
Table 1

Common co-existing symptoms
and conditions which cluster
together and may be different
phenotypic presentations of the
same underlying disorder

•Tension headache
•Chronic widespread pain
•Chronic fatigue syndrome 
• Irritable bowel syndrome
•Anxiety/depression with
somatisation
•Temperomandibular joint
dysfunction
•Atypical facial pain
•Urethral syndrome
• Irritable bladder

Table 2

Associated conditions and useful investigations to consider

Condition

•Hypothyroidism
• Lupus
•Hyperparathyroidism
•Osteomalacia
•Myositis
•Anaemia
• Inflammatory disease
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physiology of sleep and physiology of
pain processing. Sleep studies have
confirmed that patients with
fibromyalgia have reduced delta wave
sleep, which is predominantly deep,
non-REM, non-dreaming sleep. 
Delta sleep is characterised
electrophysiologically as deep, broad
complexes synchronised through
many regions of the brain. Most delta
sleep occurs in the first few hours 
of sleep and is believed to be largely
responsible for sleep restoration. 

Those with fibromyalgia have
difficulty getting into delta sleep and
obtain reduced amounts during the
night. Furthermore, short-term
deprivation of delta sleep 
(but not REM sleep) in healthy controls
induces fibromyalgia-like symptoms
which strongly suggests that 
non-restorative sleep is a central
problem in fibromyalgia.4

Altered physiology of pain
processing manifests as a lowered pain
threshold with both peripheral and
central pain sensitisation.5 The lowered
peripheral pain threshold results in
more firing of peripheral pain neurones
and amplification or wind-up of

ascending messages at the spinal cord
and higher levels. The impairment of
descending pain inhibition pathways
involves changes in the hypothalamic-
pituitary axis, with a reduction, and
altered diurnal variation, in cortisol and
dexamethasone, and a reduction in
endogenous opioids.

All these changes result in patients
experiencing more pain than normal in
response to any peripheral pain
stimulus (evident on functional
neurophysiological imaging) and also
experiencing pain from sensory 
stimuli that normally are not painful 
(i.e. allodynia). It appears likely that the
alteration in pain physiology comes
first, but increased pain experience can
also interfere with sleep so it is possible
that a vicious cycle of non-restorative
sleep, pain, reduced activity, further
sleep disturbance and chronic pain can
become established, see figure 1, p23. 

CLINICAL FEATURES
Patients with fibromyalgia usually
present with a history of musculoskeletal
pain that has affected all four quadrants
of the body and accompanying sleep
disturbance. Patients often describe
their condition as feeling tired all the
time with pain all over. At presentation,
current pain in just one region or
several regions may dominate the
clinical picture, but the pain tends to
move from region to region and over a
period of a few months all four
quadrants will have been affected. 

Pain is characteristically diffuse in
each region (e.g. all around the knee)
as opposed to being well localised.
Such diffuse regional pain is a common
first clinical clue both to fibromyalgia or
referred pain from a proximal site.
However, rubbing improves referred
pain but makes fibromyalgia pain
worse. Patients with fibromyalgia
usually report increased difficulty
getting off to sleep, waking up
frequently during the night and waking
up unrefreshed in the morning. 

They often experience fatigue, poor
concentration and forgetfulness
(fibromyalgia fog), early morning
stiffness, subjective hand swelling,
paraesthesia affecting all fingers,
irritability and occasional weepiness.
Low pressure cold damp weather
often makes symptoms considerably
worse. 

There often appears to be a
disproportionate disability compared
with the symptoms and it is associated
with high levels of distress. The pain is
characteristically unresponsive to
conventional analgesics, and physical
therapy may make it worse. 

On examination, the patient shows 
a wince and withdrawal response to
mechanical pressure (index finger,
sufficient just to blanch the finger tip)
applied to selected natural tender sites
in all four body quadrants, see figure 2,
opposite. However, in the presence of a
characteristic history such hyperalgesia
tender site findings are no longer
required to make the diagnosis.6

Other reported clinical findings are
exaggerated dermatographism and 
a heightened flare-wheal response to
topical capsaicin. Although fibromyalgia
causes regional pain and tenderness 
it does not cause any signs of
inflammation or structural damage.
However, it is common, especially in
older people, to have other
comorbidities such as osteoarthritis,
and fibromyalgia is also more common

Investigation

Thyroid function tests 
ANA 
PTH
Calcium, vitamin D
CPK
FBC
ESR, CRP

‘Patients show a wince
and withdrawal
response to
pressure applied 
to selected natural
tender sites in all
four body quadrants’

‘Short-term
deprivation of 
delta sleep 
in healthy 
controls induces
fibromyalgia-like
symptoms’  


