
Kshitij	Chawla,	MD,	FRCPC	(Physiatry),	FRCPC	(Pain	Medicine)	
Clinical	Assistant	Professor,	University	of	British	Columbia	
	
Co-Founder,	Canadian	Pain	&	Regenerative	Institute	
Staff	physician,	JPOCSC	Pain	Clinic,	Fraser	Health	

Fibromyalgia	and	pain	
management	



Disclosure	

•  none	



Objectives	

•  Fibromyalgia		
– To	be	comfortable	making	the	diagnosis	of	
fibromyalgia.	

	
– Understand	the	evidence	and	guidelines	from	
2010	and	2012	towards	managing	fibromyalgia.	



Definitions	

•  Pain:	The	International	Association	for	the	Study	
of	Pain	(IASP)	defines	pain	as:	An	unpleasent	
sensory	and	emotional	experience	associated	
with	actual	or	potential	tissue	damage,	or	
described	in	terms	of	such	damage.	

•  Key	points:		
–  Not	just	a	sensory	experience,	but	has	an	affective	

and	cognitive	response	
–  The	relationship	between	pain	and	tissue	damage	is	

not	necesarily	correlated	
	



Definitions	

•  Nociception:	
–  the	ability	to	feel	pain,	caused	by	stimulation	of	a	nociceptor.	
Physiologically,	it	is	composed	of	four	processes:	Transduction,	
Transmission,	Modulation	and	Perception.	Acute	Pain	

•  Acute	Pain:	
–  Pain	resulting	from	nociceptor	activation	due	to	damage	to	
tissues.	It	typically	resolves	once	the	tissue	damage	is	repaired.	
It	is	useful	to	avoid	situations	that	can	cause	serious	damage	to	
our	bodies.	

•  Chronic	Pain:	
–  Pain	that	persists	beyond	the	usual	course	of	an	acute	illness	or	
injury.	A	duration	of	pain	>	3	-	6	months	is	often	used	to	
designate	pain	as	chronic.		It	serves	no	physiologic	role,	and	is	a	
disease	state	rather	than	a	symptom.	



Definitions	

•  Neuropathic	Pain:	
–  Pain	initiated	or	caused	by	a	primary	lesion	or	
dysfunction	in	the	peripheral	or	central	nervous	
system.	It	can	remain	present	without	ongoing	
disease.	

•  Allodynia:	
– A	condition	in	which	pain	arises	from	a	stimulus	that	
would	not	normally	be	experienced	as	painful.	

•  Hyperalgesia:	
– An	increased	response	to	a	stimulus	that	is	normally	
painful.		



Definitions	

•  Peripheral	Sensitization:	
– A	reduction	in	(pain)	threshold	and	an	increase	in	
responsiveness	of	the	peripheral	ends	of	
nociceptors	in	the	form	of	an	increase	in	the	
frequency	of	nerve	impulse	firing.		

•  Central	Sensitization:	
– An	increase	in	the	excitability	of	neurons	within	
the	central	nervous	system,	so	that	normal	inputs	
begin	to	produce	abnormal	responses.		



Fibromyalgia	





ACR 2010 Diagnostic Criteria

Widespread Pain Index 
(WPI) ≥ 7 AND 

Symptom Severity (SS) 
scale ≥ 5 or


WPI 3-6 AND SS ≥ 9

WPI: total out of 19 
Note the number of areas in which 
the patient has had pain over the last 
week 
• Shoulder girdle, left 

Shoulder girdle, right

• Upper arm, left

• Upper arm, right

• Lower arm, left

• Lower arm, right

• Hip (buttock, trochanter), left

• Hip (buttock, trochanter), right

• Upper leg, left 

Upper leg, right

• Lower leg, left

• Lower leg, right

• Jaw, left

• Jaw, right

• Chest

• Abdomen 

• Upper back

• Lower back

• Neck 

•

SS scale: total out of 12 
• Fatigue

• Waking Unrefreshed

• Cognitive Symptoms


For each, indicate the level of severity 
over the past week: 
0 = no problem 
1 = slight or mild problems

2 = moderate, considerable 
problems, often present and/or at a 
moderate level 
3 = severe: pervasive, continuous, 
life-disturbing problems


Considering somatic symptoms in 
general, indicate whether the patient 
has: 
0 = no symptoms  
1 = few symptoms 
2 = a moderate number of symptoms

3 = a great deal of symptoms 
 

Symptoms have been 
present at a similar level 

for >3mosNo other disorder that 
would otherwise explain 

the pain
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Diagnosis

Pain > 3mos

Fatigue

Non-restorative 
sleep

Cognitive 
dysfunction

Mood disorder

Other somatic 
symptoms

MSK Pain Syndromes - Fibromyalgia
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Although fibromyalgia (FM) has been recognized as a clinical syn-
drome for the past two decades, recent neurophysiological evi-

dence of pain dysregulation has provided scientific validation. The 
controversy surrounding FM stems from the subjective nature of com-
plaints and lack of any defining abnormal biological findings (1,2). 
This newer understanding has prompted clinical study and exploration 
of newer treatment options. In this spirit, the 2012 Canadian 
Guidelines for the diagnosis and management of FM syndrome were 
developed to provide directions for optimal patient care that align 

with the best available evidence (3). The clinical challenge remains 
because the cause of, the ideal treatment and any potential cures for 
FM are unknown. In addition, diagnosis is entirely dependent on 
patient report of symptoms and functional impairment, without any 
defining physical or laboratory abnormality.

In addition to the pivotal symptom of chronic widespread pain, FM 
syndrome often includes fatigue, nonrestorative sleep, cognitive dys-
function and mood disorder, as well as variable somatic symptoms (4). 
Canadian prevalence rates are in the order of 2% to 3%, with females 
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M-A Fitzcharles, PA Ste-Marie, DL Goldenberg, et al; the National 
Fibromyalgia Guideline Advisory Panel. 2012 Canadian guidelines 
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BACKGROUND: Recent neurophysiological evidence attests to the 
validity of fibromyalgia (FM), a chronic pain condition that affects >2% of  
the population. 
OBJECTIVES: To present the evidence-based guidelines for the diagno-
sis, management and patient trajectory of individuals with FM.
METHODS: A needs assessment following consultation with diverse 
health care professionals identified questions pertinent to various aspects of 
FM. A literature search identified the evidence available to address these 
questions; evidence was graded according to the standards of the Oxford 
Centre for Evidence-Based Medicine. Drafted recommendations were 
appraised by an advisory panel to reflect meaningful clinical practice.
RESULTS: The present recommendations incorporate the new clinical 
concepts of FM as a clinical construct without any defining physical abnor-
mality or biological marker, characterized by fluctuating, diffuse body pain 
and the frequent symptoms of sleep disturbance, fatigue, mood and cogni-
tive changes. In the absence of a defining cause or cure, treatment objec-
tives should be patient-tailored and symptom-based, aimed at reducing 
global complaints and enhancing function. Healthy lifestyle practices with 
active patient participation in health care forms the cornerstone of care. 
Multimodal management may include nonpharmacological and pharmaco-
logical strategies, although it must be acknowledged that pharmacological 
treatments provide only modest benefit. Maintenance of function and 
retention in the workforce is encouraged. 
CONCLUSIONS: The new Canadian guidelines for the treatment of FM 
should provide health professionals with confidence in the complete care 
of these patients and improve clinical outcomes.

Key Words: Clinical care; Fibromyalgia; Pain; Practice guidelines 

Lignes directrices canadiennes 2012 pour le 
diagnostic et le traitement du syndrome de 
fibromyalgie : Résumé

HISTORIQUE : Les récentes données probantes neurophysiologiques 
attestent de la validité de la fibromyalgie (FM), un trouble chronique qui 
touche plus de 2 % de la population.
OBJECTIFS : Présenter les lignes directrices fondées sur des données 
probantes pour diagnostiquer, prendre en charge et suivre la trajectoire 
individuelle des patients ayant une FM.
MÉTHODOLOGIE : Une évaluation des besoins après une consulta-
tion auprès de divers professionnels de la santé a permis de soulever des 
questions pertinentesrelativement à divers aspects de la FM. Une analyse 
bibliographique a ensuite permis de répertorier les données probantes sur le 
sujet. Les chercheurs les ont classées selon les normes du Oxford Centre for 
Evidence-Based Medicine. Un groupe consultatif a examiné les recomman-
dations rédigées pour refléter les pratiques cliniques éloquentes.
RÉSULTATS : Les présentes recommandations incluent les nouveaux 
concepts cliniques de la FM sans anomalie physique ou marqueur 
biologique défini, caractérisés par des douleurs corporelles diffuses et fluc-
tuantes et des symptômes fréquents de perturbations du sommeil, de 
fatigue, de fluctuations d’humeur et de changements cognitifs. En l’absence 
de cause définie ou de traitement curatif, les objectifs thérapeutiques 
devraient être adaptés aux patients et fondés sur les symptômes, en vue de 
réduire les problèmes globaux et d’améliorer la fonction. Un mode de vie 
sain, ainsi que la participation active des patients aux soins, forme la pierre 
angulaire des soins. La prise en charge multimodale peut inclure des straté-
gies non pharmacologiques et pharmacologiques, mais il faut admettre que 
les bienfaits des traitements pharmacologiques sont modestes. On pré-
conise le maintien de la fonction et la rétention en milieu de travail.
CONCLUSIONS : Les nouvelles lignes directrices canadiennes pour le 
traitement de la FM devraient donner confiance aux professionnels de la 
santé quant aux soins complets de ces patients, tout en améliorant les issues 
cliniques.



Diagnosis	

•  Widespread	pain:	
– Above	and	below	the	waist	
– +	sleep	problems	
– +	fatigue	
– +	mood	disturbance	
– +	cognitive		
–  Irritable	bowel,	migraines,	interstitial	cystitis	



Differential	diagnosis	

•  Endocrine	
– Hypothyroidism,	Hyperparathyroidism	

•  Psychiatric	
– Depression,	borderline	personality	d/o,	
somatization	d/o	

•  Musculoskeletal	
– Early	inflamatory	arthritis,	PMR,	SLE,		

•  Neurological	
– MS,	Myopathy,		



Management of FM – key points
• No ideal treatment
• Patient tailored approach (level 5)

– Symptom-based management
– Non-pharmacologic & pharmacologic strategies

• Aim to 
– p symptoms
– Maintain / improve function

• Self-management strategies are imperative (level 1)
• Internal locus of control

– Patient active participant (level 1)
– Multimodal approach (level 1)
– Realistic goals, coping strategies (level 5)
– Pacing, but continue normal life (level 4)

Courtesy of Dr. Mary-Ann Fitzcharles and Dr. Ruth Dubin



Management of FM 
Non-pharmacological treatments

• Exercise (level 1)

– Best available evidence 

– Any type 

• aerobics, water based, stretching, Tai Chi, Qi Gong

• CAM : Insufficient evidence (level 1)

– Encourage disclosure of use  (level 5)

– Small randomized trial supports Vit D supplementation 
(Wepner, Pain 2014)

Courtesy of Dr. Mary-Ann Fitzcharles and Dr. Ruth Dubin



Management of FM –
pharmacological options

• Change 1 thing at a time
• Start with very low doses and go slow
• Side effects often similar to symptoms of FM
• Caution re dependency on pills which fosters “passivity”
• Amitriptyline: 10mg at bedtime
• Duloxetine: 30mg in am with food
• Pregabalin: 25-50mg with supper
• Gabapentin: 100mg with supper
• Split tablets, open and sprinkle meds for really sensitive 

patients 
• Consider polypharmacy (but no evidence)

Courtesy of Dr. Mary-Ann Fitzcharles and Dr. Ruth Dubin





Resources	

•  BC	ECHO	for	Chronic	Pain	
– https://painbc.ca/health-professionals/education/
echo	

•  Pain	BC	–	Pain	Foundations	course	
– https://painbc.ca/health-professionals/education/
pain-foundations-primary-care-providers	

	

						



Resources	

•  Physiotherapy-	aquatherapy	programs,	yoga,	
tai	chi,	Gentle	movement	at	Home	via	Pain	BC.	

•  Pain	Psychology-	CBT,	MBSR,	ABT	
•  Occupational	therapy	
•  Multidisciplanary	pain	clinics	
–  JPOCSC,	SPH	Pain	Clinic,	CPRI,	Change	Pain	Clinic	
– Self	Management	Streams-	Live	Plan	Be,	Pain	BC	
– Pain	Education	programs	



Questions?	

	
	

kchawla@cprihealth.ca	


