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Table. Summary of Treatment Guidelines**

Evidence
Treatment Cost Details Level Adverse Effects Clinical Pearls
General
recommendations
Patient education®® Low Incorporate principles of 1A Following initial diagnosis, spend several
self-management including a visits (or use separate educational
multimodal approach sessions) to explain the condition and set
treatment expectations
Nonpharmacological
therapies
Graded exercise>® Low Aerobic exercise has been best 1A Worsening of symptoms Counsel patients to “start low,
studied}hut strengthening and whgn program is beguntoo  go slow”
stretching have also been shown rapidly For many patients, focusing first on
to be of value increasing daily “activity” is helpful
before actually starting exercise
Cognitive behavioral ~ Low Pain-based CBT programs have 1A No significant adverse Internet-based programs are gaining
therapy (CBT)*” been shown to be effective in effects of CBT per se but acceptance and are more convenient for
one-on-one settings, small patient acceptance is often working patients
groups, and via the Internet poor when viewed as a
“psychological” intervention
Complementary and Variable Most CAM therapies have not 1A Generally safe Evidence emerging that CAM treatments
alternative medicine been rigorously studied such as tai chi, yoga, balneotherapy, and
(CAM) therapies>® acupuncture may be effective
Allowing patients to choose which CAM
therapies to incorporate into an active
treatment program can
increase self-efficacy
Central nervous Several types of CNS neu- Headache These treatments continue to be
system (CNS) rostimulatory therapies have refined as optimal stimulation targets,
neurostimulatory been effective in fibromyalgia “dosing,” etc, become understood
therapies>® and other chronic pain states
Pharmacological Therapies best chosen based 5, Consensus Prescribing patients a drug regimen that
therapies on predominant symptoms and helps improve symptoms prior to
initiated in low doses with slow initiating nonpharmacological therapies
dose escalation can help improve adherence
Tricyclic Amitriptyline, 10-70 mg once 1A Dry mouth, weight gain, When effective, can improve a wide
compounds*%-41 daily before bedtime constipation, “groggy” range of symptoms including pain, sleep,
Cyclobenzaprine, 5-20 mg once or drugged feeling bowel, and bladder symptoms
daily before bedtime Taking several hours prior to bedtime
improves adverse effect profile
Serotonin norepi- Duloxetine Duloxetine, 30-120 mg/d 1A Nausea, palpitations, Warning patients about transient
nephrine reuptake is generic; Milnacipran, 100-200 mg/d headache, fatigue, nausea, taking with food, and slowly
inhibitors*® milnacipran tachycardia, hypertension increasing dose can increase tolerability
is not

Gabapentinoids*? Gabapentin is
generic,

pregabalin not

y-Hydroxybutyrate*>  For treating
narcolepsy/

cataplexy
Low-dose naltrexone**  Low

Cannabanoids** NA
Selective serotonin SSRIs that
reuptake inhibitors should be
(SSRIs)*° used in
fibromyalgia

are all generic

Nonsteroidal anti-
inflammatory drugs

Opioids

Gabapentin, 800-2400 mg/d 1A
in divided doses

Pregabalin, up to 600 mg/d
in divided doses

4.5-6.0 g per night in divided 1A

doses

4.5mg/d 2 small
single-center
randomized
trials?

Nabilone, 0.5 mg orally at 1A

bedtime to 1.0 mg twice daily

Fluoxetine, sertraline, 1A

paroxetine

No evidence of efficacy; can be 5D

helpful for comorbid “peripheral

pain generators”

Tramadol with or without 5D

acetaminophen, 50-100 mg

every 6 h

No evidence of efficacy for
stronger opioids

Sedation, weight gain,
dizziness

Sedation, respiratory
depression, and death

Sedation, dizziness, dry
mouth

Nausea, sexual dysfunction,
weight gain, sleep
disturbance

Gastrointestinal, renal, and
cardiac adverse effects

Sedation, addiction,
tolerance, opioid-induced
hyperalgesia

Milnacipran might be slightly more
noradrenergic than duloxetine and thus
potentially more helpful for fatigue and
memory problems but also more likely
to cause hypertension

Giving most or all of the dose at bedtime
can increase tolerability

Shown as efficacious but not approved
by Food and Drug Administration
because of safety concerns

No synthetic cannabinoid has US
approval for treatment of pain

Older, less selective SSRIs may have
some efficacy in improving pain,
especially at higher doses that have more
prominent noradrenergic effects

Newer SSRIs (citalopram, escitalopram,
desvenlafaxine) are less effective or
ineffective as analgesics

Use the lowest dose for the shortest
period of time to reduce adverse
effects

Increasing evidence suggests that
opioids are less effective for treating
chronic pain than previously thought and
their risk-benefit profile is worse than
other classes of analgesics

? Evidence rated by author; not rated by Canadian National Fibromyalgia Guideline Advisory Panel.





