Fibromyalgia
Fibromyalgia (FM) is a common, chronic pain condition associated with several comorbidities of
psychiatric and medical disorders. An estimated 6 million men, women, and children have been
diagnosed with FM in the United States. However, although FM is the most common presentation of pain
in general medicine and rheumatology, it continues to be under-recognized and misunderstood making
this condition frustrating for patients and clinicians alike.
In the United States, the large number of patients with fibromyalgia requires that the majority of patients
with symptoms of FM initially present to and are diagnosed and treated by primary care physicians. (Only
about 15% of patients are under the care of specialists, usually rheumatologists). Because early diagnosis
and intervention are key to providing effective treatment and maximizing patient health outcomes
(patients who respond best to the drug treatment have had symptoms for the shortest amount of time), it
is crucial for primary care providers to be competent in the assessment and management of fibromyalgia.
However, primary care physicians may not be comfortable in making a timely diagnosis of this disorder,
since the disease presents significant challenges in assessment and diagnosis: Presentation varies widely,
and diagnosis is based most often on ruling out potential alternative co-morbidities and assessing relevant
symptoms. Patients with fibromyalgia average 3-5 years of symptoms before a diagnosis is made.
A recent survey by the National Fibromyalgia Association reveals a significant lack of understanding
about FM: nearly half of the general public (ie, potential patients; 45%) has never heard of FM, many
people who are knowledgeable about the disorder mistakenly believe that nothing can be done to manage
it, and nearly half (48%) of all healthcare providers lack confidence and are reluctant to diagnose a
patient with the condition.
For most specialties surveyed, less than one-third (1/3) of physicians were extremely/very confident in
their ability to diagnose the disorder (6% of OB/GYNs; 23% of psychiatrists; 27% of neurologists; 28% of
primary care physicians). However, providing optimal management of fibromyalgia will require an earlier
diagnosis and greater awareness of this condition by primary care clinicians.
Unfortunately, the clinical presentation of fibromyalgia is heterogeneous, the treatment of fibromyalgia
produces no cure, and dramatic improvements are not expected to be seen. Although a primary care
provider will likely take the lead in caring for patients with FM, psychiatrists, other mental health
professionals, as well as other specialists (e.g., PTs, nutritionists, Rheumatologists) play a role in the
diagnosis, evaluation, and management of FM, thus necessitating the need to raise the education of all
those involved with patient care. Individualized treatment, with both physician and non-physician input
and multidisciplinary team care will be a necessity for improving the outcome of patients with this
common and still controversial illness.

Menopause and FM

It is known that most fibromyalgia patients, some 85%-90%, are women, but it is less well known that
many of them are menopausal. Is there a connection between menopause and fibromyalgia?
It makes sense if you consider that most women diagnosed with the condition are between the ages of 4055, the usual age group for the onset of menopause, and research suggests that fibromyalgia symptoms
are more severe in post-menopausal women than in women who are still menstruating. The typical postmenopausal woman produces 40 percent less estrogen than a woman who is still experiencing
menstruation, leading to symptoms like depression, sleeplessness, and anxiety. Like FM, menopause can
leave a patient wondering if what she is experiencing is just in her mind. The hormonal changes of
menopause can cause crankiness and soreness, exacerbated by sleeplessness, or non-restorative sleep,
which is one of the hallmarks of fibromyalgia. Loss of calcium and other minerals also leads to body aches.
Conversely, the presence of estrogen may modulate serotonin function (pain and mood) while enhancing
dopaminergic effects (mood and cognition), such that, in this population, the benefit of estrogen through
the menopause transition period might outweigh any potential increased risks.

Women with depression in the context of fibromyalgia often present to their primary care physicians with
numerous pain and other somatic complaints. Pain, tenderness, low energy, non-restorative sleep, and
cognitive dysfunction are often the focus. They may believe these are primarily symptoms of the
perimenopause, and may refuse to accept that clinical measures of sex steroids are within normal limits.
However, both fibromyalgia and depression often precede the onset of other symptoms of menopause by
several months. Patients may be unwilling to entertain the idea of a comorbid diagnosis of depression,
and they often interpret a discussion about the comorbidity as a denial of their pain complaints. Thus,
they are frequently angry with their healthcare providers, and may shop around for a physician that will
prescribe pain medications.

Role of Stress in FM
It has become increasingly evident that stress may play an important role in FM. CNS and neuroendocrine
abnormalities, which contribute to the pathogenesis of FM, are also involved in the stress response. There
is strong evidence that patients with FM perceive high levels of stress, and increased stress, as well as
altered reactivity to stress, have been found to negatively affect health.
In addition, FM patients often report a history of traumatic events which are often associated with
increased anxiety and depression, as well as linked to higher levels of physical symptoms and physical
health problems, which may result in increased stress and worse health across the lifespan.
The development of FM may depend more on increased reactivity to stressful events (stress-vulnerability)
than on the frequency of such events.
There is a clear role for a multidisciplinary team approach to the treatment of FM, e.g. physician,
pharmacist, psychiatrist/psychologist, physical therapist, to assist with cognitive-behavioral therapies,
treatment with antidepressants, stress reduction, and exercise programs.

Obesity and FM
A new study in The Journal of Pain reports there is close association between obesity and disability in
fibromyalgia patients.
The authors reported that consistent with previous studies, obesity is common among those with
fibromyalgia. Half the study sample was obese and an additional thirty percent were overweight. Also
consistent with previous findings, obese patients in this study showed increased pain sensitivity, which
was more pronounced in lower body areas. The obese patients also had impaired flexibility in the lower
body and reduced strength, which can further inhibit exercise.
The study concluded that obesity is a common comorbidity of fibromyalgia that may compromise clinical
outcomes. The adverse impact of obesity is evidenced by hyperalgesia, disability, impaired quality of life
and sleep problems. The authors also noted that recent evidence suggests weight loss improves
fibromyalgia symptoms, perhaps resulting from patients adopting healthier lifestyles and taking more
positive attitudes toward symptom management, and overall quality of life.

