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Action UK, see Useful information box,
below. These groups can provide
information and a useful support
network following diagnosis.

CONCLUSIONS
Fibromyalgia is a common condition
and the symptoms can be disabling.
Although there is no cure, appropriate
management can often greatly
improve symptoms, functioning and
quality of life. Management should be
tailored to the individual, but should be
reassuring, offering a full explanation,
encouraging aerobic exercise and
providing strategies to improve sleep.
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which are contributing and might be
addressed. It is important to reassure
the individual that there is no causative
underlying damage and that
movement, although painful, will not
cause harm and will actually be of
benefit. The patient should be involved
in decision making to define problems
and set realistic goals.

Self-help strategies are important.
The main management strategy with
the strongest evidence is aerobic
exercise.10 This increases delta sleep
and can restore descending pain
inhibition mechanisms. A slow graded
increase in daily aerobic exercise, small
amounts often, that is tailored to the
patient’s ability and interests is
important. Goals need to be achievable
and activities paced appropriately.
Some regions offer fibromyalgia
management programmes. 

Sleep hygiene should be considered
to promote delta sleep. Patients should
ensure that the hour before bedtime is
relaxing and not stimulating, for
example by avoiding caffeinated drinks
or use of electronic devices with backlit
screens. Any underlying pain
generators, for example osteoarthritis,
should be treated. 

Amitriptyline is the only widely
available drug that can increase delta
sleep and 25-75 mg at night can be
useful to help improve sleep quality.
However, some patients may not be
able to tolerate the side effects such as
dry mouth or a hangover effect.9
Where there is intolerance, duloxetine
or pregabalin may be tried. 

Where depression co-exists an SSRI
may be useful e.g. fluoxetine 20 mg
daily. Often standard analgesic
medication is unhelpful. If not effective,
these medications should be stopped.
Cognitive behaviour therapy can be
helpful but has limited availability.

Patients with fibromyalgia managed
in the community have a better
outcome than those diagnosed in
secondary care.8,9 There are a number
of national and local patient support
groups which people with fibromyalgia
may find helpful, such as Fibromyalgia

key points
SELECTED BY

Dr Phillip Bland
GP with an interest in mental health, Dalton-in-Furness, UK

Fibromyalgia is a chronic condition characterised by 
regional pain at multiple sites, non-restorative sleep and
fatigue. In the UK, it is a common cause of musculoskeletal
pain and significant disability, affecting around 2% of the
population. It has a strong female preponderance with 
a female to male ratio of 7:1. Both the prevalence and
incidence of the condition increase with age, resulting in 
a maximum prevalence of around 8% in older women.
However, fibromyalgia can occur at any age including
adolescence.

Sleep studies have confirmed that patients with 
fibromyalgia have reduced delta wave sleep, which is
predominantly deep, non-REM, non-dreaming sleep. 
Short-term deprivation of delta, but not REM, sleep in
healthy controls induces fibromyalgia-like symptoms
which strongly suggests that non-restorative sleep is a
central problem in fibromyalgia. Altered physiology of pain
processing manifests as a lowered pain threshold with
both peripheral and central pain sensitisation.

Patients with fibromyalgia usually present with a history
of musculoskeletal pain affecting all four quadrants of the
body, and accompanied by 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.

Fibromyalgia is a clinical diagnosis and there are no 
required confirmatory tests. However, investigations are
useful to identify or rule out comorbid conditions that 
may be difficult to diagnose clinically but which might
contribute to one or more of the symptoms e.g. anaemia
or hypothyroidism causing fatigue.

There often appears to be a disproportionate disability
compared with the symptoms and it is associated with
high levels of distress. It is important to acknowledge the
reality of the symptoms and the distress caused to 
the patient, and to offer an explanation regarding sleep
disturbance and altered pain physiology. Self-help
strategies are important. There is strong evidence of
benefit from a slow graded increase in daily aerobic
exercise which can increase delta sleep and restore
descending pain inhibition mechanisms. Sleep hygiene
should also be considered to promote delta sleep.

Often standard analgesic medication is unhelpful. 
Amitriptyline is the only widely available drug that can
increase delta sleep and 25-75 mg at night can improve
sleep quality. Where there is intolerance, duloxetine or
pregabalin may be tried. Where depression co-exists an
SSRI may be useful e.g. fluoxetine 20 mg daily.

Useful information 

Arthritis Research UK
www.arthritisresearchuk.org/arthritis-
information/conditions/fibromyalgia.aspx

Fibromyalgia Action UK
www.fmauk
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