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Managing ﬁbromyalgia in
midlife and old age
Elderly patients presenting with multiple pains, disturbed sleep, fatigue, poor memory and slow
thinking may have ﬁbromyalgia. Tis is one of a spectrum of “central sensitivity syndromes”
in which there is oversensitivity of certain areas of the brain and abnormal neurotransmitter
activity. The diagnosis is symptom-based and may be made despite the presence of
other disease.
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A recent survey found that 10%
of European women aged 75–84
report symptoms that fulfil the
criteria for ﬁbromyalgia.1 Another
survey showed that American
women had a slightly lower
incidence in this age group, but it
was still surprisingly high (7.4%).2
Te incidence of ﬁbromyalgia in
men is substantially lower, but the
peak incidence remains at around
80 years of age (up from a mean of
0.5% to about 3%).1,2
Both the surveys found that
the average age of patients with
ﬁbromyalgia symptoms is 50 years,
with incidence rising to age 80
and then dropping sharply to a
level approaching that of teenagers
(around 1%) by age 85.3
The diagnosis, controversial
in itself, is made more diﬃcult as
fibromyalgia in older patients is
generally a phenomenon secondary
to other disease states, particularly
painful arthritic and rheumatoid
problems.4 In younger age groups,
the condition is more usually
primary, triggered by mental
or physical trauma — often a
road accident: 22% of whiplash
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injuries result in development of
ﬁbromyalgia — making diagnosis
more straightforward.5 Tere is thus
a reluctance to make a diagnosis
of fibromyalgia in the elderly as
symptoms may easily be attributed
to other medical, physical, or even
mental problems.
Nonetheless, as early treatment
substantially improves an otherwise
poor success rate, it is important
to consider fibromyalgia at a
first consultation. Unfortunately
it may be a year or more before
patients present with ﬁbromyalgic
symptoms to their GP, and a recent
survey found that it is on average
a further 2.3 years before the
diagnosis is made.6

Deﬁnition
Fibromyalgia has previously been
called fibrositis, and psychogenic
or muscular rheumatism. The
name change to fibromyalgia
produced a formal deﬁnition by the
American College of Rheumatology
of: widespread pain for over three
months, above and below the waist,

axial, and on both sides of the body,
with pain to palpation at 11 out
of 18 specific points. However, a
selection of associated symptoms
and comorbidities are always found
beyond that formal deﬁnition.4
Common
additional
symptoms related to the pain are
stiffness and paraesthesia, but
patients ﬁnd the most debilitating
are fatigue, unrefreshing and
disturbed sleep, slow thinking
ability, and poor memory.
The American College of
Rheumatology has now proposed
new diagnostic criteria, which have
made assessment of symptoms
more clinically relevant by including
the comorbidities and the other
non-pain features in their scoring
system.7 The important aspect of
these symptom-based criteria is
that there is no need to “believe” in
ﬁbromyalgia as a real disease entity.
Patients who have a high score
on the assessment questionnaire
will have already started to make
the neurotransmitter and central
neurological changes associated
with progression of their symptoms.
To prevent that progression,
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treatment must be instituted as
early as is practical.
Is ﬁbromyalgia a real disease?
Medically, there is much argument
about whether fibromyalgia is a
“real” disease or not — despite
research that has demonstrated
clear central neurological changes
associated with the fibromyalgia
symptoms. However, not all of these
changes are speciﬁc to ﬁbromyalgia,
with most being common to a
number of other chronic pain
syndromes.
The emerging theory is that
ﬁbromyalgia is part of a spectrum
of disorders in which pain, fatigue
and sleep upset are features. Tese
disorders also include chronic
fatigue syndrome, irritable bowel
syndrome, and post-traumatic stress
disorder. They have been termed
“central sensitivity syndromes”
since they all exhibit overexcitability of certain areas of the
brain,8 with ﬁbromyalgia patients
particularly displaying enhanced
connections between networks
relating to psychological response
to pain and those for memory,
attention and thinking. Tis means
that patients with fibromyalgia
typically focus their attention
more strongly on pain so that their
concentration on and memory
for other things becomes dulled.
This “foggy” thinking is termed
dyscognition, but ﬁbromyalgics call
it “ﬁbro fog”.9
Neurological changes
Te sensory cortex in ﬁbromyalgia
has an expanded surface area
for the reception of pain so that
patients exhibit allodynia (pain
resulting from a non-noxious
stimulus, sometimes outside the
pain area) and also hyperalgesia:
functional MRI investigations have
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demonstrated that fibromyalgic
patients genuinely feel pain from
a 50% lower stimulus compared
with healthy controls.10 Endogenous
opioids are raised but many of
the -opioid receptor sites in the
brain appear to be unavailable,
particularly in areas controlling
spontaneous pain and regulating the
emotional response to pain.11
Other neurotransmitters
affected are serotonin and
noradrenaline, both of which
are involved in the descending
inhibitory pain pathways of
the spinal cord. They also have
modulatory function in mood,
cognition, fatigue and sleep. So
the low levels of both found in
ﬁbromyalgia contribute largely to
the widespread pain and associated
symptoms of the disorder. Drug
treatment focuses particularly on
boosting the levels of these two
neurotransmitters.12
Disturbed sleep
One of the associated
symptoms is disturbed sleep,
a problem reported in many
rheumatological conditions, 13
but patients with fibromyalgia
also complain of unrefreshing
sleep. Some of the sleep problems
may be related to the commonly
found comorbidities of restless
legs syndrome and periodic
limb movement in sleep, but
when sleep has been constantly
disturbed there is an increased
production of proinﬂammatory
cytokines that promote pain. 14
Tis upsets sleep further, which
again enhances pain — in a
vicious cycle. Improving sleep
patterns by attention to standard
“sleep hygiene” procedures and
treatment of sleep-affecting
comorbidities is therefore likely
to reverse the vicious cycle and

improve ﬁbromyalgic symptoms.
Some patients find melatonin
(Circadin) useful in this regard.15

Effective treatment
Until recently the treatment of
ﬁbromyalgia had seen little success,
with almost 50% of patients being
unable to tolerate drug treatment or
failing to respond to it adequately.
However clinical trials have now
demonstrated that a small group of
drugs is genuinely useful and that
a non-pharmacological approach
can show significant benefits.
Fibromyalgic patients are often
over-sensitive to drugs, some
having the comorbidities of multiple
allergies or “multiple chemical
sensitivities” so that they complain
of unacceptable side eﬀects and fail
to comply with dosage. Additionally,
the polypharmacy suffered by
many elderly patients suggests
that avoiding the introduction of
another drug would be helpful,
so the first line of treatment
for the elderly should be nonchemical if possible.16
Non-drug treatment
Exercise, gentle to start with,
provides real beneﬁts. Even half an
hour a day for the minimally active
gives a significant reduction in
pain and general improvement in
mobility.17 However, patients need
to be warned that there may be an
initial increase in pain, stiﬀness and
fatigue for a week or two, but once
muscles become re-educated, useful
beneﬁts result. Hydrotherapy has
proved eﬀective,18 but as this is not
always readily available in the UK,
a reasonable substitute is a warm
bath afer exercise or before bed.
Tis reduces pain and stiﬀness and
improves sleep.
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Education about the condition
is surprisingly helpful.18 Patients
need to know that activity will not
cause long-term upset and that
work and social interaction is a
distraction from pain that brings
both mental and physical beneﬁt.
In this regard, cognitive behavioural
therapy (CBT) focusing on coping
with stress, modifying lifestyle,
reducing “catastrophic thinking”
and changing pain behaviour has
proved useful.19,20
Patients wanting to try
alternative therapies should
generally be encouraged, as time
spent in promoting well-being
is valuable. Acupuncture, for
instance, can boost energy, help
patients relax and cope better,
and improve sleep.21 It can also
aid in the treatment of some
comorbidities such as irritable
bowel syndrome, headaches and
restless legs syndrome.
Medication
Pharmacologically the favourite
drug, commonly used for most
chronic pain syndromes, has
been amitriptyline (a tricyclic
antidepressant inhibitor of
serotonin and noradrenaline
transporters), but the elderly
can ﬁnd it too sedating although
a small dose (10–25mg) taken
at night may be helpful. 22 The
Beers Criteria, which is a review
of medications of potential
concern in the elderly, include
amitriptyline in the list of drugs
considered to be inappropriate
for patients aged 65 or older, and
recently a report has highlighted
amitriptyline as a cardiovascular
risk.23,24 Terefore, the tricyclics
should normally be replaced
by the modern serotonin and
noradrenaline reuptake inhibitor
(SNRI) drugs of which duloxetine
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(Cymbalta), the best researched,
can give a global improvement
in fibromyalgic symptoms. 12
Duloxetine is the treatment of
choice for younger age groups,
and the ﬁrst drug to be added to
exercise and CBT in the elderly.
The European League
Against Rheumatism (EULAR)
recommends combination therapy,
preferably pharmacological and
non-pharmacological.18 However
pregabalin (Lyrica), which was
the first drug to be specifically
recognised by the US Food and
Drug Administration (FDA) for
fibromyalgia treatment, doubles
the success rate in combination
with an SNRI. 25 Pregabalin,
a more potent successor to
gabapentin, is an antiepileptic
used for neuropathic pain and as
a mood stabiliser and anxiolytic.
It is effective at low dosage in
ﬁbromyalgic pain suppression and
also restores more normal deepsleep patterns and reduces “restless
leg” activity.26
Providing standard analgesia
is more of a problem since lack
of μ-opioid receptor binding
capacity means that the strong
opiates are ineﬀective. Nonetheless
the weaker, codeine containing
compounds are sometimes
helpful and buprenorphine,
which reduces hyperalgesia, can
be beneficial. Tramadol has both
weak opioid and SNRI action and
has thus proved a good analgesic in
fibromyalgia, although care must
be taken not to cause serotonin
toxicity if combined with other
serotonin-boosting drugs. It is
often beneficially combined with
paracetamol, which indeed can be
useful alone. However the standard
non-steroidal anti-inﬂammatories
are not generally useful, and nor are
steroids, as there is no inﬂammatory

process unless associated with a
concomitant disease.27
Diagnostic considerations
The diagnostic criteria for
fibromyalgia state that the
presence of another disorder does
not exclude the diagnosis unless
that disorder could otherwise
explain the pain; nonetheless the
treatment of other disorders and
comorbidities is important and can
produce significant improvement
in fibromyalgic symptoms.
Hypothyroidism may present
with similar symptoms and may
be comorbid in a subgroup of
fibromyalgics.28 This needs to be
tested for as correction will make a
real diﬀerence. Another subgroup
has low levels of growth hormone,
but although replacement therapy
can help, it is a long-term, very costly
treatment with significant side
eﬀects and is not recommended.27
Other rheumatoid and arthritic
problems must be considered,
with polymyalgia rheumatica
being the most easily confused
with ﬁbromyalgia.29 It has a more
rapid onset with more severe
muscle stiffness, but is readily
treatable with steroids so must
not be missed. Other myalgias,
particularly in this age group the
drug induced (eg, statins and ACE
inhibitors), should be eliminated
before diagnosing fibromyalgia,
as must infections that can cause
muscle pain and fatigue — notably
hepatitis and Lyme disease.

Conclusion
It is well worthwhile being aware
of fibromyalgia as a possible
diagnosis in the elderly, since
early treatment may not only
help your patient, but also reduce
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or eliminate more frequent and
unproductive surgery visits
in future. To aid diagnosis,
the Fibromyalgia Network,
an internet-based patient
information service, has produced
a questionnaire using the new
diagnostic criteria that is ideal
for rapidly assessing potential
suﬀerers. Tose scoring within the
ﬁbromyalgic parameters should
of course have proper clinical and
laboratory investigation, but it is
helpful as a screen, and keeping a
copy handy in the surgery desk is
recommended.30

9.

10.

11.

12.

Te author has no conﬂict of
interest
References
1. Branco JC, Bannwarth B, Failde I,
et al. Prevalence of ﬁbromyalgia: a
survey in five European countries.
Semin Arthritis Rheum 2010; 39: 448–
53
2. Lawrence RC, et al. Estimates of the
prevalence of arthritis and selected
musculoskeletal disorders in the
United States. Arthritis Rheum 1998;
41: 778–99
3. Haack M, Mullington JM. Sustained
sleep restriction reduces emotional
and physical well-being. Pain 2005;
119: 56–64
4. Wolfe F, Smythe HA, Yunus MB,
et al. The American College of
Rheumatology 1990 criteria for the
classiﬁcation of ﬁbromyalgia. Arthritis
Rheum 1990; 33: 160–72
5. Buskila D, Neumann L, Vaisberg G,
et al. Increased rates of ﬁbromyalgia
following cervical spine injury. Arthritis
Rheum 1997; 40: 446–52
6. Choy E, Perrot S, Leon T, et al.
A patient survey of the impact of
fibromyalgia and the journey to
diagnosis. BMC Health Serv Res 2010;
10: 102
7. Wolfe F, et al. The American College
of Rheumatology preliminary
diagnostic criteria for ﬁbromyalgia and
measurement of symptom severity.
Arthritis Care Res 2010; 62: 600–10
8. Yunus MB. Fibromyalgia and

www.gerimed.co.uk

13.

14.

15.

16.

17.

18.

overlapping disorders: the unifying
concept of central sensitivity
syndromes. Semin Arthritis Rheum
2007; 36: 339–56
Glass JM. Review of cognitive
dysfunction in fibromyalgia: a
convergence on working memory
and attentional control impairments.
Rheum Dis Clin North Am 2009; 35:
299–311
Gracely RH, Petzke F, Wolf JM, Clauw
DJ. Functional magnetic resonance
imaging evidence of augmented pain
processing in fibromyalgia. Arthritis
Rheum 2002; 46: 1333–43
Harris RE, Clauw DJ, Scott DJ, et
al. Decreased central mu-opioid
receptor availability in ﬁbromyalgia. J
Neurosci 2007; 27: 10000-6
Mease PJ. Further strategies for
treating fibromyalgia: the role of
serotonin and norepinephrine
reuptake inhibitors. Am J Med 2009;
122: S44–55
Moldofsky
H.
Rheumatic
manifestations of sleep disorders. Curr
Opin Rheumatol 2010; 22: 59–63
Haack M, Sanchez E, Mullington
JM. Elevated inﬂammatory markers
in response to prolonged sleep
restriction are associated with
increased pain experience in healthy
volunteers. Sleep 2007; 30: 1145–52
Wilson SJ, Nutt DJ, Alford C,
et al. British Association for
Psychopharmacology consensus
statement on evidence-based
treatment of insomnia, parasomnias
and circadian rhythm disorders. J
Psychopharmacol 2010; 24: 1577–601
Jyrkka J, Enlund H, Lavikainen P, et
al. Association of polypharmacy with
nutritional status, functional ability
and cognitive capacity over a threeyear period in an elderly population.
Pharmacoepidemiol Drug Saf 2011;
DOI: 10.1002/pds.2116
Fontaine KR, Conn L, Clauw DJ.
Effects of lifestyle physical activity on
perceived symptoms and physical
function in adults with ﬁbromyalgia:
results of a randomized trial. Arthritis
Res Ther 2010; 12: R55
Carville SF, Arendt-Nielsen S,
Bliddal H, et al. EULAR evidencebased recommendations for the
management of fibromyalgia
syndrome. Ann Rheum Dis 2008; 67:
536–41

19. Lera S, Gelman SM, Lopez MJ, et
al. Multidisciplinary treatment of
ﬁbromyalgia: does cognitive behavior
therapy increase the response to
treatment? J Psychosom Res 2009; 67:
433–41
20. Wideman TH, Sullivan MJL. Reducing
catastrophic thinking associated with
pain. Pain Manage 2011; 1: 249–56
21. Lundeberg T, Lund I. Did ‘the princess
on the pea’ suffer from ﬁbromyalgia
syndrome? The inﬂuence on sleep and
the effects of acupuncture. Acupunct
Med 2007; 25: 184–97
22. Lawson K. Treatment options
and patient perspectives in the
management of ﬁbromyalgia: future
trends. Neuropsychiatr Dis Treat 2008;
4: 1059–71
23. Fick DM, Cooper JW, Wade WE,
et al. Updating the Beers criteria for
potentially inappropriate medication
use in older adults. Arch Intern Med
2003; 163: 2716–24
24. Hamer M, Batty GD, Seldenrijk
A, Kivimaki M. Antidepressant
medication use and future risk of
cardiovascular disease: the Scottish
Health Survey. Eur Heart J 2011; 32:
437–42
25. Farmer M, Dayani N, Trugman JM, et
al. Efﬁcacy of milnacipran when added
to pregabalin in the management of
fibromyalgia: a randomized, openlabel, controlled study. Ann Rheum Dis
2010; 69(Suppl 3): 448
26. Vignatelli L, Billiard M, Clarenbach P,
et al. EFNS guidelines on management
of restless legs syndrome and periodic
limb movement disorder in sleep. Eur
J Neurol 2006; 13: 1049–65
27. Hauser W, Arnold B, Eich W, et
al. Management of fibromyalgia
syndrome: an interdisciplinary
evidence-based guideline. Ger Med Sci
2008; 6: Doc 14
28. Bazzichi L, Rossi A, Giuliano T, et
al. Association between thyroid
autoimmunity and fibromyalgic
disease severity. Clin Rheumatol 2007;
26(12): 2115–20
29. Knights G. Polymyalgia rheumatica
and giant cell arteritis. Innovait 2009;
2: 580–84
30. Fibromyalgia Network. New Clinical
Fibromyalgia Diagnostic Criteria
chart. http://bit.ly/m6ExXb (accessed
26 May 2011)

August 2011 | Midlife and Beyond | GM

