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Potential issues when dealing
with fibromyalgia in primary
care

Number of people who present with compatible
picture or openly ask about this diagnosis.

Need for the person to feel validated in their
symptoms and their impact.

Level of confidence when diagnosing or advising on
management of fibromyalgia.

Traditional vs current concept of where fibromyalgia
should be diagnosed and treated.



What is FM¢

Chronic widespread pain.
Sleep disturbance.
Mood disturbance.

Often multitude of non-specific symptoms.

NICE 2021. Chronic primary pain is suspected when
there is no clear underlying (secondary) cause or the
pain or its impact is out of proportion to any
observable injury or disease, particularly when the
pain is causing significant distress and disability.



The size of the problem

Arthritis Research UK: 1 in 25 people.

Meta-analysis (Fayaz et al, BMJ, 2016): UK population-
based, including chronic pain (43%, disabling 12%),
chronic widespread pain (14%), FM (5%), neuropathic
pain (8%).



Does FM existe

Neuroimaging abnormalities: cause or consequence?
Small, heterogeneous studies.

Heterogeneous syndrome.



The extent of the disease

HRQoL.

Function.

Family and relationships.
Contribution to society.
Work ability.



Diagnosis

RCP 2022. Any diagnostician (eg a GP or
physiotherapist) is well-placed to consider a diagnosis
of FM.



FM ACR 2016 classification
and clinical criteria

Generalised pain (4 of 5 regions).
At least 3 months duration of similar level symptoms.

Widespread pain index >/=7 (0-19) and symptom
severity score >/=5 (0-12).

A diagnosis of FM is valid irrespective of (and does not
exclude) other clinically important illnesses.

RCP guidelines supports the use of these criteria.



Fibromyalgia diagnostic worksheet

Symptom severity scale {(555)
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Fibromyalgia syndrome:
the essentials
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What not to miss

Short duration of symptomes.

Joint swelling, particularly a short history.
Seronegative illness: Ps, IBD, uveitis.

CTD symptoms: Raynaud’s, sicca, mouth ulcers, rash.
Systemic upset.

Sinister symptoms.

PMH cancer.



Battery of tests

UE, FBC, LFT, CRP.

CK, TSH, diabetes screen.

Vitamin D, bone profile.

ANA if symptoms suggestive of CTD.
(RF required for MSK referral).



FM management

Pafient education.
Validation of their pain/effect in life.
Management of expectations.
Mood management.
Sleep management.

Fithess maintenance.



2021 NICE guidance for
management of primary
chronic pain in over 16s

Person-cenitred.
Advice on self-management.
Exercise: remain active, group setting.

Psychological support: acceptance and commitment
therapy (ACT) or cognitive behavioural therapy (CBT).

Acupunture up to 5 hours.



NICE recommended

For over 18s, antidepressant (amitriptyline, citalopram,
duloxetine, fluoxetine, paroxetine or sertraline) to
manage chronic primary pain, after a full discussion of
the benefits and harms, for quality of life, pain, sleep
and psychological distress, even in the absence of a
diagnosis of depression.



Not recommended by NICE

Gabapentinoids.

Anfipsychotic drugs.

Benzodiazepines.

Steroid +/- local anaesthetic trigger point injections.
Ketamine.

Local anaesthetics (topical or intravenous).

NSAIDs.

Opioids.

Paracetamol.



Drug withdrawal

If a particular medication has not been beneficial
after a fair trial period (approx. 6 months), consider

withdrawal.
Partficularly if psychotropics and opiates.



My routine

History and examination.
Exclusion of relevant ilinesses.
Education. Versus Arthrifis leaflet.
Physiotherapy.

Occupational therapy (pacing/CBT).
Analgesia (worse days/targeted).
Amitriptyline or nortriptyline.

Mood/sleep optimisation.



Who to refer

Another diagnosis is suspected.

Diagnosis is in doubt.

Rheumatology review is not required for those with
classical presentation of FM.

Rheumatology does not address chronic fatigue
syndrome without pain.



What a person with FM can
expect from rheumatology

Exclusion of other ilinesses.

Guidance on education/self-management.
Management of expectations.

Referral to allied health professionals.

Discharge after usually a single visit.



Case 1

23 y.0. woman with 6/12 of widespread pain and
tiredness.

Psoriasis.

Toe swelling.



Case 2

45 y.0. woman with 5 year history of pain and morning

stiffness that are progressively deteriorating over 2
years.

Unrefreshing sleep.
Previous depression and IBS.
Tiredness.

Painkillers and physio don’t work.



Case 3

57 y.0o. woman with 10 year history of FM.

Deterioration of pain over 3/12 and report of wrist
swelling.

No clinical evidence of synovitis or deformity.



Conclusion

FM is very common.
Symptoms can be very heterogeneous.

Education and management of expectations leading
to self-management are key.

Multidisciplinary/holistic approach is essential.

People with FM can have clinically important ilinesses,
before or after the diagnosis.



ANy questions?
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