Multidisciplinary Modalities
in the Treatment of Fibromyalgia

Don L. Goldenberg, M.D.

Fibromyalgia is a common musculoskeletal pain condition associated with chronic widespread
pain, tenderness at various points on the body, fatigue, and sleep abnormalities. Individualswith fibro-
myalgia often have comorbid anxiety, depression, and/or other pain syndromes. Research into phar-
macologic remedies for fibromyalgia has demonstrated efficacy for a variety of agents, but pharma-
cology is only one piece of the puzzle when it comes to successful management of fibromyalgia.
Sensitive and appropriate methods of diagnosis and an integrated treatment plan including proper pa-
tient education, aerobic exercise, and cognitive-behavioral therapy have been shown to be effectivein

alleviating fibromyalgic symptoms.

Fibromyalgia is a chronic condition characterized
by widespread pain, the presence of multiple
tender points, sleep disruption, and fatigue. Common co-
occurring conditions include depression and anxiety disor-
ders as well as other pain syndromes. Diagnosis can be
difficult owing to substantial symptom overlap between
fibromyalgia and other pain conditions including chronic
fatigue syndrome and irritable bowel syndrome. Further
complicating the diagnosis is a belief held by some mem-
bers of the health care community that simply diagnosing
an individual with fibromyalgia may be harmful.

Several pharmacologic agents may benefit patients
with fibromyalgia, but pregabalin is the only medical
treatment currently approved by the U.S. Food and Drug
Administration for the treatment of fibromyalgia. Non-
pharmacologic treatments should be used in combination
with pharmacologic interventions; the most promising
of these are patient education, aerobic exercise, and
cognitive-behavioral therapy (CBT).

DIAGNOSIS AND IMPLICATIONS

In fibromyalgia, a physical examination is necessary to
rule out joint abnormalities such as systemic arthritis and
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to prove that patients are diffusely tender in a number of
areas of their bodies. If the patient’s history will suffice,
he or she does not have to meet the American College of
Rheumatology classification criteria® of 11 of 18 tender
points for a diagnosis of fibromyalgia. When necessary,
selected |aboratory tests should be performed, and simple
activity and outcome instruments that measure pain, fa-
tigue, mood, sleep, and function (such asthe Fibromyalgia
Impact Questionnaire, or FIQ) are helpful.

A diagnosis of fibromyalgia should be enabling rather
than disabling, but in fact, thisis an area of controversy.?
The concern isthat fibromyalgic symptoms, such aswide-
spread pain and fatigue, can be a part of any healthy
person’s daily life, and if they are given a disease label,
the symptoms become a medical issue, which in turn may
increase the patient’s levels of anxiety and symptomatol-
ogy. This situation may indeed occur, but it is the result of
either misdiagnosis or the diagnosis not being accompa-
nied by appropriate education about the condition.

When dealing with any chronic symptomatology, in-
cluding headache, back pain, chest pain, or depression, la-
beling the symptoms as a specific illness and providing
the patient with education can and should reassure the pa-
tient. When receiving a diagnosis of fibromyalgia, a pa-
tient no longer has to believe others who say the symp-
toms are “al in your head.” He or she typically stops
undergoing multiple diagnostic tests because there is no
longer a concern that something is being missed. A 3-year
study? found that receiving the diagnosis of fibromyalgia
reduced patients’ numbers of annual visitsto general prac-
titioners and specialist physicians. So, whether the diag-
nostic label is fibromyalgia, irritable bowel syndrome,
chronic fatigue syndrome, or major depressive disorder,
these labels can be useful for both the medical practitioner
and the patient.
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Giesecke et al .2 attempted to discover how patients with
fibromyalgiadiffer in their clinical symptoms. They identi-
fied 3 subsets of patients on the basis of pressure-pain
thresholds and psychological factors. The largest group, as
would betypical of most practices, comprised patients with
moderate depression and anxiety scores, moderate catastro-
phizing, and low levels of tenderness. These patients per-
ceived moderate control over their pain. Patients in the sec-
ond group had psychological factors that seemed to worsen
fibromyalgic symptoms. These patients typically had sig-
nificant depression and anxiety, high levels of catastrophi-
zing, excessive tenderness, and little perceived control over
their pain. In the third group, patients had normal mood rat-
ings and high perceived control of pain with little catastro-
phizing, yet, paradoxically, they had extreme tenderness.
The unexpected tenderness of the third group indicates pos-
sible genetic differencesin regard to pain perception.

One issue that should be raised initialy, and is some-
times brought up by patients, isthe concern that receiving a
diagnostic label of fibromyalgia may be areason for litiga-
tion or a cause of disability. It should be explained that it is
not the diagnosis of fibromyalgia but rather misconceptions
regarding causation that can lead to stress and symptom
amplification for some patients, making rehabilitation dif-
ficult. A patient’s opinion about the mode of onset of his
or her fibromyalgia, such as whether it began following
traumaor an infection, can play arolein treatment efficacy.
It may be helpful to use models of chronic headaches or
chronic fatigue to help explain disease exacerbation and
management to patients.

NONPHARMACOLOGIC TREATMENT

Studies have examined several types of nonpharmaco-
logic strategies for treating fibromyalgia, but many studies
tested more than one strategy at atime and/or were not con-
trolled. Education, exercise, and CBT have individually or
in combination been found to improve mood, physical
functioning, stress management, and self-efficacy and to
decrease pain, sleeplessness, and fatigue.

Education

Education has been found to increase self-efficacy in pa-
tients with fibromyalgia, decrease pain and depression as
well as catastrophic thinking, and improve FIQ scores.*®
However, a difficulty for both primary physicians and ter-
tiary referral physiciansis finding enough time to properly
educate patients about the cause, course, and treatment of
fibromyalgia. One time-saving approach isto set aside spe-
cific daysor half daysfor group consultations. This method
allowsthe physician, nurse practitioner, or other health care
professional to efficiently disseminate detailed information
to a group of patients and, hopefully, their spouses and/or
family members instead of trying to educate every patient
on aone-on-one basis. A standard didactic lecture coupled
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with a question-and-answer session is a recommended
method.” The group format is usually acceptable to pa-
tients, and often patients establish contacts, bond, and learn
from each other. One-on-one advice can be given after the
guestion-and-answer session. Clinicians should create an
environment in both the group session and the one-on-one
session in which patients feel that they can ask all the ques-
tions that are necessary.

When educating patients, a core set of information
should be provided that includes a detailed discussion of
potential pathophysiologic mechanisms in fibromyalgiain
the context of a biopsychological model. The clinician
must dispel the notion that the absence of organic disease
means that the symptoms are psychogenic.

Avoid structural or causation labels. Structural labels
such as torticollis and occipital neuralgia have been used
for neck pain, and similar labels such as sacroiliac dysfunc-
tion have been used for back pain, but none of those terms
has any credence in pathophysiologic models. Rather, it is
appropriate to use a term such as fibromyalgia or chronic
widespread pain, which does not explain illness based on
structure. Fibromyalgia also should not be linked to pos-
sible causes that are not well supported. For instance,
the terms posttraumatic fibromyalgia, postinfectious fibro-
myalgia, and multiple environmental insults causing fi-
bromyalgia should be avoided unless there is a clear link,
which typically is not the case.

In educational sessions, the prognosis and clinical
course of fibromyalgia should be addressed. Be frank in
telling people that while fibromyalgiaistypically achronic
disorder with a waxing and waning course, it can be re-
solved. Point out that patients never have structural abnor-
malities due to fibromyalgia, and that the disorder is not the
prodromal phase of another disease, such as multiple scle-
rosis, rheumatoid arthritis, or systemic lupus erythemato-
sus. Focus on the fact that this condition can get better, but
it requires a lot of hard work and self-management on the
patient’s part. Explain that the media and the Internet are
often full of misinformation regarding fibromyalgia, and
provide patients with trustworthy sources including books
and Web sites.

After leading these educational sessions for awhile, the
health care professional can anticipate patients' questions
and concerns. Common patient questions that the discus-
sion should be built around include the following:

e What exactly iswrong with me, why do | hurt all
over, and why am | so exhausted?

e How did | get this, how isit treated, and when will
it go away?

e Why do people not believe me?

Exercise
As shown in Figure 1, aerobic exercise promoting car-
diovascular health has been found to increase function,
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Figure 1. Changes in Arthritis Self-Efficacy Scale (ASES)
Scores for Exercise and Control Subjects®
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3Reprinted with permission from Gowans et al .8
*p < .05, t test on change scores (exercise vs. control).

decrease pain, and improve symptom scores in patients
with fibromyalgia (N = 15) compared with nonexercising
control patients (N = 16) whose scores worsened over
time.® Aerobic exercise also decreased levels of anxiety
and depression in patients with fibromyalgia relative to
those of the nonexercising controls® A meta-analysis’®
found that aerobic exercise also improved global well-
being, and a small study™ suggested that strength training
may be as effective as aerobic exercise. The problem with
prescribing exercise is that not all individuals will exer-
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cise, and even if they do begin an exercise program, they
will not always continueit. Because the benefits of aerobic
exercise last only aslong as the program is maintained, the
challenge is to determine not only how to get individuals
exercising but also how to keep them exercising.

Some general approaches with respect to exercise in
fibromyalgia are similar to those of pharmacologic thera-
pies. Patients should start with low-intensity exercise and
slowly increase the level of physical exertion until they
achieve moderate exercise levels—for example, 60% to
75% of their age-adjusted maximum heart rate, at least 3
times weekly for at least 30 to 40 minutes, if at all pos-
sible. Patients should be aware that their pain may initially
increase as their level of activity increases. It is not a good
ideato send a patient with fibromyalgia to a therapist who
is accustomed to working with orthopedic patients or
sports medicine patients because the so-called “ no pain, no
gain” theory of exercise will not work in fibromyalgia. Pa-
tients with fibromyalgia are sensitive to increases in their
overall activity level; too much activity will cause awors-
ening of their symptoms, which is why patients have to
start at low levels of exercise and slowly increase the in-
tensity. For some patients, even using the term exercise is
probably a bit of a misnomer because many fibromyalgia
patients are sedentary. A more appropriate term to use, at
least during the early stages of treatment, is activity. Ini-
tially, just getting patients with fibromyalgia to be more
active and to begin to do more in their day-to-day life is
appropriate, rather than a formal exercise program. Once
the patient has achieved amoderate level of cardiovascular
fitness, strength and stretching programs can be consid-
ered for gradual implementation.

Cognitive-Behavioral Therapy

Cognitive-behavioral therapy has been shown to be ef-
fective in the management of fibromyalgia.* Cognitive-
behavioral therapy not only improves mood and decreases
pain, fatigue, and sleeplessness, but it can also improve
stress management and physical functioning.**** The CBT
programs for fibromyalgia include a number of different
goals, some of which address maladaptive illness behav-
iors, or bad habits, that patients have unknowingly devel-
oped, making their illness worse instead of better. An ex-
ample of this would be that many chronic pain patients
will do too much on the days when they feel well, and then
they pay for that by having severa days of increased
symptomatology caused by their overactivity. Then, they
finally have another day when they feel well and, again, do
too much, thus continuing the pattern of overactivity fol-
lowed by several days of underactivity. This pattern leads
to tremendous variability in the day-to-day symptoms of
fibromyalgia, which can be very frustrating for patients.
The antidote that is given in CBT programs for this par-
ticular maladaptive illness behavior is pacing of activities.
Patients are taught that if they do approximately the same
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amount of activity every day, no matter how they feel, this
can have a salutary effect on their overall symptoms.

Cognitive-behavioral therapy can be conducted in a
one-on-one setting or as part of a group session similar to
that described above for education. Cognitive-behavioral
therapy conducted in large groups once or twice ayear has
demonstrated improvement in function, decreased medi-
cal utilization, and improved care satisfaction lasting
up to 1 year after program termination.** Psychosocial
therapy should be conducted with acceptance and support
from the family and health care providers. Work-related
issues should be addressed, and, in selected individuals,
more formal mental health counseling, chronic pain coun-
seling, and more expert psychopharmacologic interven-
tion should proceed.

Other Nonpharmacologic Therapies

Some complementary and alternative medicine thera-
pies that may be beneficial in fibromyalgia include acu-
puncture,’® trigger point injections,®® manual treatment
including chiropractic” and massage'®'® therapies, hyp-
notherapy,® biofeedback,*? tai chi,® and yoga.** Some
debate surrounds the efficacy of acupuncture, as both
traditional and sham acupuncture have demonstrated ef-
fectiveness.>>2® Trigger point injections have been found
more useful in so-called myofascial pain.* Evidence sup-
porting these complementary and alternative medicine
treatments is tentative at best, and larger controlled trials
are needed.

MULTIDISCIPLINARY TREATMENT

Successfully managing the interface of the physical
and mental symptoms of fibromyalgia requires skilled
pharmacologic and nonpharmacologic therapy. Knowl-
edge of fibromyalgic subgroups is important when deter-
mining a treatment course for individual patients. Treat-
ment will be more effective when it is talored to a
patient’s needs.*3' While many treatments have some
data showing efficacy when used alone, multidisciplinary
strategies generally provide better outcomes than mono-
therapies.® Combinations of education, exercise, and
CBT seem to create synergy.”** The impact of theillness
on patients can be lessened by multidisciplinary training
sessions as brief as 1.5 days.

Determining who should take charge in a multi-
disciplinary approach to treating fibromyalgia may be the
most important step in the entire process. Should the
patient’s care primarily be provided by arheumatologist, a
mental health professional, or a physical medicine and re-
habilitation specialist? Or, should the lead be the primary
care physician, with specialists from the other disciplines
acting as consultants? Optimal interaction between repre-
sentatives of the various necessary disciplines is difficult
to determine, but fibromyalgia requires this interface.
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CONCLUSION

Diagnosis and treatment of fibromyalgia is a compli-
cated, controversial process, but successful management
of the disorder is possible. Multiple treatments, both phar-
macologic and nonpharmacologic, have demonstrated ef-
ficacy in fibromyalgia. An integrated, multidisciplinary
approach to treatment, although time-consuming for phy-
sicians and difficult for patients, offers the best chance of
symptom abatement.

Drug name: pregabalin (Lyrica).

Disclosure of off-label usage: The author has determined that,

to the best of his knowledge, no investigational information

about pharmaceutical agents that is outside U.S. Food and Drug
Administration—approved labeling has been presented in this article.
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