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Fibromyalgia Syndrome



Definition of Fibromyalgia



Fibromyalgia syndrome (FMS) is a chronic, often disabling medical condition, characterized by widespread body pain and uncontrollable fatigue. FMS indicates pain, without evidence of inflammation, in fibrous tissues, muscles, tendons, ligaments, and other sites. It is often accompanied by many other problems such as irritable bowel, headaches, sleep disorder, and cognitive impairments. Conditions that may fall into the same category of syndromes as FMS are chronic fatigue syndrome (CFS) and myofascial pain syndrome (MPS). 



Etiology 



There are a number of hypotheses that attempt to explain the progression of fibromyalgia syndrome (FMS). The evidence seems to suggest that there may be more than one form of FMS, with a genetic predisposition possibly being a basic requirement, followed by either a single major traumatic experience (physical or psychological), or an infection (generally viral), or the compound effect of multiple minor stresses. FMS is described as primary when no obvious predisposing trigger can be identified. Secondary FMS, on the other hand, occurs when there is an established trigger (infection, repetitive strain, physical/mental stress, or trauma). What follows is a summary of the currently considered hypotheses.



Chronobiological Hypothesis (Moldofsky, Harvey 1993 J of Musculoskeletal Pain 1(3/4): 49-59)  This theory proposes that FMS is the result of altered biological rhythms. This manifests primarily as a non-restorative sleep syndrome that emerges from CNS disturbances associated with altered metabolic functions (serotonin, substance P, IL-1, growth hormone, and cortisol). The altered sleep physiology may result from acute traumatic incidents. Sleep deprivation results in decreased growth hormone production (needed for tissue repair) and change in cortisol release patterns. 



Genetic Hypothesis Some studies show clear familial tendencies in the development of FMS. It has been associated with generalized joint hypermobility (a genetically acquired trait more common in females), mitral valve prolapse (reported in 75% of patients with FMS), and particular patterns of HLA class II.  Researchers theorize that an initial genetic predisposition followed by an etiological event, such as trauma or infection, leads to an excessive immunological response.



Integrated Hypothesis   (Bennett, Robert 1993 J of Musculoskeletal Pain 1(3/4): 95-112)  This theory supports a combined central and peripheral etiology. Several studies show muscle microtrauma (MMT) in patients with FMS.  The altered states of muscle are thought to be triggered by a physical trauma which subsequently results in an inability to pump excess Ca++ out of the cells secondary to an ATP deficit. Muscle spindle resetting is then thought to lead to stiffness sensations. It is suggested that MMT is genetically predetermined. However, FMS will not develop in people who are susceptible unless they also develop a sleep anomaly, which provides a “second-hit” by impairing growth hormone production.



Immune Dysfunction Hypothesis   This is a general theory that suggests that ‘something’ or a variety of things (viral infection, major stress, trauma, etc) provoke the immune system into excessive responses, resulting in increased cytokine production. Cytokines produce brain dysfunction modifying serotonin receptors and influencing limbic function, sleep, temperature control, mood, fatigue, pain tolerance and digestive function.



Nociceptive Hypothesis (Wolfe F 1994 J of Musculoskeletal Pain 2(3): 23-39)   Some researchers theorize that pain may be the cause of FMS. Chronic pain stimuli (trauma, arthritis, hypermobility, etc) may lead to a lowered pain threshold and subsequent pain amplification. This is also influenced by genetics, age, gender, disease, sleep disturbance, thyroid imbalance, etc and leads to manifestation of FMS.



Neurosomatic Hypothesis   This theory proposes that a strong genetic susceptibility contributes to development of symptoms early in life. A weak predisposition requires other factors (CNS viral infection, environmental stress, major physical/psychological trauma) to cause immune system dysfunction and/or neurohumoral dysfunction (impaired flexibility of the brain to modify neural networks to cope with internal/external demands). Subsequently, this may result in decreased growth hormone, substance P/serotonin/T3 imbalance, impaired memory, fatigue, depression/anxiety, sleep disturbance and digestive dysfunction.



Relaxin Hormone Hypothesis  (Yue S. 1999 Relaxin: Its Role in the Pathogenesis of Fibromyalgia)   It is postulated by this author that the genesis of fibromyalgia is related to systemic deficit of relaxin hormone, or inability of the body to utilize the existing hormone (receptor site pathology and/or auto-immune antibodies to the circulating relaxin). The microscopic amount of pulsatile release of relaxin hormone is necessary in order to maintain the integrity of collagen and connective tissues of one’s body. The hormone has both direct and indirect effects that affects the individual patient as a whole. All symptoms suffered from fibromyalgia can be explained by the lack of the hormonal effect on six areas (striated muscle, smooth muscle, CNS, ANS, connective tissue, cardiac muscle). � 

Retention Hypothesis   It has been suggested that FMS is a retention disease similar to gout but with a wider range of tissue involvement. Unlike gout, the symptoms of FMS are thought to be due to an accumulation of the anion inorganic phosphate. As a result, defective ATP is generated from a fully operational Krebs cycle, producing heat rather than energy. This inadequate production of energy, combined with overstimulated areas that utilize excess energy, creates a relative hypoglycemic effect that seems to be unresponsive to carbohydrate ingestion.

 

Stress Hormone Hypothesis  (Adler G 1995 Fibromyalgia Association UK Newsletter Dec 1995)   Some researchers are focusing on the theory that FMS involves a deficiency in cortisol, whether triggered by infection, trauma or psychosocial events. Deficiency in cortisol is characterized by fatigue, weakness, muscle and joint pain, bowel symptoms, nausea, increased allergic reactions, and mood disturbance. These symptoms are very similar to those of FMS. The research into the possible cause of cortisol deficiency in people with FMS is currently in progress.



Thyroid Hormone Dysfunction Hypothesis (Yellin J 1997 Clin Bulletin of Myofascial Therapy 2(2/3):23-30)  The symptoms of FMS also closely resemble those of hypothyroidism, including depression, mental fatigue, anxiety, poor memory, sleep disturbance, headaches, gastrointestinal dysfunction, menstrual irregularities, fatigue, hypoglycemia, sensitivity to cold, increased susceptibility to infection, musculoskeletal symptoms, and skin problems. It is not uncommon for those with FMS to also have hypothyroidism. Researchers propose that although patients may present euthyroid, they might have cellular resistance to thyroid hormone. In particular, thyroid hormone regulates substance P in the brain, dorsal root ganglia and anterior pituitary. Inadequate regulation of gene transcription by thyroid hormone could not only account for high substance P levels but for all other objective findings and associated symptoms of FMS.



Clinical Features



Sex: 80-95% women

Average age at presentation:  40years

Average symptom duration: 6-7 years

Prevelance: 2-4% of population



Symptoms



Wide spread musculoskeletal aching and stiffness as well as tenderness on palpation at characteristic “tender points”

Generalized pain (100% of FMS patients)

Occurs throughout the body, aggravated by cold, humidity, stress, overuse, lack of sleep

Stiffness (80% of FMS patients)

Worse in morning and evening

Fatigue (85% of FMS patients)

Global feeling of weakness and lack of energy, worse with activity, lack of sleep, and psychosocial stress

Sleep difficulty (65% of FMS patients)

Nonrestoritive sleep, frequent awakening, light sleep, difficulty falling asleep

Swollen feeling and paraesthesia (50% of FMS patients)

Affects the extremities predominantly, no objective evidence of edema or sensory deficit  



Physical Exam



Common positive findings

Pain present in at least 11 of 18 designated points while applying 4 kg of pressure.  Patient should describe sensation as painful, rather than tender.  Fibromyalgia patients will often have pain in far more than the 18 designated sites, therefore malingering can not be easily identified simply by slipping a few non-designated sites into the exam. 



Nine bilateral tender point sites : 

(American College of Rheumatology criteria for diagnosis of FMS)



Occiput:   at suboccipital muscle insertions

low cervical:   anterior aspect of intertransverse spaces C5-C7

Trapezius:   midpoint of upper border

Supraspinatus:   origin above scapula spine near medial border

Second rib:	at costochondral junction

Lat. Epicondyle:  2cm distal to the epicondyles of elbow

Gluteal:  upper outer quadrants of buttocks, ant. muscle fold

Grtr trochanter:  posterior to the trochanteric prominence

Knee:  medial fat pad proximal to joint line



Skin fold tenderness

Elicited by grasping a fold of skin and subcutaneous tissue at a designated site



Cutaneous hyperemia

Elicited by skin fold test



Reticular skin discoloration

Net-like, mottled, blue or purple discoloration of skin on the extremities.  Occurred in 15% of FMS patients, but had 95% specificity.



Negative findings

No joint swelling

Normal ROM

Normal muscle strength

Normal sensory function

Normal reflexes



Lab studies



Abnormal tests

Sleep EEG - disruption of stage 3 and/or 4

Neuroendocrine tests

�symbol 175 \f "Symbol" \s 12�¯� somatomedin C  (secreted during stage 4 sleep)

�symbol 175 \f "Symbol" \s 12�¯�serum tryptophan

Abnormal HPA axis function 

�symbol 175 \f "Symbol" \s 12�¯� Magnesium within red blood cells despite normal serum magnesium



Normal tests

CBC

Sed rate

Muscle enzymes, muscle biopsy, EMG

X-ray, bone scan, MRI

Negative rheumatoid factor and ANA



Differential Diagnosis



FMS is a diagnosis of exclusion.





Disease				        Common symptom		          sign absent in FMS



Primary fibromyalgia

Secondary fibromyalgia

Rheumatoid arthritis			joint pain			objective joint swelling

SLE					joint pain			+ANA	

Osteoarthritis				joint pain			joint degeneration

Polymyalgia rheumatica			muscle aches			�symbol 173 \f "Symbol" \s 10�­�ESR, weight loss

Myopathy				weakness			objective weakness

Hypothyroidism				fatigue, muscle pain		�symbol 175 \f "Symbol" \s 10�¯� BBT, T3/4, �symbol 173 \f "Symbol" \s 10�­�TSH

Heart disease 				Chest pain			evidence or heart dz

Ankylosing spondylitis			back pain			sacroiliitis on x-ray

Disc herniation				back/leg pain			visualization by MRI



Conventional Treatment



The management of Fibromyalgia has begun to push the boundaries of “conventional” treatment. Much of the allopathic literature reflects the idea that a practitioner must collaborate with the patient to create an individualized treatment plan that is consistent with the patient’s circumstances. Combined with a lack of dependable pharmacologic treatments, an approach like this is opening the doors for increased use of non-pharmacologic medicine. Because of the continuous and unremitting nature of this condition, many patients are seeking care that combines the many modalities, dulling the lines between conventional and alternative.

	

However, a generalized scheme to the conventional approach of FMS does remain. The reasonable first line of treatment is usually antidepressants and exercise. If these approaches are not well tolerated or symptom relief is still needed, additional therapies that might be considered more “alternative” are considered. Examples of this are analgesics, behavior therapy, support groups or balneotherapy. Finally, if symptoms remain severe with significant functional impairment, treatment with opioids can be initiated. 



Antidepressants -Though depression is often an associated symptom of FMS, it is not clear if it is a primary cause. Over half of the patients have a lifetime history of depression, although active depression is present in only one third. The use of antidepressants relates to the fact that patients with fibromyalgia have been found to have decreased serum levels of serotonin. This reduction in serotonin results in a lack of slow wave sleep, an increase in somatic symptoms and an increase in perceived pain. Therefore, antidepressants are the first line of treatment used to target the insomnia and pain experienced by a FMS patient. Amitriptyline (tricyclic) is the most frequently used drug for fibromyalgia. It is taken in low doses at bedtime. The investigation of SSRI’s for use in fibromyalgia has revealed that they provide a relief in the depression and the sleep disorders while having little effect on pain sensation. Therefore a common combination is an SSRI (Fluoxetine) and a tricyclic (Amytriptyline) together at bedtime. Though the doses used to treat FMS are lower than used for depression, the usual side effects do still occur. Additionally, a significant portion of patients develop tolerance to the effects and some experience a worsening of the symptoms.

Exercise - Aerobic and strength training exercise have been evaluated for the relief of fibromyalgia symptoms. Significant improvements in the level of pain and the number of tender points has been documented. It is recommend to perform some type of aerobic activity three times per week. In beginning a workout program for a patient with fibromyalgia, it is important to start slow and gradually increase intensity and frequency over time. Compliance with an exercise program is often difficult so it may be helpful to recommend group work out situations or committing to work out with a friend.

Analgesics - While analgesics are used in the management of FMS, a review of the literature shows varying results. Both Tramadol and Lidocaine have been used as injections into tender points. There has been some decrease in the pain experienced, but it is unclear if that effect is due to the analgesic itself or to the increase in met-enkephalin as a result of the needling. 

NSAIDs- Despite their frequent use, neither NSAIDs or corticosteroids have been found to be effective in decreasing pain or any other symptoms in fibromyalgia.

Cognitive Behavioral Training - The use of this type of therapy in allopathy is aimed at changing coping behaviors as well as personal beliefs about one’s health. Areas of study within this category include a mix of relaxation training, meditation, cognitive restructuring, aerobic exercise and stretching, activity pacing and patient and family education. All of the studies of these types of therapy demonstrate benefit. Reports indicate a decrease in the pain intensity, a decrease in number of tender points, a decrease in emotional distress, and an increase in the sense of control over the pain.

Support Groups - The Arthritis Foundation provides self-help courses and often other patient advocacy groups will host support groups. The effect of this type of therapy also appears to help the patients gain more control over their illness as well as find tips to increase quality of life.

Balneotherapy - There are several articles in the conventional literature describing the effectiveness of this spa therapy in the Dead Sea. Fibromyalgia patients have experienced a decreased intensity of pain, fatigue, stiffness and headache as well as a reduced frequency of these and other symptoms. At a salt content of about 30%, the Dead Sea is the world’s most saline lake. The addition of sulfur baths and mud packs has also been noted to enhance the effectiveness of treatment. It is unclear what the exact mechanism for healing in these cases are, however, muscle tone, joint mobility and pain have clearly been influenced by the hydromechanical and thermal stimuli. Theories regarding the effectiveness of balneotherapy relate to decreasing and healing muscle microtrauma as well as decreasing prolonged muscle tension and ischemia.

Chronic Opioid Analgesic Therapy (COAT )- The use of opioids is reserved for severe cases with significant functional impairment. Clinical trials have shown that COAT is safe and effective in patients with pain that is not related to cancer. However, no clinical data is available specifically with its use in fibromyalgia and in particular the safety of long term use. Concerns related to COAT relate to dependency, opioid abuse, tolerance and toxicity. Commonly prescribed opioids include oxycodone (Roxicodone) and morphine sulfate (Duramorph).



**Please refer to attached table of pharmacologic treatment options for fibromyalgia for dosages, adverse effects and additional information. (Annals of Internal Medicine, December 7, 1999. Volume 131. Number 11.)



Overall, Fibromyalgia has a poor response to pharmacologic therapy. Many doctors assume that it is unlikely for someone with FMS to ever come off their medication completely. According to Lawrence J. Leventhal, MD, even with the combination of both pharmacologic and nonpharmacologic therapies, only 50% or patients experience adequate symptom relief.  Patients might expect to be utilizing some form of treatment for the rest of their lives. 



Naturopathic Treatment



General Strategies

In order to treat FMS we first must understand the multifactorial nature of this syndrome, this has been discussed previously. In naturopathy the treatment plan we establish is based on the Hierarchy of Therapeutics. The Hierarchy of Therapeutics dictates the order of magnitude of the treatments we use and roughly states that we first re-establish the basis for health through proper diet, digestion, exercise, mental and emotional integrity, and spiritual integrity; we then stimulate the vis medicatrix naturae through the use of hydrotherapy, acupuncture, and homeopathy, followed by tonifying weakened systems and correcting structural integrity of the body. Next, we will do specific prescribing, followed by using pharmaceuticals and lastly surgery. We begin with the least invasive, most basic and most powerful treatments for the patient, thus creating an appropriate environment within the individual for healing to take place. The main struggle in treating a patient with FMS is deciphering the cause of the problem. When dealing with such a syndrome we must address it in the same multifactorial nature that it presents. We need to:



1.	Re-establish the basis for health

Remove/Mitigate Environmental Stresses (Barriers to cure)

(lifestyle modification)

	Diet and nutritional recommendations

	Optimize gut function; address bowel toxemia; detoxification; slow		transit time, liver issues, candidiasis, dysbiosis

	Treat psychoemotional component; address Mental/Emotional 	stressors; spiritual exercise

	Minimize toxins; Smoking/Air pollution

	Allergies – ID and remove (airborne and food)

	Viral infection –(EBV, CMV, HSV)

	Sleep restoration

2.	Stimulate the vis medicatrix naturae

	Acupuncture

	Homeopathy

	Hydrotherapy

	Exercise

3.	Tonification of weakened systems – using botanical medicine, physiotherapy, exercise

	Specific nutritional therapy – IV, supplements

	Support immune function

	Support adrenal function

4.	Correct structural integrity

	Manipulation, bodywork

	Exercise



FMS has several conditions that commonly occur in conjunction with the disease that need to be addresses at some point during treatment. These include but are not limited to:�



§	Allergy and chemical sensitivity

§	Brain symptoms

§	Candidiasis

§	Depression

§	Fatigue

§	Toxicity

§	TMJ�§	Viral, bacterial infection

§	Inflammation / pain

§	IBS

§	Gulf War syndrome

§	Mitral Valve prolapse�§	Premenstral tension syndrome

§	Pelvic pain / MPS

§	Rayland's syndrome

§	Sleep problems

§	Chronic Headaches

§	RLS��

As always, patients must be treated as individuals. They should be encouraged to listen to their bodies and should not surpass their own capabilities. This applies to exercise, hydrotherapy, and even dietary changes.  Patients with FMS are overwhelmed enough due to the debilitating nature of their disease and the frustration and social isolation that comes with a “syndrome” rather than a documented, tangible pathological state, so the need to utilize the “art” of medicine is crucial. 



The clinician should understand and respect the fact that there are a wide variety of modalities that can be (and have been) used to treat FMS, and any disease for that matter. Some of these modalities and specific treatments have research and historical evidence for their use, while others may be newer and not yet be substantiated, while still others may even be fraudulent. Some clinicians will choose to use only one modality, where as others will choose to use all of them. Clinicians must utilize their strengths, and must also respect their individual limitations. Discussion will begin with those interventions that have been validated in the research literature and will finish with those treatments that are more anecdotal.



Diet



Proper diet and digestion is the cornerstone of most naturopathic treatments for diseases of a systemic nature. It is necessary to insure adequate nutritional requirements are met, while maintaining proper functioning of the digestive tract. This is a crucial portion of the treatment of the FMS patient. Dietary considerations include but are not limited to appropriate dietary intake, adequate levels of hydrochloric acid, adequate levels of pancreatic enzymes, enteric candidiasis, hyperpermeable gut mucosa, dysbiosis, addressing food allergies, eliminating any possible concurrent inflammatory disease states. Proven methods of treatment through diet include:



Food Allergy Elimination – Exclusion or rotational diets



IBS diet (low stress, hypoglycemic diet)

Comparison study was made between 5 groups of 20 patients each with FMS, IBS, inflammatory arthritis, IBD and a control of “normal” patients. Strict diagnostic criteria was used and after assessment through sigmoidoscopy the researchers found that 70% of FMS patients had IBS and 65% of IBS patients had FMS, compared to control groups of 12% and 10% respectively. A common pathogenic mechanism is suggested. Veale D, et al 1991 Primary fibromyalgia and the irritable bowel syndrome: different expression of a common pathogenic process. Br J Rheumatol 1991 Jun;30(3):220-2



Vegan vs. animal fat

Non-randomized controlled study: A comparison of symptoms of 18 fibromyalgia patients was made between a strict, low-salt vegan diet rich in lactobacteria and a control group of 15 patients who continued their omnivorous diet. The majority of patients were overweight prior to the study and shifting to a vegan diet caused a significant reduction in BMI. Results revealed significant improvements in all measurements of pain and researchers conclude that a vegan diet had beneficial effects on FMS symptoms in the short run. Kaartinen K, et al 2000 Vegan diet alleviates fibromyalgia symptoms. Scand J Rheunatol 2000; 29(5):308-13



Nutritional Supplementation



The patient with fibromyalgia will need general support including the use of a high quality, easily digested multivitamin/mineral and a high quality source of essential fatty acids. Even those patients with the best, whole foods diet can benefit from the use of a multivitamin given the fact that we farm on nutritionally deplete soil, full of added chemicals and toxins. We need to focus on improving digestion and absorption in the FMS patient, and given the significant correlation between irritable bowel syndrome and FMS, it is not only appropriate but also essential for treatment to include treatment of the gastrointestinal system. One of the cornerstones of this treatment should be regulation of bowel flora.



Probiotic therapy

Flora can become dysbiotic for many reasons including steroid medications, antibiotics, and high fat/high sugar diet. Irritable bowel, enteric candidiasis, and dysbiosis can all lead to the onset of major systemic dysfunction involving toxicity, deficiency and liver overload. In addition to addressing practices that cause dysbiosis, probiotic therapy has been used to correct these digestive difficulties. (Chaitow L, 2000, Fibromyalgia Syndrome: A Practitioner’s Guide to Treatment, pg157-163.)

Carol Jessup, a San Francisco physician, has studied over 1000 patients suffering from FMS and CFS. In her work, she did not distinguish between FMS and CFS; nevertheless, she compiled significant statistics with regard to these two similar syndromes. She discovered that 82% of these patients had yeast cultured from their stool, and 30% of them had parasites. In surveying these patients about their symptoms prior to diagnosis she discovered some striking commonalities: 90% had yeast infections, 89% had IBS, 80% had constant gas or bloating, 58% had heartburn, 89% had recurrent childhood ear, nose, throat infections which contributed significantly to high and increased use of antibiotics; all of which can be the result of bowel dysbiosis.

 (Fibromyalgia Network Newsletters 1992-1994; see Chaitow, FMS, 2000)







Another goal of nutritional treatment, whether it is dietary, supplemental or injectable, is to increase cellular metabolism. Some researchers and doctors believe that is impaired cellular metabolism from chronic hypoxia, increased gluconeogenesis, increased muscle breakdown, and impaired ATP synthesis. In addition, deficiency of magnesium and thiamine both can lead to symptom pictures similar to that of FMS. Antioxidant therapy has been used as well, and the common antioxidants vitamin E and selenium have been studied specifically for FMS. Some of the research follows:



Magnesium

FMS and Magnesium (given orally or IV with other nutrients)

A number of symptoms including muscle pain, fatigue, sleep disturbance and anxiety, associated with FMS may be the result of magnesium deficiency. (RomanoTJ, Stiller JW 1994 Magnesuym deficiency in fibromyalgia syndrome. Journal of Nutritional Medicine 4:164-167.



Researchers believe that the chronic hypoxia that results in FMS may be associated with enhanced gluconeogenesis associated with muscle protein breakdown and a deficiency of oxygen and other substances needed for ATP synthesis. This inefficiency may be the result of magnesium deficiency. (Abraham GE, Flechas JD 1992 Hypothesis: management of fibromyalgia: rationale for the use of magnesium and malic acid. Journal of Nutritional Medicine 3:49-59.



Malic acid

Malic Acid & Magnesium

Open trial: benefits were noted during an experimental trial involving 16 pts. with primary fibromyalgia who completed a 6 month open trial of magnesium malate (Super Malic each capsule containing 50 mg Mg, and 200mg malic acid) At an average dose of @ 9 capsules per day significant improvement were seen in pain and tenderness after 2 months. Note: a similar trial with a dose of 3 tablets twice a day did not yield significant results after 4 weeks. (Russel IJ et al 1995 Treatment of fibromyalgia syndrome with Super Malic: a randomized, double-blind, placebo controlled, crossover pilot study. Journal of Rheumatology 22: 953-958.



Single-blind experimental study: 15 pts. with FMS were treated with for an average of 8 wks. with 200-600 mg of magnesium and 1200-2400 mg of malic acid. Pain scores dropped steadily during the trial and rose again within 24 hrs. of switching to placebo. (Abraham GE, Flechas JD 1992 Hypothesis: management of fibromyalgia: rationale for the use of magnesium and malic acid. Journal of Nutritional Medicine 3:49-59.)



Magnesium and malic acid: aid in aluminum detoxification (Domingo, JL, et al., p. 67-79.)(Chaitow, 2000)



Krebs chelates: enable synthesis of adenosine triphosphate (ATP) and healthy mitochondrial respiration, as well as reducing anaerobic glycolysis and lactic acid formation (Carlsen, B.D., p. 1-8)(Chaitow, 2000)



Malic acid (1200-2400 mg) with Magnesium (300-600mg per day) in combination with thiamin and other synergistic factors, such as Fibroplex from Metagenics. (Golan R. Optimal Wellness. 366. Ballantine Books, NY. 1995.)



Thiamine & Manganese

Theoretical: Manganese and Thiamin are key micronutrients affecting metabolism. Manganese is a cofactor in the hypothalamic-pituitary-thyroid axis beginning with the production of TRH ending with the production of thyroxin which controls BMR. Thiamin plays a role in the respiratory chain and deficiency symptoms resemble the complaints of pts with CFS and FMS (including apathy, confusion, fatigue insomnia, depression, paresthesia, low BP, and SOB. Mark J. Percival, Fibromyalgia: Nutritional Support.



The nutritional status of thiamin may be impaired in fibromyalgia (Eisinger J, Zakarian H, Plantamura A et al 1992a Studies of transketolase in chronic pain. Journal of Advanced Medicine 5(2): 105-113.) (Eisinger J, Ayavou T 1990 transketolase stimulation in fibromyalgia. Journal of American College of Nutrition 9(1): 56-57) (consider other French studies Eisinger et al 1987,1988)



Vitamin E, selenium

Vitamin E

Preliminary Study: One early preliminary study described the use of vitamin E supplements in the treatment of “fibrositis” – probably the equivalent of what is today known as fibromyalgia. Several dozen pts. were treated with vitamin E in the range of 100-300IU per day with positive and sometimes dramatic benefit. Steinberg CI. The tocopherols (vitamin E) in the treatment of primary fibrositis. J Bone Joint Surgery 1942;24:411-23.



Selenium

Experimental double-blind study: Supplementation of selenium in the form of selenomethionnine 100mcg/d showed improvement in 60% of pts. with “fibromuscular rheumatism after 12 weeks in a New Zealand study. (Robinson MF et al 1981 Effect of daily supplements of selenium on patients with muscular complaints in Otago and Canterbury. New Zealand Medical Jouirnal 93: 289-292.)



Experimental double-blind study: When selenium was supplemented with Vitamin E in the form of sodium selenite(140mcg) with 100mg alpha-tocopherol in people with disabling muscle pain significant improvements in pain reduction were made especially in those pts. Who displayed an increase in GSH peroxidase following supplementation (75% of those treated) (Jameson S et al 1985 Pain relief and selenium balance in patients with connective tissue disease and osteoarthrosis: a double blind selenium tocopherol supplementation study. Nutr Res 1(Supplement):391-397



Hypothyroidism & FMS

There is some evidence that points to FMS being a manifestation of impaired metabolism, which may have at the cause inadequate thyroid regulation of cell function. This can be the result of thyroid hormone deficiency or cellular resistance to normal levels of thyroid hormone. The clinical features of FMS and hypothyroidism are virtually identical (Chaitow, FMS, 2000, pg. 132). The 13 most common FMS symptoms include pain, fatigue, stiffness, headaches, sleep disturbance, bowel disturbance, depression, poor memory and concentration, anxiety, cold intolerance, numbness and tingling, dry tissues, and difficulty exercising. Many naturopathic physicians and some medical doctors believe that a more sensitive test to identify hypothyroidism is to use morning axillary temperatures (aka. Basal Body Temperature). (Barnes BO, 1976, Hypothyroidism: The Unsuspecting Illness, Harper & Rowe, Publishing, NYNY.)



In FMS patients there is a significantly higher incidence of hypothyroidism than in the general population.



�General population�FMS��Primary hypothyroidism�1%�10-12%��Central hypothyroidism�.00021%�43.5-52.6%��Euthyroid sick syndrome*��36.8-43.5%��

*Euthyroid Sick Syndrome (ESS) is a condition in which the patient has symptoms of hypothyroidism but has normal laboratory values of thyroid function tests. ESS can be caused by any factor that impedes metabolic pathways that are similar to that of thyroid deficiency including folic acid deficiency, beta-adrenergic blocking drugs or, more commonly to some clinicians, cellular resistance to thyroid medication, which can develop from radiation exposure, surgical removal, pituitary failure, dioxin or PCB contamination, or may be idiopathic.



Recommended nutritional supplements for hypothyroidism:

B complex 		50-100mg 

Vitamin C 			2000-10000/d in divided doses

Ca				2000mg

Mg				1000mg

Multi-mineral

Vitamin E complex	800iu

Beta carotene		30-90mg



Treatment with Thyroid hormone (T3 and T4)

	(Guidelines according to Dr. John C. Lowe, paraphrased from Chaitow L, 2000 FMS,                     pg131-43) 

Euthyroid sick begin with Cytomel (T3)�Starting dose usu 75 mcg (�symbol 173 \f "Symbol" \s 12�­� in 1-2 wk intervals)��Primary or central hypothyroidism begins with Synthroid (T4) generally (switch to T3 if no response)�Starting dose usu .15mg (�symbol 173 \f "Symbol" \s 12�­� in 3-4 wk intervals)��	Preliminary ECG is commonly done

	Consider use of propranalol to block effects of thyroid hormone mediated by beta adrenergics in cases of overstimulation

	Patients must make lifestyle changes in addition to thyroid supplementation. These include regular toning and aerobic exercise to tolerance, nutritional supplements, wholesome dietary changes.

	Medication considerations: muscle relaxants, narcotics, and sedatives can contribute to failure of protocol by decreasing pts’ wherewithal to make lifestyle changes

	Tricyclic antidepressants can cause tachycardia and when given in conjunction with thyroid hormone may have a synergistic effect on increasing heart rate

      Pts. should d/c beta-blockers as well, as these will nullify the adrenergic effects of              thyroid hormone.



Treatment with Armour thyroid

Armour thyroid is an FDA approved drug, porcine derived, that contains standardized amounts of T4 and T3 as well as the many proteins found within the thyroid gland. In Dr. Alan Gaby’s experience 70-80% of patients have similar responses to Synthroid and Armour thyroid, and in addition, 20-30% of patients respond to Armour but not to Synthroid. (1-3% of patients respond to Synthroid and not Armour)

	

According to Alan Gaby, MD, about 50-60% of patients treated with Armour thyroid that have subclinical hypothyroidism are able to wean off the treatment after 1-2 years without recurrence of symptoms; others may need to continue treatment long-term. It is necessary to monitor all patients for signs and symptoms of hyperthyroidism (insomnia, tachycardia, chest pain, nervousness and anxiety), elderly patients on long term treatment for apathetic hyperthyroidism (fatigue), and those patients taking DHEA concurrently which may potentiate thyroid medication. Dosage starts at 0.5-1 grain every morning and give approximately 4 weeks until reevaluation.(Gaby, A, 1999, Notes from Diet and Nutrient Therapy class, Bastyr University)



Additional research on supplementation:

Additional work has been done with regard to fibromyalgia in the areas of improving sleep and decreasing pain. Certain specific substances have been studied and have been shown to improve sleep quality thereby improving other symptoms as well. (5HTP, Melatonin) In the arena of pain reduction, there are several studies on SAMe, however none on MSM as of yet, yielding positive results. Also hydrolytic enzymes have shown positive results in the treatment of FMS.



5HTP (or L-tryptophan)

5-HTP: in conjunction with the “low serotonin syndrome” theory; encourage sleep

Experimental study: Double blind study of 50 pts. With FMS found that 100mg of 5-HTP three times per day significantly improved their symptoms. Improvements shown in all symptom categories compared to placebo; number of painful areas, morning stiffness, sleep patterns, anxiety, and fatigue. Caruso I, Sarzi Puttini P, Cazzola M. Double-blind study of 5-hydroxytryptophan versus placebo in the treatment of primary fibromyalgia syndrome. J Int Med Res @ 18:201-9, 1990

Experimental study: 100 mg of 5-HTP taken three times per day demonstrated maximum results by day 30 of the 90 day trial. Puttini PS, Caruso I. Primary fibromyalgia syndrome and 5-hydroxy-L-tryptophan. A 90 day open study. J Int Med Res 1992; 20: 182-9

Experimental study: Patients with fibromyalgia experience reduced REM sleep and an increase in non REM sleep, as well as decreasing the time people spend in deep levels of sleep, and as a result people with FMS wake up feeling fatigued and in pain. One benefit of 5-HTP may be its ability to improve sleep quality. White KP, Harth M. An analytical review of 24 controlled clinical trials for fibromyalgia syndrome (FMS). Pain 1996; 64:211-219

Experimental study: A study of 50 women with FMS recorded their sleep quality, pain intensity, and attention to pain for 30 days. A night of poor sleep appeared to be correlated with a significantly more painful day, and in turn, a more painful day was followed by a night of even poorer sleep. Affleck G, Urrows S, Tennen H. Sequential daily relations of sleep, pain intensity, and attention to pain among women with fibromyalgia. Pain 1996; 68: 363-368

5-HTP for depression and insomnia (100mg tid)

Theoretical: 100-200mg vitamin B6 per day may push the conversion of 5HTP to serotonin in the event of a deficiency since the rate limiting enzyme in this reaction is an amino acid decarboxylase.



SAMe

SAMe increase methylation (Bastyr)

Double blind trials: Some double blind trials using IV S-adenosylmethionine (SAMe) in people with fibromyalgia have led to a reduction in pain and depression. Tavoni A, Jeracitano G, Cirigliano G. Evaluation of S- adenosylmethionine in secondary fibromyalgia: A double blind study. Clin Exp Rheumatol 1998;16:106-07(letter). Tavoni A, Vitali C, Bo,bardieri S, et al. Evaluation of S-adenosylmethionine in primary fibromyalgia: A double blind crossover study. Am J Med 1987;83(suppl5A):107-10.



Negative double-blind trial: Volkmann H, Norregaard J, Jacobsen S, et al. Double-blind, placebo controlled crossover study of intravenous S-adenosyl-L-methionine in patients with fibromyalgia. Scand J Rheumatol 1997;26:206-11.



Double-blind trial: When 800mg of SAMe was given orally to people with fibromyalgia for six weeks in a double-blind trial, pain and morning stiffness decreased significantly, but effects on other symptoms were equivocal. Jacobsen S, Danneslkiold-Samsoe B, Anderson RB. Oral S-adenosylmethionine in primary fibromyalgia: Double-blind clinical evaluation. Scand J Rheumatol 1991;20:294-302.



MSM – an organic sulphur compound required for protein synthesis and an ingredient in glutamine, glucosamine, and glutathione has been reported to help with pain, but no studies presently.



Melatonin (.5-3mg hs) to help sleep

Pilot study: 21 fibromyalgia patients were included in a 4-week open trial with 3mg of melatonin at bedtime. 19 patients completed the study. At 30 days median values for tender point count, severity of pain, patient and physician global assessments and visual analog scale for sleep all improved significantly with melatonin treatment. Citera G, et al 2000 The effect of melatonin in patients with fibromyalgia: a pilot study. Clin Rhematol 2000;19(1):9-13.



Hydrolytic enzymes (theorized: increase breakdown and removal of cellular inflammatory products)

Experimental double-blind study: a study of 424 pts. with non-articular rheumatism received either and mixture of trypsin, chymotrypsin, lipase, amylase, pancreatin, papain, and bromelain or placebo. Significant symptom improvement was noted in the enzyme group. (Uffelman K, Volger w, Fruth C 1990 Der Einsatz hydrolytischer Enzyme biem extraartikularen Rheumatismus. Allgemain Medizin 19:151-153)



Experimental study: 1004 pts. with varying forms of rheumatism seen by 141 physicians relieved treatment with and enzyme mixture (trypsin, chymotrypsin, lipase, amylase, pancreatin, papain, and bromelain). 67% had good to excellent response. Improvement was noted in 76% of pts. with arthrosis, 86% of pts. with arthritis, 90% of pts. with soft-tissue rheumatism. and 76% of pts. with multiple diagnoses. Over 99% of doctors and patients reported virtually no side effects. (Horger I, Moro V, Van Schaik W 1988 Zirkulienrende Immunkomplexxe bei Polyarthritispatienten. Natur-und Ganzheits-Medizin 1:177-22



Bromelain 2500 mg t.i.d. between meals (IBIS)



Chlorella pyrenoidosa (mechanism unknown)

Double-blind placebo controlled, randomized clinical trial: 55 pts with fibromyalgia, 33 with hypertension, 9 with ulcerative colitis consumed 10g of pure chlorella tablet and 100ml of a liquid containing extract of chlorella each day for 2-3 months. Findings state that the chlorella has the potential to relieve symptoms, improve quality of life, and normalize body functions in these patients such that more clinical trials are warranted. (Merchant RE, Andre CA. 2001 A review of recent clinical trials of the supplement Chlorella pyrenoidosa in the treatment of fibromyalgia, hypertension, and ulcerative colitis. Altern Ther Health Med, May-Jun; 7(3):79-91.



Pilot study: 18 of 20 fibromyalgia patients completed the 2 month trial of 10g of “Sun Chlorella” and 100ml of liquid “Wakasa gold”. Supplementation revealed a 22% decrease in pain intensity, 7 of the 18 believed the supplementation helped their symptoms while 6 noticed no change and 5 thought their symptoms had worsened. Merchant RE, Carmack CA, Wise CM 2000. Nutritional supplementation with Chlorella pyrenoidosa for patients with fibromyalgia syndrome: a pilot study. Phytother Res May; 14(3):167-73



Dietary Indoles  

The mechanism of these dietary indoles is not entirely understood in the treatment of FMS. Dietary indoles decrease tender point pain threshold levels, may decrease autoantibodies and may increase catecholamine levels by decreasing COMT activity.

Preliminary trial: 12 fibromyalgia syndrome patients were given 500mg per day of a blend of 100mg Ascorbigen and 400 mg broccoli powder in a one-month open trial. Mean decrease in physical impairment score was 20% and 18% decrease in total FMS impact score. Bramwell B, Ferguson S, Scarlett N, Macintosh A. The use of Ascorbigen in the treatment of fibromyalgia patients: a preliminary trial. Altern Med Rev 2000;5(5):455-462.



Newer Treatments



Ambrotose

Ambrotose is a patented product that combines 8 essential carbohydrate molecules that are required for formation of glycoproteins. Glycoproteins are ubiquitous in the human body and play a role in cellular communication. Improvement in pain reduction has been reported in FMS patients.



Cetyl myristoleate (CM)

This substance is a fatty acid found in a species of mice that is immune from arthritis. Discovered by Dr. Henry Diehl about 30 yrs ago, supported by animal studies, human anecdotal evidence, and one poorly done DBPC study that could only be published in the Townsend Letter. It is apparently safe, however remains experimental and expensive. Theorized mechanisms of action appear to be production of favorable anti-inflammatory prostaglandins (alteration of COX and LOX pathways) and altering T- cell function through changes in cell membrane permeability. Therapeutic dose is 12-18g/day of cetyl myristoleate. Consumers beware that there are other products on the market claiming similar structure to CM, and again there is no testing. Chuck Cochran, DC has written on CM and claims there are some products on the market with no CM in them at all, and others with very little of this active substance. Cochran C, Dent R Cetyl myristoleate –A unique natural compound valuable in arthritis condition 1997 168;70-74



Enzogenol

This is an extract of the bark of pinus radiata pine tree in New Zealand. Enzogenol is reportedly a powerful antioxidant and a bioflavanoid, even more powerful than Pycnogenol or line bark extract.



Also used

DHEA or 7-keto DHEA, CoQ10, B12, C, pantothene, B6, Zinc, bioflavanoids, Quercitin, HCl, Chromium picolinate, Phosphatidyl choline/serine, potassium magnesium aspartate, tyrosine



PIN – aka Meyer’s cocktail; has been reported to benefit FMS pts. 



CoQ10 improve O2 delivery to tissues & antioxidant (50-100mg qd-bid)



Chromiun picolinate may reduce reactive hypoglycemia which may worsen symptoms



Phosphatidyl choline and phosphatidyl serine (300mg qd may help 

depression and improve memory



Glucosamine – has been used in OA but no trials as of yet



Glutamine – precursor to GSH, can enhance muscle fxn by stimulating hGH



Noni – “miracle fruit” of South Pacific; claims to enhance oxygen delivery to cells; reports of success in FMS with juice or capsules



“Fibroplex” – metagenics product frequently mentioned in my research



Lifestyle 



Pain Management

The aim of a pain management program is to reduce the disability and distress caused by chronic pain by teaching sufferers physical, psychological and practical techniques to increase the quality of life.



Most pain management programs are based on the principles of cognitive behavioral therapy where behavioral responses to illness are acknowledged to be influenced by positive and negative reinforcement. The objectives of interdisciplinary pain management are listed below. These objectives are achieved with:

Education

Skill training

Skills rehearsal and feedback

Generalization of skills taught to everyday situations and novels situations

Strategies for maintenance and further improvement



Objectives of interdisciplinary pain management:

Assist patients in altering their belief that their problems are unmanageable and beyond their control.

Inform patients about their condition

Assist patients to move from a passive to an active role in the management of their condition.

Enable patients to become active problem solvers to help them cope with their pain through the development of effective ways of responding to pain, emotion and the environment.

Help patients to monitor thought, emotions and behaviors, and identify how these are influenced by internal and external events.

Give patients a feeling of competence in the execution of positive strategies in the management of their condition

Help patients to develop a positive attitude to exercise and personal health management.

Help patients to develop a program of paced activity to reduce the effects of physical deconditioning.

Assist patients to develop coping strategies that can be developed once contact with the pain management team has ended.  (Chaitow, 2000)



Exercise

For patients with fibromyalgia exercise can induce pain because muscles tighten as well as being less aerobically fit.. However exercise is  important for patients with fibromyalgia because it can increase their overall fitness level, flexibility and functional ability. 

Benefits of exercise include:

decreased pain

improved flexibility

improved strength

more energy

better sleep

better weight control

improved cardiovascular fitness

improved self-esteem

improved feeling of well-being



Key features of an exercise program would include:

Emphasize stretching and flexibility of all major muscle groups. Focus on warm-up period that consists of stretching only.

Regular low impact aerobic program with walking, water aerobics, exercise bike

Gradually progressing in the exercise program. Goal is to achieve improvement but also to establish a stable baseline

Continue regular exercise three times per week, even when there is increased pain

 Important to follow proper posture and body mechanics to minimize strain of muscles and joints 



Psychological Therapies

Decreased self esteem, depression, anxiety, anger, strained interpersonal relationships and altered coping mechanisms are common in fibromyalgia. Psychological therapies can be useful for patients to better help deal with their fibromyalgia.

Some useful techniques include:

psychotherapy, counseling (one on one and group therapy), pain and stress management, biofeedback, relaxation techniques and coping strategies.



Sleep management

Poor sleep is a hallmark of fibromyalgia. Advice on sleep management and good habits are important to stress in fibromyalgia sufferers. 

Relaxation techniques should be taught.

Caffeine and alcohol should be avoided.



Botanical Medicine 



 With the theory of a low grade viral/bacterial connection with fibromyalgia certain botanicals could be used to treat without risk of  side-effects of antibiotics and decreased risk of resistance developing.



Allium sativum (garlic) - powerful anti-bacterial, anti-viral, anti-parasitic and anti-fungal

Astragalus membranaceus - enhances immune function 

Dionaea muscipula (Venus fly trap) - immune stimulator and modulator

Echinacea angustifolia and purpurea

Eleutherococcus senticosis - adaptogen, enhances resistance to all forms of stress

Glycyrrhiza glabra ( licorice) - immune system enhancer, anti-microbial, antioxidant, adaptogen

Hydrastis canadensis ( golden seal) - immune enhancer, enhances gastrointestinal function

Hypericum perfoliatum ( St. Johnís Wort) - aids in depression, anti-bacterial, anti-viral, enhances immune function

Usnea barbata - anti-bacterial



Physical Medicine



Non-specific (Constitutional) Treatments

Rationale: the goal of constitutional treatment is to improve self-repair mechanisms, establish homeostasis and assist the immune system, providing an opportunity for normal healing functions to operate more efficiently. 

Naturopathic Principles: first do no harm, the healing power of nature, treat the whole person

Therapeutic Order: reestablish the basis for health, stimulate the vis, tonify weakened systems



Deep Relaxation - Deep relaxation quiets mental activity, calming nervous system, changing brain wave patterns, amplifying self-healing mechanisms and normalizing negative activities. Techniques include autogenic therapy, meditation, breathing exercises, etc.



Neutral Baths - Neutral baths provide an environment with profoundly reduced stimuli. Peripheral nerve stimulation is reduced by body temperature water and the constant hydrostatic pressure on the body has a deeply relaxing physiological effect. Especially for anxiety, nervousness, sleep or pain problems. Effect can be amplified by decreasing visual stimuli (light, shapes), auditory stimuli (quiet, “white noise” which cancels out other sounds), and tactile stimuli (addition of Epsom and other salts allows the patient to float). The more stimuli that can be removed, the more effective the treatment.



Hydrotherapy - Thermo regulatory hydrotherapy: first standing, then sitting, then immersing in a bath, followed by a re-warming period has been shown to boost sex hormone production, renew energy, improve circulation to cold extremities, reduce MI and CVA by improving clotting function, improve immune function and reduce menopausal symptoms.



Massage - Massage can decrease pain, stiffness and fatigue and improve the quality of sleep. The massage should be slow and rhythmical, non-specific and soothing-not trying to “do” anything. Pay special attention to patient position for maximum comfort- often side-lying with support for the neck, low back and knees, or sitting in a chair. If the patient cannot tolerate even light massage to tender areas, massage of distal areas from the site of pain may still provide the patient with an overall feeling of decreased pain.��        

 Mechanical vibrational massage of tender points for 15-30 minutes at 100-200 Hz relieves pain and causes the release of tension in the muscles. Firm pressure combined with rapid vibration of the skin using the hands appears to produce the same benefit.�         

Adjuncts to massage include preheating muscles with hot packs to induce pliability in the tissues, and hot packs or ultrasound after the massage to prevent or decrease possible post massage soreness and to further relaxation and increase circulation. Massage is also useful to loosen muscles before movement/exercise or manual therapies described below.�



Educationii

Rationale: education can play a valuable role in the comprehensive management of patients with chronic pain. Not only do patients need to become educated about therapeutics, but also about what they can do to actively minimize or prevent symptoms from occurring or recurring.

Naturopathic Principles: first do no harm, treat the cause, prevention, doctor as teacher

Therapeutic Order: reestablish the basis for health, correct structural integrity



Behavioral and Cognitive Reeducation - The patient needs to be taught and then demonstrate back to the therapist various options for rest and work positions, especially prolonged positions in sleep, work, reading, and stationary tasks. The patient must also be taught problem-solving skills for optimizing functional posture and movements, both in the workplace and at home. Many patients may not realize that people performing light jobs are as likely to experience musculoskeletal injury and pain as those involved in heavy jobs.�

Ergonomic intervention therefore plays a crucial role in the multidisciplinary management of chronic pain. Home and work environments must be engineered to interface with human characteristics to minimize anatomic, physiologic and psychological stresses to prevent injury and, perhaps more importantly, re-injury after treatment. 



Posture and Movement Reeducation for Activities of Daily Living - The body should be organized so that it assumes its maximum length (the “up” direction of the Alexander technique), and to a lesser extent its maximum width. This implies that the head, neck, shoulders and torso should most often remain in a relaxed, near neutral position and that the majority of flexion should be derived from the hips. Postural awareness is particularly important because chronic pain patterns often manifest subconscious postural adaptations that can precipitate further aggravation. Releasing or inhibiting unnecessary and inappropriate muscle tone that pulls the patient out of the ideal position allows the automatic postural mechanisms of the nervous system to maintain an effortless upright stance. Corrections in posture should not be attempted by superimposing more muscular tension and effort over preexisting tension because too much effort will be required and the patient will be doomed to failure.



Movement and Exercise

Rationale: movement and exercise can loosen tight muscles and reduce pain by improving oxygenation and waste removal in tissues. 

Naturopathic Principles: prevention, treat the whole person

Therapeutic Order: reestablish the basis for health, correct structural integrity



Somatic Education Procedures - Methods such as Feldenkrais� and Alexander technique are designed to reprogram habitually performed, inefficient movement patterns into more intelligent, efficient, skilled movement. This can reduce unnecessary tone and microtrauma to muscles that can lead to chronic pain.



Stretching Exercises - Most fibromyalgia patients feel stiff some or all of the time. Flexibility can be partially or fully regained with regular, painless, focused stretching. Stretching should be preceded by tonus reduction exercises to derive maximum benefit. T’ai chi and yoga are the safest techniques, however, care must always be taken to advance slowly and carefully to avoid injury.



Strengthening Exercises - Exercises should be designed to match the demand placed upon the muscle, and control should be emphasized over strength. Even if movement is too painful, tensing and relaxing exercises can maintain tone and produce a pumping action to bring in oxygenated blood to the area. If the area is too painful to be moved, also try exercising distal muscle groups to improve circulation through the area. There is growing evidence that thinking about a particular movement slightly activates the muscles that perform that action. Similarly, eye movements activate muscles in the direction of gaze, making it possible to give some exercise to the main muscles in the body by dong slow and deliberate eye movements.�           

 Hypermobile joints are common in affected children. It is far safer to use general exercises, such as swimming, to increase balance and tone, rather than trying to build up muscle tone in joint areas to compensate for lax ligaments.



Cardiovascular Exercise - Cardiovascular/aerobic training can produce a great improvement in fibromyalgia- start with a very mild degree of effort and slowly increase as tolerance improves. Exercise 3-4 times per week, 15-20 minutes per day, and maintain a heart rate between 60 and 80% of maximum, predicted heart rate. Any safe movement that does not produce pain is suitable. The goal is to increases delivery of oxygen to tissues, enhance well-being and release endorphins. Walking, cycling, and swimming are the safest activities.





IV.	Manual Therapy

Rationale: manual therapy is effective for increasing mobility and decreasing pain in patients who cannot self-manage their pain with movement or exercise, or for management of areas of severe focal pain.

Naturopathic Principles: treat the cause

Therapeutic Order: reestablish the basis for health, correct structural integrity



Strain-Counterstrain - Strain-counterstrain methods should help any acute or chronic pain, but results may not last long if fibrosis has occurred. When a stressed muscle is placed in a position of ease, muscle spindles reset and reduce the excessive tension that the muscle is holding. Blood supply is greatly increased bringing oxygen and nutrients to the area, removing wastes and reducing pain. Best for acute problems and associated muscle spasm, with great pain or with sensitive patients.

	Find directions of movement which are restricted or painful

	Look for tender points in tissues involved in performing the opposite motion of above

	Keeping a light pressure on the tender point located above, find a new position that minimizes the pain or tenderness and hold for at least 1 minute before returning slowly to neutral position.



Muscle Energy Treatment - Post-isometric relaxation (isometric contraction for 7 seconds or more) will help free and stretch tight, painful tissues very gently. Reciprocal inhibition will cause relaxation of antagonist muscles, allowing them to be stretched more easily and painlessly. Best where there is restriction, stiffness, and al limited range of movement with or without painful associations, and as trigger points have to be stretched to normalize their activity.



Trigger point treatment with muscle energy treatment: use enough pressure that pain is felt in the target area, and maintain the pressure for 7-10 seconds, then rest for 5 seconds. Repeat up to 2 minutes/8cycles, or until the pain in the target area lessens. Alternately, use strain-counterstrain method. Next, stretch the muscles in which the trigger point is located, or the trigger will soon reactivate. The use of quick cold stimulus applied by a stroke of ice or vapocoolant spray (fluorimethane or ethyl chloride) causes an anesthetizing effect allowing increased stretching of a muscle.�



Chiropractic - The most successful techniques are those focusing on muscles, such as bio-energetic synchronization technique (BEST), and are more likely to help than active manipulation. Benefits include increased mobility and pain reduction.



Osteopathic - Muscle energy treatment and strain-counterstrain methods are derived from osteopathic practice. Craniosacral therapy also derives from osteopathic theory and there are anecdotal reports of success in treating chronic pain in fibromyalgia.



Neurosensorimotor Reeducationii     - Traditional methods such as neurodevelopment treatment (NDT) and proprioceptive neuromuscular facilitation (PNF), as well as alternative methods such as Feldenkrais, Alexander technique, and Trager work all can be used to train the patient to develop and maintain a relaxed neuromuscular state through practice and awareness.



Assistive Methods� -The “sustained pressure” technique of Johnson directs the patient’s conscious awareness to focal areas of increased tone within a muscle. The therapist applies enough pressure to sink into the muscle without resistance, without evoking a protective response. Relaxation and visualization strategies, as well as breathing exercises can be used to bring about a local reduction in tonus.



“Associated oscillations” are rhythmic, oscillatory, wavelike movements developed from Trager work that is applied locally or to the whole body. The momentum of the body is used to loosen restrictions and to provide movement education in the form of creating a sensory experience of effortless movement.



Homeopathy



Rhus Tox

	Connective tissue inflammation

	Tearing, drawing, burning

	RESTLESS, painful and STIFF

	< After rest, initial motion, cold, damp, night, overexertion

	> Limbering, continued motion, WARMTH, rubbing, stretching



Cimicifuga

	SPASM OF LARGE MUSCLES

	Twitching and jerking

	Feel sore and bruised all over

	Heavy, stiff, numbing

	Sensitive spine

	Pain in muscles of shoulder, neck, back

	< Cold, menses, motion, touch

	> Warmth, pressure



Phytolacca

	Inflammation of muscle, fascia, tendon

	Sore throats

	Shifting, changeable, shooting pain

	RESTLESS, weak

	Extreme SORENESS all over

	Intense EXHAUSTION

	< Motion, DAMP, cold, night

	> WARMTH, dry, resting



Gelsemium

	Heavy, dull, lethargic

	Fevers

	ACHING, numb, cold

	Limbs HEAVY, tired, weak

	Loss of muscular power

	Occipital headache, neck pain

	Vertigo, trembling

	< Damp, cold, warm wet weather, exertion

	> Urination



Bryonia

	Hardness of painful muscle groups

	Headache, fever

	Heat, swelling

	STITCHING pain

	Irritable, thirsty

	< Least motion of any part, jarring, touch, A.M., p.m.

	> Rest, lying, PRESSURE, hot applications, open air



Kalmia

	Rapidly shifting location

	Shooting, neuralgic pains

	Nerve, muscle, joint inflammation

	Tender, swollen

	Numbness, tingling, heat and trembling after pain

	< MOTION, touch, cold, left side, night

	> Warmth, rest



Causticum

	Chronic inflammation with contraction

	STIFFNESS

	Tearing, drawing, burning pains

	Restless limbs

	Paralytic weakness

	< Motion, cold, clear weather, P.M.

	> Warmth, warm bed, wet weather, limbering



Other remedies to consider:

Ranunculus, RUTA, Calc carb, Formica rufa, Guiacum, Kali bich, Nux vomica, Phosphorous, Silicea
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