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FIBROMYALGIA 
Delly Alcantara-Cadillo, MD 

Week 14 
 
 Education Objectives: 
 

1. Identify symptoms and historical information suggestive of fibromyalgia 
2. Apply diagnostic criteria for fibromyalgia 
3. Appropriately perform diagnostic testing for fibromyalgia 
4. Effectively manage a patient with fibromyalgia 

 
 
CASE ONE:  

 
A forty-one-year old man with no significant past medical history presents to your clinic 
for the first time for evaluation of chronic pain and fatigue. He reports that the pain 
started five years ago after he sustained a motor vehicle accident. He was a restrained 
driver involved in a rear-end collision at a low speed, his airbags did not deploy, he did not 
lose consciousness, and remained ambulatory at the scene. He declined any medical 
attention the day of the accident but since then has been experiencing neck pain and lower 
back pain. Additionally, he reports pain in his shoulders, buttocks, and hips that developed 
over the years since the accident.  He has been seen by other providers in the community, 
including his former PCP, a chiropractor, and a physical therapist, who have told him he 
has “muscular pain” after multiple x-rays failed to reveal any abnormalities. He had been 
prescribed several trials of muscle relaxants, which just made him drowsy, ibuprofen, 
which irritated his stomach, and opioids, which provoked nausea. None of these 
medications were helpful for his pain. He did feel some improvement with PT but did not 
continue with the home exercise program primarily due to lack of time. He also endorses 
chronic fatigue, waking up unrefreshed to the point of this affecting his work performance. 
He is tired of dealing with pain. This is causing him a lot of stress. He wants your opinion 
about why he could be having these symptoms. He is currently on no medications. 
 

 
Questions: 
 

1. What features of this case are consistent with fibromyalgia? What other questions 
may help in making a diagnosis? 
This patient is suffering from chronic widespread pain ongoing for the past five years 
following a motor vehicle accident. The fact that he has seen multiple providers and has 
not achieved much benefit is causing great distress to him and he seems frustrated due to 
his lack of progress. Fibromyalgia is a diagnosis that needs to be considered in a patient 
with chronic pain lasting more than three months which is present in several parts of the 
body, associated with other symptoms such as fatigue and unrefreshed sleep. This 
diagnosis must be considered especially when such symptoms seem out of proportion to 
the severity of any background illness or inciting factor.  
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It would be important to get a more detailed history regarding the pain that he is 
experiencing. Patients with fibromyalgia usually describe their pain as deep and stabbing 
fluctuating in intensity from day-to-da; sometimes worsening with weather changes; and 
sometimes improving with physical activity.  However, after exercising these patients 
tend to feel very exhausted, and this level of fatigue may last several days. This provokes 
a viscous cycle of pain leading to avoidance of exercise, leading to more deconditioning 
and more pain. Patients with this condition also report pain being more intense at night, 
interfering with their sleep.  Their aches can be associated with stiffness which may last 
from several hours to entire days. When pain is located in joints, patients may report that 
joints themselves are swollen and stiff, but the exam fails to reveal this. 
 
Fatigue is another very important feature of fibromyalgia. Patients can be fatigued to the 
point of becoming disabled and, in most severe cases, to even requiring help from others 
to perform activities of daily living. A good history should be obtained regarding sleeping 
difficulties as these patients usually have unrefreshing sleep which fuels their fatigue and 
pain even further. It is important to consider that patients with fibromyalgia can have 
sleep disorders such as sleep apnea, restless leg syndrome or narcolepsy, in addition to 
fibromyalgia. A detailed sleep history should include hours of sleep, quality of sleep, and 
if snoring, abnormal leg movements, or excessive daytime sleepiness are present. 
 
Psychiatric conditions such as depression, post-traumatic stress disorder (PTSD), and 
anxiety are very prevalent in patients with fibromyalgia, and it is estimated that up to 
80% meet criteria for Axis I (clinical psychological) disorders and up to 30% meet 
criteria for Axis II (personality) disorders (Gota, 2018).  Questionnaires such as the 
Patient Health Questionnaire 9 (PHQ 9) and the Generalized Anxiety Disorder 
assessment (GAD7) may be used to evaluate associated mood disorders (Gota, 2018). It 
is also important to assess other stressors (work related, financial or familial) that the 
patient may be experiencing that would certainly contribute to his pain perception; 
therefore, a detailed psychosocial assessment is essential in evaluating these patients. 
 
Cognitive disturbances can be present in patients with fibromyalgia. These are 
manifested as a decreased ability to concentrate, decreased immediate recall/short term 
memory, and inability to multitask.  Patients report this as forgetfulness, memory lapses, 
blurring of mental clarity, reduced verbal fluency, and word mix-ups.  This state is 
described as “looking at life through a haze” or “functioning with a mind full of cotton,” 
a term that has been called “fibrofog” (Kravitz, 2015).  Patients may be concerned that 
they are developing dementia or may state that memory problems are interfering with 
their job performance. 
 

2. What is on the differential for patients who present with chronic pain like this 
patient? 
Fibromyalgia belongs to a family of overlapping conditions that involve diffuse pain, 
called central sensitivity syndromes. They include: chronic fatigue syndrome, interstitial 
cystitis, irritable bowel syndrome, functional dyspepsia, temporal mandibular joint 
syndrome (TMJ), tension type headaches, and myofascial pain syndrome. Since these 
conditions may be present in patients with fibromyalgia, it is important to perform a 
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detailed review of systems that can help us determine if our patient may have any of these 
conditions. 
 
The list of differential diagnoses in patients with fibromyalgia is broad, but one needs to 
exclude conditions such as hypothyroidism, especially in patients who complain of 
chronic fatigue, constipation, cold intolerance, and weight gain. Inflammatory disorders 
such as rheumatoid arthritis may also be in the differential, especially in patients who 
present with aches and pain related to small joints which is symmetric and associated 
with prolonged morning stiffness. Lupus may be considered in the differential if other 
features such as malar rash, oral ulcers, arthralgias or a family history are present. 

 
 
CASE CONTINUED: 

 
On further questioning, the patient reports that he has generalized achiness in his body, 
especially his spine. He says he feels very fatigued and usually wakes up tired despite 
sleeping eight hours a night. He is unaware if he snores. In addition, he has noticed that at 
times he has to walk long distances for work and after that he feels quite tired for several 
days. He also endorses feeling down and unmotivated, which he attributes to his chronic 
pains. He admits feeling “foggy,” having difficulty remembering things, and taking longer 
time to “process information” during work meetings. His review of systems is otherwise 
negative. 
 
His physical exam reveals: BP 120/70 HR 75 BMI 22. He is a well-appearing young man in 
no distress. His exam is normal except for his musculoskeletal exam, which reveals pain 
with active ROM of his cervical spine, but normal passive ROM. He has tenderness on 
upper trapezius, deltoids, and rhomboids bilaterally. His shoulder exam shows no swelling, 
deformity, and normal ROM, although he reports pain during the entire examination.  
Lower back exam reveals no deformities, no spinal tenderness, but presence of paraspinal 
muscle tenderness and bilateral sacroiliac joint tenderness. His lumbar spine ROM is 
normal, but he admits to pain while doing it. He has negative FABER, and thigh thrust 
tests.  Exam of his hips show normal ROM, but tenderness on palpation of the trochanteric 
area bilaterally. His knee exam reveals no swelling, deformities, and a normal ROM with 
pain during movements.  
 

 
3. Based on this new data, can you make the diagnosis of fibromyalgia? What causes 

fibromyalgia? 
Fibromyalgia is present in two to eight percent of the population depending upon the 
study. It is a disease that is believed to be due to a dysregulation in the pain perception by 
increased perception of nociceptive stimuli mediated by CNS signaling (receptors located 
in the dorsal horn of the spinal cord) and impaired function of the descending inhibitory 
pain pathways.  This imbalance causes patients to feel more pain for any given 
nociceptive stimuli. In general, the correct identification of patients suffering from 
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fibromyalgia takes years and visits to multiple specialists, which in part contributes to 
patients’ frustration and hopelessness. 
 
It is important to know that the diagnosis of fibromyalgia is a clinical one. To better 
understand this, it is necessary to review the diagnostic criteria and to learn how these 
have evolved over the years.  
 
The first diagnostic criteria were published in 1990 by the American College of 
Rheumatology (ACR). It required a history of chronic diffuse pain for at least three 
months in four quadrants of the body (left and right side, above and below the chest 
including back pain), along with the presence of 11 out of 18 tender point sites on digital 
palpation. This had several drawbacks as it was difficult and time consuming to examine 
for tender points in clinical practice. Clinicians did not receive correct training on how 
much pressure to apply to elicit pain (4kg/cm2 –enough to whiten the examiners nail 
bed). These criteria also did not include other associated symptoms, which are now well 
recognized in fibromyalgia. 
 
As a result of this, in 2010 new ACR criteria were released which did not require a 
physical examination and introduced the concept that fibromyalgia is a syndrome 
characterized by chronic widespread pain associated with fatigue, sleep, and cognitive 
disturbances. These criteria required the use of the widespread pain index (WPI: count of 
number of painful body regions) and symptom severity scale (SSS: measure of cognitive 
symptoms, sleep, fatigue and other somatic symptoms rated from 0-3). Fibromyalgia was 
defined as WPI≥7 and SSS≥5 or WPI of 3-6 and SSS≥9. It stated that in order to be 
diagnosed with fibromyalgia, the patient should not have any other disorder that could 
explain the pain. 
 
There was a modification to the 2010 ACR criteria, which is known as the 2011 Modified 
Criteria, which allows a diagnosis to be accomplished entirely by self-report (completing 
a questionnaire) and was meant to be used only for research purposes. It introduced the 
fibromyalgia severity score which was the sum of the WPI and the SSS to measure 
severity of fibromyalgia symptoms. A score ≥13 was needed to make the diagnosis. 
Similarly, to the 2010 ACR criteria, to fulfill the diagnosis, patients had to have no other 
disorder that would otherwise sufficiently explain the pain.  
 
This led to the development of the 2016 Revision Criteria by F. Wolfe and colleagues  
(Wolfe, 2016). This is a combination of the 2010 ACR criteria and the modified 2011 
criteria. It states that fibromyalgia is diagnosed when all the following criteria are met: 

• Generalized pain, defined as pain in at least four of five regions (left upper 
region: jaw, shoulder girdle, upper arm, lower arm; right upper region: jaw, 
shoulder girdle, upper arm, lower arm; left lower region: hip (buttock/trochanter), 
upper leg, lower leg; right lower region: hip (buttock/trochanter), upper leg, 
lower leg; axial region: neck, upper back, lower back, chest, abdomen) 

• Symptoms have been present at a similar level for at least three months 
• WPI ≥7 and SSS ≥5 or WPI of 4-6 and a SSS ≥9 
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• A diagnosis of fibromyalgia is valid even in the presence of other diagnosis. A 
diagnosis of fibromyalgia does not exclude the presence of other clinically 
important illnesses. 

 
In day-to-day clinical practice providers can correctly identify patients with fibromyalgia 
by using a form to check for patient’s symptoms based on the above criteria.  
 
Using the 2016 revised criteria, our patient has a WPI of 8 (pain on left and right shoulder 
girdle, pain on left and right trochanter, pain of left and right lower leg, pain on neck and 
on lower back) ongoing for more than three months. He marked on the questionnaire that 
his SSS for fatigue was 2, for unrefreshed sleep was 2 and for cognitive symptoms 1, 
giving a total of 5. In addition, he gets an extra point for depression as he had a high 
PHQ9 score on further questioning. This leads to a WPS of 8 and a SSS of 6, confirming 
a diagnosis of fibromyalgia. Based on his history and clinical findings he also has 
associated depression, and possibly a sleep disorder which will also have to be fully 
investigated as they may contribute to his chronic pain. 

 
4.  Is there any need for additional work up to confirm the diagnosis? 

As previously mentioned, fibromyalgia is a clinical diagnosis and does not require 
additional laboratory data. In general, when a patient presents with no previous work up, 
it is worth it to request basic blood work, to exclude other diagnoses, such as complete 
blood count, routine chemistry, and a TSH level. If there is prominent morning stiffness 
or affected small joints, an ESR or CRP can be added. It is important to not routinely 
order rheumatoid factor or ANA due to high false positive results. 
 

5. How do we approach the non-pharmacologic treatment of patients with 
fibromyalgia?  
Fibromyalgia is a chronic medical condition, which is incurable and, in the same way that 
we approach any patient with a chronic condition, a comprehensive 
multimodal/multidisciplinary treatment is recommended. Therapy should be tailored to 
the individual needs of the patient. The treatment of fibromyalgia can be divided into 
non-pharmacologic and pharmacologic therapy.  

 
Non-pharmacologic therapy: 
This includes education, exercise, cognitive behavioral therapy, and alternative 
treatments. Non-pharmacologic therapies such as exercise and cognitive behavioral 
therapies have a greater level of efficacy compared to pharmacological agents. Access, 
adherence, and compliance are the most important limitations when trying to implement 
these in clinical practice. Non-pharmacologic therapy should be encouraged in all 
patients. 
 
Education: 

• It is important to validate patients’ symptoms, making them aware that 
fibromyalgia is a state of heightened pain perception for a given nociceptive 
stimulus caused by changes in the way the central nervous system processes pain, 
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which leads to amplified pain signals. These changes also influence mood, 
energy, and sleep.  

• The exact cause is not fully understood. It is documented that environmental 
factors can trigger fibromyalgia such as trauma (accidents, combat) and infections 
(EBV, Lyme, hepatitis C). Other known triggers are psychological stressors. 
Some genetic predisposition has been observed, with some patients having other 
relatives with fibromyalgia or other central sensitivity syndromes.  

• Fibromyalgia has no cure. The goal of therapy is to reduce symptoms, improve 
function, and quality of life. It should be made clear from the beginning that 
patients will always live with some degree of pain, but it should be manageable 
and not interfere with day-to-day activities. There are useful websites for patient 
education such as: www.fibrocenter.com, www.fmcpaware.org, 
www.fmaware.com. 

• There are multiple treatment modalities that will need to be used, trying to target 
the main symptoms of each particular patient, and that patients need to be 
committed to participating in their care on a daily basis. Multiple visits to the 
clinician will be required to assess response to treatment and to assure treatment 
effectiveness. 

 
Exercise: 
The long-term benefit of regular exercise includes decreased perception of pain by 
lowering the pain threshold. However, it is well known that patients with fibromyalgia 
tend to experience worsening of fatigue after exercise, so the secret to avoid this is “start 
low and go slow.”  Patients should be advised to choose a form of exercise that is low 
impact (such as stationary cycling, aerobic walking), enjoyable, affordable and easy to 
adhere to. Patients can start with a few minutes a day and build (over several weeks) to 
30-60 minutes, up to three times a week. Exercise under guidance of a physical therapist 
is advisable especially in patients with other comorbid conditions such as osteoarthritis. 
 
Cognitive behavioral therapy: 
This is a form of psychotherapy in which the goal is to have the patient understand how 
their thoughts and feelings may contribute to negative thoughts and behaviors and help 
them cope with pain. CBT helps reduce fear of pain or fear of activity. In addition, it can 
be helpful to reduce stress and to promote sleep. Some limiting factors to implementing 
CBT are: inadequate access to a qualified therapist, limited coverage by insurance, and 
the frequency of visits being difficult for working patients. To overcome some of these 
limitations, computer delivered CBT is another option. Some web-based CBT programs 
can be found at www.cbt.drwilderman.com and www.cfidsselfhelp.org. 

 
Complementary and alternative therapy: 
These therapies include yoga, massage, tai chi, acupuncture, and myofascial release 
therapy. These treatments do not have good controlled trials that support their use but 
may provoke a placebo response by activating the body’s internal analgesic mechanism. 
These therapies can be offered to patients and if they find them helpful, should be 
continued. 
 

http://www.fibrocenter.com/
http://www.fmcpaware.org/
http://www.fmaware.com/
http://www.cbt.drwilderman.com/
http://www.cfidsselfhelp.org/


Fibromyalgia. Yale Office-based Medicine Curriculum, Tenth Edition, Volume 2, 2019 
 

6. What are pharmacologic options for treatment of fibromyalgia? 
Use of medications should be targeted towards the specific symptoms of fibromyalgia in 
the individual patient.  It is important to remember that all drugs should be started at low 
doses and slowly titrated to minimize development of side effects. Combination of drugs 
with different mechanisms of action are necessary in some patients. Effective 
pharmacological therapies work by reducing activity of facilitatory neurotransmitters 
(e.g., gabapentinoids reduce glutamate) or by increasing activity of inhibitory 
neurotransmitters such as norepinephrine and serotonin (e.g., tricyclic antidepressants 
[TCAs], serotonin norepinephrine reuptake inhibitors). Drugs that have level IA evidence 
for fibromyalgia include tricyclic compounds (amitriptyline, cyclobenzaprine), 
gabapentinoids (pregabalin and gabapentin), and serotonin norepinephrine reuptake 
inhibitors (SNRIs) (e.g., duloxetine, milnacipran) (Clauw, 2014). 

 
If patients have pain and sleep disturbance, tricyclic antidepressants such as amitriptyline 
can be used at doses of 25-50mg at bedtime. Use is limited by a narrow therapeutic 
window and significant side effects of sedation, dry mouth, and constipation at higher 
doses. 

 
Patients who have associated depression can benefit from using SNRIs such as duloxetine 
or milnacipran. When using duloxetine, the starting dose is 30mg daily to minimize the 
possible side effect of nausea, and the dose is titrated up to 60mg daily. It cannot be used 
in patients with hepatic insufficiency. Milnacipran can be started at doses of 12.5mg daily 
and up titrated to 50mg twice a day. Common side effects in this class of drugs include 
nausea, somnolence, and constipation. 

 
Patients with comorbid anxiety and sleep disturbances can be started on pregabalin, 
which has anxiolytic actions. Starting dose is 50-75mg at bedtime which then is increased 
to twice a day dosing. The medication should be slowly titrated up to 300-450mg daily. 
Side effects are dizziness, somnolence, weight gain, and edema. 

 
Acetaminophen and NSAIDs are commonly used in patients with fibromyalgia despite 
lack of evidence of effectiveness.  The safety profile for acetaminophen is better than 
NSAIDs, and some patients find the use of acetaminophen in combination with TCAs to 
be beneficial. NSAIDS can be used at low doses for management of concurrent 
conditions such as osteoarthritis. 

 
Opioids should not be used for management of fibromyalgia due to significant potential 
long-term side effects, including opioid induced hyperalgesia.  

 
In our particular patient, he should initiate non-pharmacological therapy with an 
emphasis on education, exercise, and CBT therapy (in person or online). He may also 
benefit from starting duloxetine as he has depressive symptoms.  He will require close 
monitoring to evaluate response to treatment, to track progress, to assess if treatment is 
tolerated, and to see whether there is a need to add additional medications.   

  



Fibromyalgia. Yale Office-based Medicine Curriculum, Tenth Edition, Volume 2, 2019 
 

Primary References: 
 

1. Clauw D, et al. Fibromyalgia a clinical review. JAMA. 2014; 311 (15): 1547-55. 
http://dx.doi.org/10.1001/jama.2014.3266 

2. Gota C, et al. What you can do for your fibromyalgia patient. Cleve Clin J Med. 2018; 
May;85(5):367-76. http://dx.doi.org/10.3949/ccjm.85gr.18002 

 
 
Additional References: 
 

1. Kumbhare D, Ahmed S, Watter St, et al. A narrative review on the difficulties associated 
with fibromyalgia diagnosis. Ther Adv Musculoskel Dis 2018, Vol. 10(1)13-26. 

2. Cohen H, et al. Controversies and challenges in fibromyalgia: a review and a proposal. 
Ther Adv Musculoskel Dis. 2017; Vol. 9(5): 115-27. 

3. Kwiatek R, et al. Treatment of fibromyalgia. Aust Prescr. 2017;40:179-83. 
4. Wolfe F, Clauw D, Fitzcharles M, Goldenberg D, Hauser W, Katz R, Mease P, Russell 

A, Russell I, Walitt B, et al. 2016 Revisions to the 2010/2011 fibromyalgia diagnostic 
criteria. Semin Arthritis Rheum. 2016;46(3): 319-29. 

5. Arnold L, Gebke K, Choi E, et al. Fibromyalgia: management strategies for primary care 
providers. Int J Clin Pract. 2016; 70(2); 99-112. 

6. Arnold L, Clauw D, Dunegan L, Turk D, et al. A framework for fibromyalgia 
management for primary care providers. Mayo Clin Proc. 2012;87(5): 488-96 

7. Kravitz M, Katz R, et al. Fibrocog and fibromyalgia: a narrative review and implications 
for clinical practice. Rheumatol Int. 2015 Jul; 35 (7): 1115-25. 

 
 
 
 
 
 
 
 

 
Delly Alcantara-Cadillo, MD is an assistant professor at the Yale University School of Medicine. 
She is part of the faculty at the West Haven Department of Veteran Affairs where she attends 
in the outpatient clinic and medical wards. She is involved in medical student education and is 
the site director in the primary care–psychiatry clerkship. 
 

 
 
  



Fibromyalgia. Yale Office-based Medicine Curriculum, Tenth Edition, Volume 2, 2019 
 

CME Questions:  
 

1. A 45-year-old woman presents to your practice requesting evaluation for chronic 
widespread pain associated with fatigue, mental fogginess, and insomnia ongoing for 
the past year. Her former provider had done x-rays, blood work (CBC, chem7, 
TSH, ESR, CRP) all of which has been normal. She has been told that she is healthy 
and that she really has no medical problems. What would be the best treatment for 
this patient? 
 

a. Education, exercise program, and CBT 
b. Psychiatric referral for treatment of somatic symptom disorder 
c. Starting treatment with SSRI as she is likely depressed 
d. Start acetaminophen at bedtime 

 
 

2. You recently diagnosed a patient with fibromyalgia, this is her second visit. You 
have educated her regarding her diagnosis, sleep hygiene, and have started her on a 
low impact exercise regimen. The patient has also started internet-based CBT to 
cope with her symptoms. She feels that all of this has been helpful but wants to 
know if you can do something else for her pain especially at night, which makes it 
difficult for her to fall asleep and makes her wake up tired in the morning. Which 
one would be the best medication for her? 
 

a. Start diazepam 5mg at bedtime 
b. Start melatonin 3mg at bedtime 
c. Start zolpidem 5mg at bedtime 
d. Start amitriptyline 25mg at bedtime 

 
 

3. You are seeing a 40-year-old man with a known diagnosis of fibromyalgia and 
depression. He has been seeing your partner for the past two years for this and 
wants a second opinion. He is currently on pregabalin 150mg twice a day and also 
taking amitriptyline 50mg at bedtime. He feels that his pain is not controlled and 
that his disease is debilitating. He is currently applying for disability, as he cannot 
work any longer due to pain. He wants to get opioids to help him with pain.  What 
would you recommend? 
 

a. It is appropriate to add opioids as his pain is now interfering with basic 
activities and he cannot longer work. 

b. It is inappropriate to add opioids, but you would consider adding high dose 
ibuprofen to his regimen. 

c. It is inappropriate to add opioids. Instead you suggest a referral to a 
psychologist to implement CBT and advise him to start low impact exercises. 

d. It is inappropriate to add opioids, but you suggest the use of medical 
marijuana. 
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Answers: 
 

1. a   Non-pharmacologic therapy must be started on all patients with fibromyalgia, with  
exercise and CBT having the highest beneficial effects. Although she has multiple 
pains without much abnormality on exam and imaging, her symptoms should not be 
disregarded and should not be attributed to a psychiatric illness alone. She could also 
be depressed due to fibromyalgia, but SNRIs would be more effective than SSRIs to 
address both pain and depressed mood. 

2. d   The treatment of fibromyalgia should be targeted to patient’s symptoms, since pain 
and difficulty sleeping are still persistent despite non-pharmacologic therapy 
adherence, low dose tricyclic antidepressant such as amitriptyline should be added. 
The use of benzodiazepines or hypnotics is not endorsed for this situation.  Melatonin 
could also help her sleep, but it does not have any effect in pain perception. 

3. c It is not uncommon to see patients who have been given multiple medication trials to 
treat fibromyalgia not achieving significant symptom relief. This happens because 
providers forget the importance of non-pharmacologic therapy which should be 
emphasized at each encounter. This patient may be catastrophizing his current 
symptoms and certainly would benefit the most from referral to a psychologist to 
implement CBT in order to avoid negative thoughts and perceptions, which may be 
worsening his pain. Opioids are not an option in management of chronic pain in 
fibromyalgia as their use leads to multiple side effects including opioid-induced 
hyperalgesia. NSAIDs and acetaminophen can be used if a patient has other pain 
generators such as tendonitis or arthritis, but their use is not proven effective for 
long-term management of fibromyalgia pain syndrome. 

 


