need to be addressed to optimally
manage FM patients.(7)
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Fig 2 — the 18 tender points for the diagnosis of F.M.S

The ACR Classification criteria (8):
History of widespread pain > three months

e Above and below waist
e Leftand right side
e Must include axial spine

Pain in 11 of 18 tender points, palpation pressure < 4
kg

Suboccipital muscle insertions

Low cervical (C5 — C6 transverse processes)
Upper middle trapezius muscles
Supraspinatus origins (medial upper scapula)
2nd ribs (near costochondral junction)
Lateral epicondyles (2 cm distal to them)
Gluteal muscles (upper outer quadrant)
Greater trochanters (2 cm posterior)

Medial fat pad of knees (above joint line)
Table 1- 1990 ACR diagnostic criteria for
F.M.S

e Diagnosing FMS in Clinical Practice
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FMS should be positively diagnosed .The
1990American College of Rheumatology (ACR)
diagnostic criteria were developed for research
purposes and not purely as a diagnostic instrument
(Table 1). (8) This older criteria require the presence
of widespread pain for at least three months duration
with the presence of at least 11 of 18 tender points in
designated areas (fig2). Tender points, the only
physical examination finding used to help diagnose
FM, indicate an overall reduction in pain threshold.
They do not represent localized soft tissue pathology,
and have been criticized for reliance on subjective
interpretation.

NewACR criteria are currently being reviewed to
eliminate overreliance on tender points in favour of
incorporating other clinically meaningful symptoms
(sleep disturbance, fatigue, cognitive impairment)
and somatic symptoms (depression,headache,
irritable bowel) frequently present in FMS patients.
(9)An about to be validated tool that the author has
found to be very helpful in screening for FMS is the
Fibromyalgia Moldofsky Questionnaire. A score > 11
is suggestive of FMS.)
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The ACR 1990 Criteria
Wicespread pain in combination with

0 De consicered positive

exciusions

The ACR 2010 Criteria

supported when
e WP =7 ang SSS =5 or
e WF1 3-6 ana SSS =9

The ACR 2011 Criteria Modirtication
ician-estimate of somatic

e 19 pain locatons

Table 1. The Evolution of ACR Classification of Fibromyalgia

= Tenderness at =11 out of 18 specific tender points
= Digital palpation should be done with about 4 kg of force
= The patient must state that the palpation was painful for the tender point

= Concomitant ragiographic or laboratory abnormaities go not lead to

In terms of diagnosis or ciassification, there IS No aistinction between primary
fibromyalgia and secondary (or concomitant) fibromyaigia

Tender-point examination eliminated and patient guestionnaire with 2 scales
widespread pain Ingex (WFPT) and the sympltom severily score (SSS) were added
Numerical score was created—the diagnosis of fibromyaigia syndrome was

ptoms efiminated and the WP and expanded. The
new 0-31 FM sympltom scale (FS) incluoge:

* S seil-reported symptoms, including aifficulty sieeping. fatigue, poor
cognition, headache, depression, and abgominal pain.

* An FS =13 best separated criteria+ and criteria- patients

ACR, Amencan College of Rheumatology

As there are no routine laboratory test that confirm
the diagnosis of F.M.S , only ordinary tests may be
recommended , including (CBC),(ESR).(CK),
rheumatiod factors and thyroid hormones and
function.

Unneeded investigations may drive the patients to
believe that there is a more serious pathology and this
will be reflected on there behavior and dealing with
the symptoms in aggrevated reaction besides the
psychological trauma for both the patients and there
families which is not true in the first place(10).

Treatment of F.M.S:-

Trement of fibromyalgia is of two lines ; non-
pharmacological ; such as encouraging physical
exercises , education , cognitive and behavioral
therapy. The obstacle of these regimen is the
underestimation of there beneficial effect"s by the
patient”s themselves , may be due to long term
exercise and slow progression and curing of the
symptoms(11).

Physical exercises appears to beneficial in F.M
patients , it showed improvement of physical
symptoms and reduce some of the functional
disability(12), these exercises modalities included
aerobics ,muscle strengthening and flexibility

Education , cognitive-behavoral therapy focuses on
the negative thoughts of the outcome of F.M, the fear
of unknown ,feeling of being disappointed of the
treatment, all of these catastrophic thought can
increase the severity of pain and suffering. The rule
of the therapist is to take these negative thought and
converts them to more positive ideas and giving hope
of a more promising outcomes, together with success
of physical treatment and intrafamily encouragement,
paying more attention to the emotional status of the
patients is a corner stone in the prognosis and better
outcome.(13).

Pharmacological treatment of F.M.S:

Pharmacological treatment is targeting to decrease
the severity of pain as much as possible, and to
alleviate sleeping disturbances , and as mood
stabilizers; anti-depressant.

The usually prescribed drugs are:-

1. Tricyclic anti-depressant; Cyclobenzaprine, a
centrally acting muscle relaxant that showed
reduction of pain severity by about 27%..
amitriptyline another TCA proved to be
effective in reducing pain,fatique and
improving sleep in F.M patients.(14)

2. pregabalin; a (GABA) analogue, There was

trainings. strong evidence demonstrating reduction of ey
pain , improvement in sleep , but no effect on 3

mood depression .(15)
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3.

Gabapentine; an antiepileptic drug similar to
pregabalin, but less effective in the treatment
of F.M as pregabalin although it is safe as
shown in clinical trials.(16)

Pramipexole,a dopamine agonist used for
Parkinson’s disease, could be potentially
useful for FM patients with concomitant
restless leg syndrome.

Tramadol, which possesses some analgesic
activity,may be utilized for FM patients with
a significant pain component to their disease.
tizanidine, an  alpha-2-adrenergic agonist
muscle relaxant, could be potentially used for
FM patients with spasticity.
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