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Does it mean anything to diagnose fibromyalgia (FM)
in somebody with chronic widespread pain?
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The paper in this volume by On et al. [1] raises the issue of
whether there is a purpose in diagnosing fibromyalgia (FM) in
patients with chronic widespread pain (CWP). They propose
that, being FM at the more severe end of the spectrum of
CWP, treatment is similar and whether to diagnose FM or
not does not make a difference. Furthermore, since the update
of FM criteria in 2010 which excludes the tender points, di-
agnosis has become more widespread and perhaps less specif-
ic. Diagnosis of FM with 2010 criteria includes many patients
that would not fulfill 1990 criteria and excludes the concept of
secondary fibromyalgia since patients with other conditions
able to cause pain are excluded. Both the criteria, particularly
the story behind both of them, have been well described by
one of the main authors involved, Dr. Fred Wolfe [2, 3].

What a conundrum!
As a practicing rheumatologist who sees over one hundred

patients a month in outpatient clinics, of which about a quarter
are FM [4], I find diagnosing the condition useful.
Furthermore, I also find it useful to differentiate between
Bprimary^ and Bsecondary^ FM, considering the prevalence
of FM in the musculoskeletal diseases (inflammatory or not)
we treat. BSecondary ,̂ not in considering the inflammatory
disease as a cause but to recognize that pain may be different
and both conditions have to be approached in perhaps differ-
ent ways.

But do clinicians, neurologists, rheumatologists, and psy-
chiatrists who see the same patients with Bpresumed^ FM or
other conditions within the spectrum of chronic widespread
pain call them differently and treat them in a similar way? Or
are they really different situations? In which case, why should
it be a similar treatment? Or, finally, should the treatments be
different?

About three decades ago, I was told that fibromyalgia was
what rheumatologists in the first half of the last century called
fibrositis, and others Bpsychogenic rheumatism^ [5].
Considering the links with anxiety, sleep disturbances, etc.,
the latter name has been useful to many of us in our approach
to these patients. However, one thing about the links is the
relationship between Bpsychological^ factors and fibromyal-
gia and another is to regard them as causative agents of the
condition [5].

When reading earlier literature, it is clear that fibrositis
ended up being a misnomer, since the initial evidence of in-
flammation was not confirmed [6], and this is what most today
call fibromyalgia. However, some authors in the late forties
tried to differentiate between fibrositis and psychogenic rheu-
matism [5]. A lot of this information came from soldiers, both
in the UK and the USA returning from the SecondWorldWar,
with traumas arising from this event [5]. Yet both these terms,
and many others, have been used since the late 1800s to date
as Bequivalents^ or variants of what we now call fibromyalgia
as very elegantly reviewed by Inanici and Yunus in 2004 [6].

The term psychogenic, as meaning causative, has been an
issue and recently addressed in another review [7] which au-
gurs the demise of the term psychogenic rheumatism.
However, as clearly stated in Inanici and Yunus’ review [6],
Bthis organic versus psychogenic polemic continues to persist
today .̂ Indeed, as late as 1978, Reynolds both described a
series of patients with what he called psychogenic rheumatism
[8] but also complained almost a decade later about the
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misinterpretation of references in relation to fibrositis (with
data already clearly leading the way to the term
fibromyalgia-tender points, sleep disturbances, etc.) and psy-
chogenic rheumatism [9].

So what about approaches by other physicians
(Bnonrheumatologists^) to similar problems? FMmay account
for up to a quarter of consultations in a general rheumatology
practice, second only to osteoarthritis and up to 10% in family
practice [4, 10], so the issue is no doubt important!

An approach to the so-called Bsomatoform^ disorders
(Diagnostic and Statistical Manual of Mental Disorders, 4th
edition (DSM IV)) in family practice is interesting. Screening
for these disorders using a validated questionnaire [11] shows
that FM may easily qualify. The somatoform disorder classi-
fied as Bpain disorder^ is quite similar to Bour^ FM. And
treatment includes exercise, cognitive behavioral therapy, anti
depressants, etc. [11].

A very recent review addresses the changes between DSM
IV and V regarding these disorders [12]. The new classifica-
tion revolves around the effect the patients’ feelings and
thoughts have on their disability and use of health care ser-
vices rather than on the medically unexplained symptoms
(MUPS). At least in regard to the Bpain disorder^ subset sim-
ilar to Bour^ FM recognized in DSM IV, this latter change
does not appear very useful to me in Bdissecting^ FM patients
in clinical practice. Rather, as with the 2010 FM criteria, it
may allow for a wider spectrum of patients to be included.

A paper from general practitioner’s (GP’s) in Norway in a
closed population showed that patients with MUPS accounted
for 3 % of consultations, 68 % of complaints were musculo-
skeletal, and 57 % asthenia and fatigue (where they Bour
FM^?). Interestingly, therapeutic approach was counseling
by GP’s in 64 %, and only 24 % received some form of
prescription (not described) [13].

Recent reviews in the Cochrane Library, both for pharma-
cologic and nonpharmacologic interventions for somatoform
disorders, which probably include FM, show that quality of
evidence is rather poor, and for most of these disorders
(Bmixed bag^), the use of antidepressants, both tricyclic and
newer, were mildly beneficial, as were particularly the cogni-
tive behavioral therapies as nonpharmacologic approaches. In
both, reviewers stress that the quality of evidence is poor, and
as far as nonpharmacologic therapies are concerned, they
stress that the bias is towards patients who accepted some
form of Bpsychological^ therapy, and we have no information
regarding those who did not [14, 15].

This variety of interpretations and approaches has led a US-
based group to suggest an approach to FM by primary care
providers [16] and the British Pain Society to develop a pri-
mary care approach for CWP including fibromyalgia [17].

Also recently, and because of all these difficulties, particu-
larly in Bsharpening^ diagnosis, establishing treatment, and
measuring results in follow-up, the OMERACT fibromyalgia

working group has identified 12 domains including both clin-
ical and biomarker data, to be used in trials, in order to assess
these issues. The results allowed for four clusters of patients
within FM with somewhat different degrees of involvement,
particularly in physical and psychological factors, emphasiz-
ing that these patients are not a homogeneous group [18].
However, using this approach may give us more information
regarding the nature of these conditions, all of which appear to
have alterations of central pain mechanisms [19].

Very recently, published papers in this area go back and
forth among the issues we have mentioned here, essentially
interaction between physical and psychological issues [20]
and different treatment modalities including online-
monitored courses [21, 22].

So, in coming back to the start, I’ll ask the following: Is it
useful to diagnose FM in the context of chronic widespread
pain or does it not make a difference? Undoubtedly, my opin-
ion will be that of a rheumatologist. And, after having
reviewed these papers discussed above, I still find it useful.
And I find it useful to distinguish primary FM from that asso-
ciated with other musculoskeletal diseases.

We rheumatologists have assumed the role of experts in
Bnonsurgical musculoskeletal diseases^. This of course im-
plies knowledge of anatomy which many of us may not have
[23]. However, if we do (and I believe we should), we are then
supposedly the best prepared to explore this (and thus tender
points are useful to me), Bcircumscribe^ our FM patients from
others with widespread pain, and furthermore, we have the
training to distinguish this pain from other inflammatory or
noninflammatory musculoskeletal conditions which we often
see. And this is critical in my point of view. This is not so for
other subspecialties. However, primary care physicians are
essential because of their knowledge of the patients under their
care, their detailed personal and family history, etc. which it is
clear is an essential part of these clinical pictures, FM or not,
and they should be well trained to identify this and dissect
primary from Bassociated^ FM.

Finally, there is no doubt that a lot of the knowledge re-
garding fibromyalgia have arisen from rheumatology, so
much so that the ACR criteria are used in the primary care
approach, not only in the USA but also in Europe [16, 17].
However, it would be useful for primary care providers (cli-
nicians, family doctors, etc.), rheumatologists, neurologists,
psychiatrists, etc. to get together and put into perspective the
issues and possible definitions/overlaps/Blimits^ of CWP, FM,
MUPS, and somatoform disorders.

If this was possible, we may be able to develop a better
approach to these conditions for all of us involved in their care
and for the benefit of the patients who should be our primary
concern.
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