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ABSTRACT

In the present study, we aimed to establish a national guideline including recommendations of the Turkish Society of Physical Medicine and
Rehabilitation (TSPMR) for the management of Fibromyalgia (FM) syndrome. This guideline was built mainly in accordance with the 2017
revised European League Against Rheumatism (EULAR) guideline recommendations for the management of FM. A total of 46 physical
medicine and rehabilitation specialists were included. A systematic literature search was carried out in PubMed, Scopus, Cochrane, and
Turkish Medical Index between 2000 and 2018. Evidence levels of the publications were evaluated, and the levels of recommendation were
graded on the basis of relevant levels of evidence, The Assessment of Level of Agreement with opinions by task force members was established
using the electronic Delphi technique. Recommendations were assessed by two Delphi rounds and 7 of 10 points were deemed necessary for
agreement. The treatment recommendations were classified as non-pharmacological therapies (6 main items), pharmacological treatments
(10 items), and complementary therapies (5 items). These were recommended in the light of evidence, depending on the clinical and general
condition of each patient. This is the first national TSPMR guideline recommendations for the management of FM in Turkey. We believe our
effort would be helpful for the physicians who are interested in the treatment of FM.
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Fibromyalgia (FM) is defined as chronic syndrome
of unknown cause, resulting in widespread pain,
fatigue, sleep disturbance, impaired cognitive function,
and anxiety,! and possible causes are thought to be
genetic, neurological, psychological, sleep-related and
immunological.®? In the literature, complaints or
symptoms reported by more than 25% of patients with
FM include widespread body pain, fatigue, morning
stiffness, headache, paresthesia, sleep disturbance,
subjective swelling, dry mouth, loss of libido, irritable
bowel, dysmenorrhea, joint hypermobility, temporo-
mandibular joint dysfunction, dermographism,
Raynaud's phenomenon, and reticular color changes
in skin."*7 The intensity of the symptoms fluctuates
over time.*!

It has been suggested that abnormal central
and/or peripheral pain mechanisms play a role in

association with genetic factors in the development
of common and chronic pain reported by patients
with FM®!' and the condition develops due to
individuals with genetic predisposition being
exposed to physiological and psychological stresses
related to the environment.!%!!

Currently, there is no cure for FM. The main
goals of treatment are to decrease symptoms and
to maintain and improve the quality of life and
function.' In clinical practice, pharmacological
and non-pharmacological therapies such as physical
therapy, exercise, and cognitive behavioral therapy
(CBT) are co-administered. Treatment protocols which
treat FM as a systemic disease rather than a regional or
multifocal muscle disorder are preferred.!*!*! Methods
using a single treatment modality cannot provide
full efficacy in patients with FM, multidisciplinary
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approach is considered the most effective method in
clinical practice.l'®1”]

Although there are several national and
international guidelines in this field, there is no
guide which contains studies and experiences in
Turkey. Therefore, in the present study, we, for the
first time, aimed to establish a national guideline
including recommendations of the Turkish Society of
Physical Medicine and Rehabilitation (TSPMR) for the
management of FM in our country.

MATERIALS AND METHODS

This guideline was developed with the
participation of 46 physical medicine and
rehabilitation specialists who were the members of
Soft Tissue Diseases and Myofascial Pain Working
Group of the TSPMR.

Literature search

A systematic literature search was carried out
including articles in English published between 2000
and 2018 in PubMed, Scopus, and Cochrane. The
publications were evaluated paying special attention
with the following key words: “Fibromyalgia” and
“Fibromyalgia Syndrome® in Turkish Medline.

This guideline was built mainly in accordance
with the 2017 revised European League Against
Rheumatism (EULAR) guideline recommendations for
the management of FM. In addition, other guidelines,
systematic reviews, meta-analyses, and clinical trials
published until 2018 and Turkish publications from
2000 to 2018 were reviewed.

Assessment of evidence

The evidence levels of the publications
were evaluated are shown in Table 1. The levels
of recommendations were graded on the basis of
relevant levels of evidence, passing them through the
common mental filter, to provide ease of use as weak,
moderate, and strong. The Assessment of Level of
Agreement with opinions by task force members was
established using the electronic Delphi technique.
Recommendations were assessed by two Delphi
rounds and 7 of 10 points were deemed necessary for
agreement.

RESULTS

The treatment recommendations were classified
as non-pharmacological therapies, pharmacological
treatments, and complementary therapies.
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Table 1. Evidence levels®
Level of evidence

Ia Evidence from meta-analysis of randomized-controlled
trials

Ib Evidence from at least 1 randomized-controlled trial

IIa Evidence from at least 1 well-designed, controlled,
non-randomized study

IIb Evidence from a well-designed, partially-experimental
study of at least 1 other type

111 Evidence from well-designed, non-experimental,

descriptive studies, such as comparative studies,
correlation studies, and case-control studies

v Evidence from expert committee reports or ideas and/or
from clinical experience of key authorities

Non-Pharmacological Therapies

The efficacy of pharmacological therapies in FM
is limited due to uncertain etiology. It is well-known
that the majority of patients use non-pharmacological
therapies.® The goal of non-pharmacological therapies
of FM is to increase the physical functions and activity
level and to improve the general health and emotional
well-being of the patients.'>'®!*] Non-pharmacological
therapies include patient education, exercise, physical
therapy modalities, hydrotherapy/balneotherapy,
massage, and CBT.1!

1. Patient education

As a part of the treatment program in patients
with FM, it is reccommended to implement training
programs to improve skills to cope with the disease
(Evidence level Ia, Strong recommendation).

During the education process, the patient is
informed about the syndrome and treatment options,
the misbeliefs and misleading information about
the disease are corrected, and it is clarified that
the disease is not life-threatening.!>?” Ensuring the
implementation of self-management makes the patient
to take responsibility for activities which would affect
symptoms positively and to improve problem-solving
abilities. Self-efficacy positively affects the patient's
attitude and resistance to disease. It helps the patient
to exhibit particular behaviors by controlling his/her
emotions or to change his/her attitudes to reduce
the severity of symptoms. In this way, the patient
can benefit more from treatment.'”! However, several
studies have shown that education alone is not enough
in treatment, but should be a part of the treatment
plan'[15,20-23]
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2. Exercise

As a part of the treatment program in patients
with FM, it is recommended that individual exercise
programs should be implemented according to
the patient's clinical status and general condition
(Evidence level Ia, Strong recommendation).

The exercise program for FM patients should
involve aerobic and strengthening exercises (Evidence
level Ia, Strong recommendation).

There is no difference between the efficacy of
land-based and aquatic exercises, and the choice
should be made by the agreement of patient and the
physician together, and an exercise setting enhancing
compliance should be preferred (Evidence level Ia,
Strong recommendation).

It has been shown that strength and condition
of muscles decrease in FM patients.[>202425 1,085 of
muscle strength causes the muscles sensible to micro-
traumas, causing pain and fatigue, thereby, creating a
vicious cycle. The main goal of exercise is to break this
vicious cycle.?” Exercise may yield analgesic effect by
increasing serum beta-endorphin levels. In patients
with FM, it has been shown that decreased blood flow
in the muscle tissue, and contractions in muscles,
and changes in post-exercise pain modulation cause
increased post-exercise pain. Recent three clinical
trials with FM in the 2017 Cochrane review evaluated
the role of physical activity and exercise in chronic
pain management.’® The review concluded that,
although the level of evidence was low, physical
activity and exercise were usually mild-to-moderately
beneficial in terms of decreasing the severity of pain
and improving physical functions. In addition, the
incidence of adverse effects was low and the quality
of life improved. Although patients are usually
suggested aerobic exercises, in general, both the
aerobic and strengthening exercises were found to be
beneficial. Also, the aquatic and land-based exercises
were found to have a similar efficacy.®?"? In a study
conducted with 57 patients in Turkey, the efficacy
of balance exercises was investigated, and it was
concluded that balance exercises were beneficial in
terms of static balance and functional levels in FM
patients.” An exercise program can be initiated with
basic neck joint motion and posture exercises and
continued with the whole body strengthening and
aerobic exercises subsequently. It should be noted
that, when pain severity and symptoms increase,
the intensity of exercise should be reduced. Exercise
should be increased by 10% after two weeks in the
absence of any increase in complaints.?
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« Aerobic exercises

In the 2017 Cochrane review evaluating aerobic
exercises in patients with FM, 13 studies of a total
of 839 participants were included.”" Eight studies
with 456 participants provided low evidence for pain
intensity, fatigue, stiffness and physical functions, and
moderate evidence for quality of life. In another review
evaluating exercise therapies in FM, strengthening
exercises provided improvement in general well-
being and physical functions, although the combined
exercise programs (aerobic and/or strengthening
and/or stretching exercises) improved pain and
physical functions further.?

« Strengthening exercises

The low-quality evidence obtained in a Cochrane
review in 2013 including five studies showed that
strengthening exercises on moderate and moderate-
severe intensity provided a significant improvement
in pain, tenderness, function, and muscle strength.®’!
There was also low-quality evidence that FM patients
could safely perform moderate-to-severe level exercises.
In this review, aerobic exercise was reported to be more
effective in pain relief than moderate strengthening
exercises.

« Stretching exercises

Although there is insufficient evidence for the
effectiveness of stretching exercises in FM, the results
of the study comparing stretching and aerobic exercise
in 76 sedentary FM patients showed an improvement
in aerobic capacity, pain, and physical functions in
both groups, whereas it was more evident in patients
receiving aerobic exercise.* In a review of four studies,
stretching exercises provided improvement in pain and
pain-related quality of life and functions, although
the authors concluded that further studies should be
performed due to methodological drawbacks in most
of the studies included.””!

« Aquatic exercises

Sixteen studies were included in a 2014 Cochrane
review evaluating aquatic exercises in FM.! The
aquatic exercise programs showed similar effectiveness
to land-based exercises. In a study with 50 FM
patients in Turkey, balneotherapy was compared
with aquatic exercises and symptoms such as pain,
fatigue, and morning stiffness were improved with
both treatments.® In another study including 63 FM
patients, aquatic exercises and home-based exercises
were compared and, although similar efficacy
was observed in both treatments, the duration of
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follow-up was longer in the group receiving aquatic
therapy.®” Recently, swimming or walking groups
showed a similar improvement in a study including
75 FM patients."®!

3. Physical therapy modalities

Evidence lacks to suggest performing
electrotherapeutic modalities alone in FM patients
(Evidence level Ia, Ib, IIa, Weak recommendation).

Electrotherapeutic modalities are recommended
according to the patient's clinical status and general
condition as a part of the therapy program in
patients with FM (Evidence level Ia, Ib, IIa, Weak
recommendation).

Electrical stimulation (ES)

A 2017 review evaluating the role of ES in FM has
included nine studies (6 transcutaneous electrical
nerve stimulation [TENS], 3 electroacupuncture) with
a total of 301 patients.® Although it was concluded
that ES provided a significant reduction in pain, there
was no significant difference in the quality of life and
fatigue and the evidence level was defined as low.
When only TENS was applied, no significant reduction
in pain was observed, either.

Transcutaneous electrical nerve stimulation
(TENS)

Transcutaneous electrical nerve stimulation is
successfully used in the treatment of acute and
chronic pain conditions and seems to be effective
on the mechanism of supraspinal and spinal
pathways.™® It is mostly applied between the
frequency of 50 to 120 Hz and it provides pain
relief by increasing the gamma aminobutyric acid
(GABA), endorphin, enkephalin, and dynorphin
levels in the spine.l°%2 In FM treatment, it is often
used in localized pain.'® A prospective controlled
study in Turkey including 66 FM patients compared
the effectiveness of exercise and TENS and reported
that exercise combined with TENS provided better
results in myalgic pain relief.**!

Pulsed electromagnetic fields

There are studies indicating pulsed electromagnetic
fields and repetitive transcranial magnetic stimulation
(rTMS) reduce pain and/or improve quality of life
of patients with FM."**! However, in a placebo-
controlled study in Turkey, rTMS was applied to 25
patients and it did not provide significant long-term
improvement.[*4
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Transcranial magnetic stimulation (TMS) and
transcranial direct current stimulation (tDCS)

A review evaluating the efficacy of non-invasive
brain stimulation involving rTMS and tDCS in FM
included 16 studies. The mean effect size for the
improvement of pain, depression, sleep disturbance,
tender points, and general health/functions was found
to be 0.667, 0.322, 0.511, 0.682, 0.867, and 0.473,
respectively. In addition, rTMS was evaluated as more
effective than tDCS (effect size was 0.698 and 0.568;
p<0.0001, respectively). Primary motor cortex (M)
stimulation was reported to be more effective than
dorsolateral prefrontal cortical application and the
authors concluded that both rTMS and tDCS methods
could be used in FM patients."

Low-level laser therapy

Although low-level laser therapy has been
suggested to reduce pain by creating photochemical
reactions which alter neuronal activity, its use in
FM is still controversial.'®*52 A study with 75
patients comparing placebo and amitriptyline and
laser treatment showed that it was effective in pain
reduction.

Ultrasound therapy

In a comparison study including 20 patients to
evaluate the efficacy of ultrasound treatment and
laser treatment in FM patients, reduction in the pain,
stiffness and tender points was found with both
treatments.”® Another study including 20 patients
showed improvement in pain, functions, and sleep.*

Interferential current (IF)

In a study including 56 patients to evaluate the
efficacy of IF current application for the treatment of
FM, hot pack, vacuum electrodes with IF current and
posture exercises with hot pack, vacuum treatment
without IF and posture exercises were compared. The
authors showed that no significant improvement in the
analgesic effect was found in patients with FM.!

4. Hydrotherapy-balneotherapy

As a part of the treatment program in patients
with FM, hydrotherapy/balneotherapy programs are
recommended according to the patient's clinical
status and general condition (Evidence level Ia,
Moderate recommendation).

Four reviews investigating the efficacy of
hydrotherapy and balneotherapy in FM included about
21 studies and 1,306 subjects.****) In another review of
10 studies and 446 patients, an average of four-hour
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hydrotherapy was compared with different methods
and a significant reduction in pain was observed for
14 weeks.®® Inaddition, in areview including 21 studies,
there was a decrease in pain and an improvement in
quality of life with hydrotherapy.”” Balneotherapy
also decreased pain and number of tender points and
improved quality of life. Therefore, the authors found
no strong evidence for the superiority of one method
to another.

5. Massage

There is poor evidence that the massage therapy
is effective in FM patients.

In a review and meta-analysis of nine studies,
massage was compared with TENS, standard care,
relaxation, and acupuncture.®” However, there was
methodological problems in all these studies. Although
there was no significant effect of massage on pain, in
a subgroup analysis, five weeks or longer massage was
associated with a positive effect.

6. Cognitive-behavioral therapy (CBT)

Cognitive behavioral therapy is recommended as
a part of the treatment program in patients with FM
(Evidence level Ia, Weak recommendation).

There are six reviews involving 2,031 patients on
CBT.l776¢¢1 Twenty-three studies were included in
the Cochrane review in 2013; however, these studies
were reported to have a poor quality.! Mostly, CBT
studies were performed as a single method, and no
positive effect was detected and contradictory results
were obtained in multi-method CBT programs.
Improvements in pain and function were found in
studies in which CBT and exercise programs were
administered together.” In addition, it was reported
that CBT provided a mild reduction in pain and
disability and its effects sustain for a long time.[*

Pharmacological Treatments

Drugs shown to be effective in FM are tricyclic
antidepressants (TSA), cyclobenzaprine, tramadol,
serotonin-noradrenaline  reuptake  inhibitors
(SNRIs), and certain antiepileptics.””” The choice of
pharmacological treatment in patients with FM should
be based on the patient's clinical features, adverse
effects, and response to treatment.!*”! Treatment is
recommended to be titrated gradually starting with
low doses.'121>681 Studies with drug combinations
are limited and it is generally recommended to start
treatment with monotherapy.'>® In conclusion, the
aim of drug treatment, administered concurrently with
patient education and non-pharmacological therapies,
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is to bring the patients to a level for their coping with
the symptoms.”

1. Antiepileptics

Pregabalin can be used at a dose of 300 to
450 mg/day in patients with FM, when pain is
the dominant symptom with concomitant sleep
disturbance and fatigue (Evidence level Ia, Moderate
recommendation).

Data on the use of gabapentin in FM patients are
insufficient, and a benefit-risk calculation should be
made (Evidence level Ib, Moderate recommendation).

In a Cochrane review including five studies with
2,758 patients reported that pregabalin provided
a mild improvement in pain reduction and sleep
disorders, whereas the efficacy in fatigue was less
beneficial.”! A recent prospective, randomized study
involved 209 FM patients showed that pregabalin had
positive effects on sleep problems.” In a safety review
including eight studies, pregabalin treatment was
found to be associated with somnolence, dizziness,
weight gain, and peripheral edema. Most of the patients
reported side effects of pregabalin therapy which were
usually mild-to-moderate and well-tolerated in the
long-term.”!

In a post-hoc analysis of a crossover, randomized,
placebo-controlled study including 209 FM patients
using pregabalin treatment was found to improve sleep
parameters.’?

A Cochrane review of 2017 on the efficacy of
gabapentin for FM pain included only one trial of 150
patients and the evidence was considered insufficient
to support or refute the suggestion that gabapentin
could reduce pain in FM."

2. Monoamine oxidase inhibitors (MAOIs)

The use of MAOIs in FM patients is not
recommended (Evidence level Ia, Strong
recommendation).

The efficacy and safety of MAOIs in FM have
been investigated in four reviews including 241
patients.?””>771 Due to lower comparative efficacy
to TSAs and the intensity of adverse effects, their
use is not recommended.?”778 In a prospective
study carried out in Turkey investigating the efficacy
and tolerability of moclobemide therapy in 21 FM
patients, there was no significant improvement in
symptoms other than pain and it was concluded that
moclobemide could be used in patients with FM who
had severe depression.
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3. Nonsteroidal anti-inflammatory drugs (NSAIDs)

The use of NSAIDs in FM patients is
not recommended (Evidence level Ia, Weak
recommendation).

A review of two small-scale studies and a Cochrane
review of 2017 showed that there was a limited efficacy
of NSAIDs in FM.2775:80]

4. Selective serotonin reuptake inhibitors (SSRIs)

The use of SSRIs in FM patients is not
recommended; however, they can be used in the
treatment of depression and anxiety disorders
in patients with FM (Evidence level Ia, Weak
recommendation).

Eight reviews evaluating the use of SSRIs in
FM were assessed; most of these reviews addressed
to the use of antidepressants in FM in a general
aspect.”>7%81861 Tn some of the studies evaluating the
use of antidepressants in FM, SSRIs was reported to
have a less effect than TSAs."*%! In a 2015 Cochrane
review of seven placebo-controlled studies (two with
citalopram, three with fluoxetine, and two with
paroxetine) yielding a total of 383 patients, SSRIs
were shown to be more effective than placebo on
pain, fatigue, and sleep problems which are the main
symptoms of FM.B The authors concluded that
they could be used in the treatment of depression in
patients with FM.

5. Serotonin-noradrenaline reuptake inhibitors
(SNRIs)

Serotonin-noradrenaline reuptake inhibitors
(i.e., duloxetine, milnacipran) can be used in the
treatment of FM (duloxetine 60 mg/day, milnacipram
100 to 200 mg/day) (Evidence level Ia, Moderate
recommendation).

Serotonin-noradrenaline reuptake inhibitors are
thought to act in FM via inhibition of serotonin and
noradrenaline, which are effective on descending pain
inhibition pathways.! In a Cochrane review, a total of
6,038 patients were evaluated in five duloxetine and
five milnacipran studies, and pain improved slightly
better than placebo with both drugs.*”” However,
other symptoms did not show a significant difference
between placebo or between the two drugs.

6. Cyclobenzaprine

Cyclobenzaprine is not recommended for use
in FM patients due to the lack of sufficient data to
demonstrate its efficacy and high risk of side effects
(Evidence level Ia, Weak recommendation).
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Cyclobenzaprineisacentrallyacting musclerelaxant
structurally similar to TSAs.! In a single systematic
review of 312 patients, 85% of the patients experienced
adverse effects and only 71% were able to complete the
study.?”88] Preparations of cyclobenzaprine are not
available in Turkey.

7. Tramadol

Tramadol can be used in patients with FM for a
short period of time and with a dose up to 150 mg/day
(Evidence level Ia, Weak recommendation).

Tramadol, a weak opioid, has mild SNRI effect -*")
In two reviews of 313 and 422 patients, one study
evaluating the efficacy of tramadol in FM was
performed.”>*! In these studies, among monotherapy
and combination treatment with paracetamol,
tramadol was found to decrease FM-related pain.”>%)

8. Tricyclic antidepressants

Amitriptyline can be used at a dose of
10 to 25 mg/day in patients with FM below 60 years
of age, who do not have any cardiac problems and
who do not use other antidepressant drugs (Evidence
level Ia, Weak recommendation).

As the analgesic effect has been shown to decrease
with higher doses, dose titration is not recommended
in patients who does not respond to 25 mg/day.

Amitriptyline is not indicated in the treatment of
FM in Turkey.

Amitriptyline, a TSA, has been suggested to offer
multiple benefits in patients with FM, by blocking
adrenoceptors and 5-Hydroxytryptamine (5-HT)
receptors and, possibly, histamine and muscarinic
receptors, stimulating peripheral adenosine Al
receptors, binding to opioid and N-Methyl-D-Aspartate
(NMDA) receptors, and interacting with sodium,
potassium, and calcium channels.”” According to the
pooled analysis of five reviews including 13 studies
involving 919 patients, amitriptyline administered at a
dose of 25 to 50 mg/day showed a moderate effect on
pain and sleep disorder and could possibly lead to a
reduction in fatigue.[12781:8291-93]

9. Capsaicin

As a part of the treatment program in patients
with FM, capsaicin can be used for regional pain
(Evidence level Ib, Weak recommendation).

Two studies and 157 patients were included in a
review evaluating the use of capsaicin and favorable
effects on pain were reported with topical use.?”*
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10. Drug combinations

Drug combinations may be administered in
FM patients, who do not respond to monotherapy,
under careful observation and with consideration
of the adverse effects (Evidence level Ib, Weak
recommendation).

Complementary Therapies
1. Acupuncture

Acupuncture can be used as a part of the
treatment program in patients with FM according
to the patient's clinical status and general condition
(Evidence level Ia, Weak recommendation).

Using acupuncture therapy, the aim is to obtain
therapeutic effect by stimulating specific regions of the
body with heat, pressure, laser and fine needles."®! Eight
reviews evaluating acupuncture use in FM comprised
up to 16 studies and up to 1,081 patients.®*% Nine
trials (n=395) were included in a 2014 Cochrane
analysis examining the benefits and safety of
acupuncture treatment for FM.P Moderate-quality
evidence showed that adjunct acupuncture therapy
reduced pain by 30%, compared to standard therapy
alone. In a randomized-controlled trial of 93 FM
patients, acupuncture with escitalopram treatment
was compared with escitalopram monotherapy. The
addition of acupuncture to escitalopram showed
no significant difference in FM-related symptoms,
except a higher decline in the number of tender
points.t% In a prospective, multi-center, controlled
trial including 153 patients which was published
in 2016, acupuncture and sham acupuncture were
compared and acupuncture was found to be effective
by 14% with a higher decrease in pain severity.!'
This effect sustained at one year, and side effects were
considered mild and infrequent.

2. Mind-body treatments

Mindfulness and meditative movements
(Tai chi, Yoga, Qi gong) can be used as a part of the
treatment program in patients with FM according
to the patient's clinical status and general condition
(Evidence level Ia, Weak recommendation).

According to a review of six trials including
674 patients, mindfulness-based stress reduction
was found to decrease pain, although the level of
evidence was low.!%! In another review published in
2017, although the evidence was controversial, it was
concluded that mindfulness techniques could provide
an effective complementary treatment approach for
FM patients, particularly when combined with other
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reliable techniques, such as exercise and CBT.[%
In a systematic review and meta-analysis including
seven trials and 362 patients comparing Tai chi,
Yoga, Qi gong, and mindfulness with aerobic exercise,
education and stretching, moderate beneficial effects
on sleep and fatigue were reported."” According to
an overview of systematic review articles and updated
guidelines published in 2017, meditative movement
therapies were strongly recommended, being effective
in FM patients."®® In a randomized trial including
44 FM patients in 2016, Tai chi was compared with
education alone and a significant improvement was
reported in pain, sleep, and quality of life."*!

3. New treatment approaches

The new treatment approaches that have not
yet had sufficient evidence are not recommended
in FM patients (Evidence level Ib, Ila, Strong
recommendation).

Recent studies in the field of FM include different
methods such as typing, laser, hyperbaric oxygen
therapy, optic nerve stimulation, lidocaine infusion,
and neurostimulation; however, clinical evidence of
these methods is still insufficient.'0-118l

4. Nutritional supplements and complementary
medicine products (Homeopathy, Phytotherapy)

Apart from the nutritional recommendations
which support a healthy diet and achieving the
target weight, no special nutrition, supplements,
and complementary medicine products are
recommended in FM patients (Evidence Level Ia,
Strong recommendation).

In a systematic review of six randomized-controlled
trials comparing traditional Chinese medicine (TCM)
with pharmacological treatments, TCM appeared to
be effective for FM pain.!'” In another review, there
was insufficient evidence on complementary and
alternative medicines, either taken orally or applied
topically.'?” In two reviews on homeopathy, the
evidence was regarded as unsatisfactory.!?122

5. Other complementary therapies

The number of studies including manipulation,
chiropractic methods, biofeedback, hypnosis, sensory
art treatments, and magnetotherapy is limited and there
is insufficient scientific evidence in patients with FM.

Multidisciplinary and Interdisciplinary
Treatments

As a part of the treatment program in patients
with FM, the application of multidisciplinary or
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interdisciplinary treatments are recommended
according to the patient’s clinical status and
general condition (Evidence level Ia, Strong
recommendation).

Multidisciplinary approaches require a
combination of non-pharmacological and
pharmacological therapy modalities. The

benefits and risks of these modalities should be
taken into consideration and should be planned
after the evaluation of pain intensity, function,
associated features such as depression, fatigue,
sleep disturbance, and patient preferences and

Table 2. Summary of the treatment recommendations
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comorbidities.?”'** In a randomized-controlled trial,
long- and short-term interdisciplinary treatment
approaches including CBT, education, and exercise
training for reducing pain intensity, controlling
disease activity and improving physical functions
were found to be effective. In another study,
moderate to relatively high correlations were found
between the patient’s perception of improvement
and pre-post changes fatigue, and
functional disability with tailored multidisciplinary
treatment."?” Multidisciplinary approach was found
to be more effective than the standard approach,

on pain,

Non-Pharmacological Therapy

Recommendations

Patient education
Exercise
Physical therapy modalities
« Electro-therapeutic applications
Massage
Cognitive behavioral treatment
Pharmacotherapy
Antiepileptics

Monoamine oxidase inhibitors (MAOIs)
Nonsteroidal anti-inflammatory drugs (NSAIDs)

Selective serotonin reuptake inhibitors (SSRIs)

Serotonin-noradrenaline reuptake inhibitors (SNRIs)
Cyclobenzaprine

Tramadol

Tricyclic antidepressants

Capsaicin

Drug combinations

Complementary Therapies
Acupuncture
Mind-body treatments
o Mindfulness
« Meditative movements
New treatment approaches
Nutritional supplements and complementary medicine products
Other complementary treatments

Multidisciplinary and Interdisciplinary Treatments

Strong recommendation

Strong recommendation

Weak recommendation (As a part of the treatment program)
Insufficient scientific evidence

Weak recommendation (As a part of the treatment program)
Moderate recommendation (Pregabalin)

Moderate recommendation (Gabapentin - Benefit-risk calculation

should be made)
Strong recommendation (Not recommended)
Weak recommendation (Not recommended)

Weak recommendation (Can be used in the treatment of
depression and anxiety disorders in patients with FM)

Moderate recommendation (Duloxetin, milnacipram)
Weak recommendation (Not recommended)

Weak recommendation (Can be used for a short period and with a
dose up to 150 mg/day)

Weak recommendation (Amitriptyline can be used at a dose of
10-25 mg/day in patients with fibromyalgia (FM) below 60 years
of age, who do not have any cardiac problems and who do not use
other antidepressant drugs)

Weak recommendation (As a part of the treatment program)

Weak recommendation (Can be used in FM patients, who do not
respond to monotherapy under careful observation)

Weak recommendation (As a part of the treatment program)

Weak recommendation (As a part of the treatment program)
Weak recommendation (As a part of the treatment program)
Strong recommendation (Not recommended)
Strong recommendation (Not recommended)
Strong recommendation (Not recommended)

Strong recommendation
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and internet-based home telemedical surveillance
system increased treatment compliance in a web/ 6.
internet-based telemonitoring of a randomized-
controlled trial.['2¢!

In conclusion, this is the first national TSPMR
guideline recommendations for the management
of FM in Turkey. We believe our effort would be 8.
helpful for the physicians who are interested in the

treatment of FM and provide further contribution to 9.
the management of FM patients. The summary was 10
given in Table 2. :

Acknowledgment 11.

We thank to members of TSPMR Soft Tissue 1.

Diseases and Myofascial Pain Working Group for
their contribution

Elif Akalin, M. Serdar Akaltun, Ulkii Akarirmak,
Merve Alacaoglu, Figen Ayhan, Sevgi Atar, Arzu Atici,
Ece Aydog, Ozlem Balbaloglu, Tuncay Cakir, Alp Cetin,
Tuba Erdem, Serap Erkeg, Filiz Eser, Deniz Evcik,
Giilin Findikoglu, Giilcan Giirer, Jale Irdesel,

ZeynepErdoganlyigiin, Ayhan Kamanli, EceKaptanoglu, 14.

Meliha Kasapoglu, Bilge Kesikburun, Dilek Keskin,
Aysegiil Ketenci, Eda Kurt, Duygu Geler Kiilci,
Serap Mes, Oznur Oken, Yasemin Ozkan, Aysun Ozlii,
Dilsad Sindel, Serap Tomruk Siitbeyaz, Fiisun Sahin,

Nihal Tezel, Canan Tikiz, Alketa Toska, 16.

Birkan Sonel Tur, Yasemin Turan, Goézde Tirkoglu,
Ebru Umay, Giilgin Ural, Zeliha Unlii, Fatima Yaman,
Burcu Yanik, Sedat Yildiz

17.

Declaration of conflicting interests

The authors declared no conflicts of interest with respect

to the authorship and/or publication of this article. 18.

Funding

19.

The authors received no financial support for the research
and/or authorship of this article.

20.

REFERENCES

1. Kia S, Choy E. Update on Treatment Guideline in
Fibromyalgia Syndrome with Focus on Pharmacology.
Biomedicines 2017;5. pii: E20.

21.

2. Bazzichi L, Giacomelli C, Consensi A, Atzeni F, 2.

Batticciotto A, Di Franco M, et al. One year in review 2016:
fibromyalgia. Clin Exp Rheumatol 2016;34:145-9.

3. Ata AM, Cetin A. Fibromiyalji Tanimi, Epidemiyolojisi: 23.

Tiirkiye Klinikleri J. PM&R-Special Topics 2015;8:1-4.

4. Giirer G, Sendur OF. Fibromiyaljili hastalarimizin
klinik ozellikleri ile bulgular arasindaki korelasyonlar.
Romatizma 2006;21:41-4.

5. Ofluoglu D, Kul-Panza E, Gindiiz OH, Giiven Z. 24.

Fibromiyalji sendromlu hastalarda klinik belirtilerin
sikligi ve fibromiyalji sendromu-hipermobilite iliskisi.

13.

15.

119

Turk J Phys Med Rehab 2004;50:9-12.

Erdal A, Hacibeyoglu K, $enel K. Fibromiyalji sendromlu
hastalarimizin klinik ve demografik 6zellikleri. Fiziksel
Tip 2002;5:135-9.

Garip Y, Oztag D, Giiler T. Prevalence of fibromyalgia in
Turkish geriatric population and its impact on quality of
life. Agri 2016;28:165-70.

Dymon TE. Fibromyalgia. ACSAP Neurologic and.
Psychiatric Care 2015:5-18.

Giir A. Fibromiyaljide etiyopatogenez. Tiirk Fiz Tip Rehab
Derg 2008;54:4-11.

Berker E. Fibromiyalji sendromunda fizyopatolojik
mekanizmalar. Tirk Fiz Tip Rehab Derg 2007;53:36-40.
Ay S. Fibromiyalji sendromunun patogenezi. Tirkiye
Klinikleri ] PM&R-Special Topics 2015;8:5-9.

Fitzcharles MA, Ste-Marie PA, Goldenberg DL, Pereira JX,
Abbey S, Choiniere M, et al. 2012 Canadian Guidelines
for the Diagnosis and Management of Fibromyalgia
Syndrome. Available at: http:/fmguidelines.ca/ [Access
data: August 12, 2017].

World Health Organization. General guidelines for
methodologies on research and traditional medicine.
Available at: http://apps.who.int/medicinedocs/en/d/
Jwhozip42e/13.1.html. [Access data:: November 20, 2017].
Rossy LA, Buckelew SP, Dorr N, Hagglund KJ, Thayer
JE, McIntosh M]J, et al. A meta-analysis of fibromyalgia
treatment interventions. Ann Behav Med 1999;21:180-91.
Sindel D, Saral I, Esmaeilzadeh S. Fibromiyalji
sendromunda uygulanan tedavi yontemleri. Turk J Phys
Med Rehab 2012;58:136-42.

Sarzi-Puttini P, Atzeni F, Salaffi F, Cazzola M, Benucci
M, Mease PJ. Multidisciplinary approach to fibromyalgia:
what is the teaching? Best Pract Res Clin Rheumatol
2011;25:311-9.

Kibar S. Fibromiyalji sendromu tedavisine kanita dayali
tip agisindan yaklasim. Tiirkiye Klinikleri ] PM&R-Special
Topics 2015;8:57-62.

Ediz L, Hiz O. Physical therapy in treating fibromyalgia
syndrome: A Brief Review. ] PMR Sci 2011;14:28-32.

Geng A. Fibromiyalji sendromunda nonfarmakolojik
tedavi yontemleri. Tiirkiye Klinikleri ] PM&R-Special
Topics 2015;8:36-44.

Koldas Dogan §, Ay S, Evcik D. Fibromiyalji tedavisinde
giincel yaklagimlar. Yeni Tip Dergisi 2011;28:73-8.

Rooks DS, Gautam S, Romeling M, Cross ML, Stratigakis D,
Evans B, et al. Group exercise, education, and combination
self-management in women with fibromyalgia:
a randomized trial. Arch Intern Med 2007;167:2192-200.
Hammond A, Freeman K. Community patient education
and exercise for people with fibromyalgia: a parallel group
randomized controlled trial. Clin Rehabil 2006;20:835-46.
Martins MR, Gritti CC, dos Santos Junior R, de Aradjo
MG, Dias LC, Foss MH, et al. Randomized controlled
trial of a therapeutic intervention group in patients
with fibromyalgia syndrome. Rev Bras Reumatol
2014;54:179-84.

Gowans SE, deHueck A. Effectiveness of exercise in
management of fibromyalgia. Curr Opin Rheumatol
2004;16:138-42.



120

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Sindel D, Ketenci A. Fibromiyalji. Fibromiyaljide diger
tedavi yaklasimlari. Gokce Kutsal Y, editor. Modern Tip
Seminerleri 2001;16;45-56.

Geneen L], Moore RA, Clarke C, Martin D, Colvin LA,
Smith BH. Physical activity and exercise for chronic pain
in adults: an overview of Cochrane Reviews. Cochrane
Database Syst Rev 2017;4:CD011279.

Macfarlane GJ, Kronisch C, Dean LE, Atzeni F, Hiauser
W, Flufl E, et al. EULAR revised recommendations
for the management of fibromyalgia. Ann Rheum Dis
2017;76:318-28.

Bidonde J, Busch AJ, Webber SC, Schachter CL, Danyliw A,
Overend TJ,etal. Aquaticexercise trainingfor fibromyalgia.
Cochrane Database Syst Rev 2014;10:CD011336.

Kibar S, Yildiz HE, Ay S, Evcik D, Ergin ES. New approach
in fibromyalgia exercise program: a preliminary study
regarding the effectiveness of balance training. Arch Phys
Med Rehabil 2015;96:1576-82.

Sonel Tur B. Fibromiyalji sendromunda egzersiz
tedavisi. Turkiye Klinikleri J PM&R-Special Topics
2015;8:45-9.

Bidonde ], Busch AJ, Schachter CL, Overend TJ, Kim
SY, Gdes SM, et al. Aerobic exercise training for
adults with fibromyalgia. Cochrane Database Syst Rev
2017;6:CD012700.

Busch AJ, Webber SC, Brachaniec M, Bidonde J, Bello-Haas
VD, Danyliw AD, et al. Exercise therapy for fibromyalgia.
Curr Pain Headache Rep 2011;15:358-67.

Busch AJ, Webber SC, Richards RS, Bidonde ],
Schachter CL, Schafer LA, et al. Resistance exercise
training for fibromyalgia. Cochrane Database Syst Rev
2013;12:CD010884.

Valim V, Oliveira L, Suda A, Silva L, de Assis M, Barros
Neto T, et al. Aerobic fitness effects in fibromyalgia.
J Rheumatol 2003;30:1060-9.

Lorena SB, Lima Mdo C, Ranzolin A, Duarte AL.
Effects of muscle stretching exercises in the treatment
of fibromyalgia: a systematic review. Rev Bras Reumatol
2015;55:167-73.

Altan L, Bingdl U, Ayka¢ M, Kog¢ Z, Yurtkuran M.
Investigation of the effects of pool-based exercise on
fibromyalgia syndrome. Rheumatol Int 2004;24:272-7.
Evcik D, Yigit I, Pusak H, Kavuncu V. Effectiveness of
aquatic therapy in the treatment of fibromyalgia syndrome:
a randomized controlled open study. Rheumatol Int
2008;28:885-90.

Fernandes G, Jennings F, Nery Cabral MV, Pirozzi
Buosi AL, Natour J. Swimming Improves Pain and
Functional Capacity of Patients With Fibromyalgia: A
Randomized Controlled Trial. Arch Phys Med Rehabil
2016;97:1269-75.

Salazar AP, Stein C, Marchese RR, Plentz RD, Pagnussat
AS. Electric stimulation for pain relief in patients with
fibromyalgia: a systematic review and meta-analysis of
randomized controlled trials. Pain Physician 2017;20:15-25.
Sluka KA, Walsh D. Transcutaneous electrical nerve
stimulation: basic science mechanisms and clinical
effectiveness. ] Pain 2003;4:109-21.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

Turk J Phys Med Rehab

Maeda Y, Lisi TL, Vance CG, Sluka KA. Release of GABA
and activation of GABA(A) in the spinal cord mediates the
effects of TENS in rats. Brain Res 2007;1136:43-50.
Lofgren M, Norrbrink C. Pain relief in women with
fibromyalgia: a cross-over study of superficial warmth
stimulation and transcutaneous electrical nerve
stimulation. ] Rehabil Med 2009;41:557-62.

Mutlu B, Paker N, Bugdayci D, Tekdos D, Kesiktas
N. Efficacy of supervised exercise combined with
transcutaneous electrical nerve stimulation in women with
fibromyalgia: a prospective controlled study. Rheumatol
Int 2013;33:649-55.

Yagci I, Agirman M, Oztiirk D, Eren B. Is the transcranial
magnetic stimulation an adjunctive treatmentin fibromyalgia
patients? Turk ] Phys Med Rehab 2014;60:206-11.

Passard A, Attal N, Benadhira R, Brasseur L, Saba
G, Sichere P, et al. Effects of unilateral repetitive
transcranial magnetic stimulation of the motor cortex
on chronic widespread pain in fibromyalgia. Brain
2007;130:2661-70.

Sampson SM, Rome JD, Rummans TA. Slow-
frequency rTMS reduces fibromyalgia pain. Pain Med
2006;7:115-8.

Thomas AW, Graham K, Prato FS, McKay J, Forster PM,
Moulin DE, et al. A randomized, double-blind, placebo-
controlled clinical trial using a low-frequency magnetic
field in the treatment of musculoskeletal chronic pain. Pain
Res Manag 2007;12:249-58.

Sutbeyaz ST, Sezer N, Koseoglu F, Kibar S. Low-frequency
pulsed electromagnetic field therapy in fibromyalgia: a
randomized, double-blind, sham-controlled clinical study.
Clin J Pain 2009;25:722-8.

Boyer L, Dousset A, Roussel P, Dossetto N, Cammilleri
S, Piano V, et al. rTMS in fibromyalgia: a randomized
trial evaluating QoL and its brain metabolic substrate.
Neurology 2014;82:1231-8.

Hou WH, Wang TY, Kang JH. The effects of add-on
non-invasive brain stimulation in fibromyalgia: a meta-
analysis and meta-regression of randomized controlled
trials. Rheumatology (Oxford) 2016;55:1507-17.

Matsutani LA, Marques AP, Ferreira EA, Assumpgio
A, Lage LV, Casarotto RA, et al. Effectiveness of muscle
stretching exercises with and without laser therapy at
tender points for patients with fibromyalgia. Clin Exp
Rheumatol 2007;25:410-5.

Giir A, Karakoc M, Nas K, Cevik R, Sarac J, Ataoglu S.
Effects of low power laser and low dose amitriptyline
therapy on clinical symptoms and quality of life in
fibromyalgia: a single-blind, placebo-controlled trial.
Rheumatol Int 2002;22:188-93.

Korkmaz Oltulu H, Cantiirk F. Primer fibromiyalji
sendromunda ultrason ve lazer tedavilerinin
etkinliklerinin karsilastirilmasi. Turk J Phys Med Rehab
1998;1:25-8.

Citak-Karakaya I, Akbayrak T, Demirtiirk F, Ekici G,
Bakar Y. Short and long-term results of connective tissue
manipulation and combined ultrasound therapy in
patients with fibromyalgia. ] Manipulative Physiol Ther
2006;29:524-8.



Pericardial neosinus creation for surgical treatment of right ventricular outflow tract

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.
68.

69.

70.

71.

Kozanoglu ME, Uysal FG, Kapuagasi G, Sur S, Goncii K.
Interferansiyel akimin fibromiyaljili hastalardaki analjezik
etkinligi. Romatoloji ve Tibbi Rehabilitasyon Dergisi
2000;11:189-92.

Perraton L, Machotka Z, Kumar S. Components of effective
randomized controlled trials of hydrotherapy programs for
fibromyalgia syndrome: A systematic review. ] Pain Res
2009;2:165-73.

McVeigh JG, McGaughey H, Hall M, Kane P. The
effectiveness of hydrotherapy in the management of
fibromyalgia syndrome: a systematic review. Rheumatol
Int 2008;29:119-30.

Langhorst J, Musial F, Klose P, Hauser W. Efficacy of
hydrotherapy in fibromyalgia syndrome--a meta-analysis
of randomized controlled clinical trials. Rheumatology
(Oxford) 2009;48:1155-9.

Naumann J, Sadaghiani C. Therapeutic benefit of
balneotherapy and hydrotherapy in the management of
fibromyalgia syndrome: a qualitative systematic review and
meta-analysis of randomized controlled trials. Arthritis
Res Ther 2014;16:R141.

Yuan SL, Matsutani LA, Marques AP. Effectiveness of
different styles of massage therapy in fibromyalgia: a
systematic review and meta-analysis. Man Ther
2015;20:257-64.

Reimers N, Reimers CD. Exercise for lower back pain, hip
and knee osteoarthritis, and fibromyalgia: effects on pain-a
literature review. Aktuelle Rheumatologie 2012;37:174-88.
van Koulil S, Effting M, Kraaimaat FW, van Lankveld
W, van Helmond T, Cats H, et al. Cognitive-behavioural
therapies and exercise programmes for patients with
fibromyalgia: state of the art and future directions. Ann
Rheum Dis 2007;66:571-81.

Minelli A, Vaona A. Effectiveness of cognitive behavioral
therapy in the treatment of fibromyalgia syndrome: a meta-
analytic literature review. Reumatismo 2012;64:151-7.
Bernardy K, Fiiber N, Kollner V, Hiuser W. Efficacy of
cognitive-behavioral therapies in fibromyalgia syndrome
- a systematic review and metaanalysis of randomized
controlled trials. ] Rheumatol 2010;37:1991-2005.
Bernardy K, Klose P, Busch AJ, Choy EH, Hauser W.
Cognitive behavioural therapies for fibromyalgia.
Cochrane Database Syst Rev 2013;9:CD009796.

Williams DA. Psychological and behavioural therapies in
fibromyalgia and related syndromes. Best Pract Res Clin
Rheumatol 2003;17:649-65.

Oncii J. Fibromiyalji sendromunda farmakolojik tedavi.
Tiirkiye Klinikleri ] PM&R-Special Topics 2015;8:28-35.
Goldenberg DL, Burckhardt C, Crofford L. Management of
fibromyalgia syndrome. JAMA 2004;292:2388-95.
Calandre EP, Rico-Villademoros F, Rodriguez-Lépez CM.
Monotherapy or combination therapy for fibromyalgia
treatment? Curr Rheumatol Rep 2012;14:568-75.

Cohen H. Controversies and challenges in fibromyalgia:
a review and a proposal. Ther Adv Musculoskelet Dis
2017;9:115-127.

Ugeyler N, Sommer C, Walitt B, Hiuser W. Anticonvulsants
for fibromyalgia. Cochrane Database Syst Rev
2017;10:CD010782.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

121

Roth T, Bhadra-Brown P, Pitman VW, Resnick EM.
Pregabalin Improves Fibromyalgia-related Sleep
Disturbance. Clin J Pain 2016;32:308-12.

Gerardi MC, Atzeni F, Batticciotto A, Di Franco M, Rizzi
M, Sarzi-Puttini P. The safety of pregabalin in the treatment
of fibromyalgia. Expert Opin Drug Saf 2016;15:1541-8.
Cooper TE, Derry S, Wiffen PJ, Moore RA. Gabapentin for
fibromyalgia pain in adults. Cochrane Database Syst Rev
2017;1:CD012188.

Choy E, Marshall D, Gabriel ZL, Mitchell SA, Gylee E,
Dakin HA. A systematic review and mixed treatment
comparison of the efficacy of pharmacological
treatments for fibromyalgia. Semin Arthritis Rheum
2011;41:335-45.

Hiuser W, Bernardy K, Ugeyler N, Sommer C. Treatment
of fibromyalgia syndrome with antidepressants: a meta-
analysis. JAMA 2009;301:198-209.

Tort S, Urritia G, Nishishinya MB, Walitt B. Monoamine
oxidase inhibitors (MAOIs) for fibromyalgia syndrome.
Cochrane Database Syst Rev 2012;4:CD009807.
Ablin],FitzcharlesMA,BuskilaD, Shir Y, Sommer C,Héauser
W. Treatment of fibromyalgia syndrome: recommendations
of recent evidence-based interdisciplinary guidelines
with special emphasis on complementary and alternative
therapies. Evid Based Complement Alternat Med
2013;2013:485272.

Koyuncu H, Kiling F, Aydin T, Nejat F, Uludag M.
Fibromiyalji sendromunda moklobemidin klinik etkinlik
ve tolerabilitesi. Turk ] Phys Med Rehab 2004;50:3.

Derry S, Wiffen PJ, Hauser W, Miicke M, Télle TR, Bell
RF, et al. Oral nonsteroidal anti-inflammatory drugs
for fibromyalgia in adults. Cochrane Database Syst Rev
2017;3:CD012332.

Perrot S, Russell IJ. More ubiquitous effects from non-
pharmacologic than from pharmacologic treatments for
fibromyalgia syndrome: a meta-analysis examining six
core symptoms. Eur J Pain 2014;18:1067-80.

Ugeyler N, Hauser W, Sommer C. A systematic review
on the effectiveness of treatment with antidepressants
in fibromyalgia syndrome. Arthritis Rheum
2008;59:1279-98.

Héuser W, Wolfe F, Tolle T, Ugeyler N, Sommer C. The
role of antidepressants in the management of fibromyalgia
syndrome: a systematic review and meta-analysis. CNS
Drugs 2012;26:297-307.

Arnold LM, Keck PE Jr, Welge JA. Antidepressant
treatment of fibromyalgia. A meta-analysis and review.
Psychosomatics 2000;41:104-13.

Jung AC, Staiger T, Sullivan M. The efficacy of selective
serotonin reuptake inhibitors for the management of
chronic pain. ] Gen Intern Med 1997;12:384-9.

Walitt B, Urrdtia G, Nishishinya MB, Cantrell SE,
Héiuser W. Selective serotonin reuptake inhibitors for
fibromyalgia syndrome. Cochrane Database Syst Rev
2015;6:CDO011735.

Héauser W, Urrutia G, Tort S, Ugeyler N, Walitt B.
Serotonin and noradrenaline reuptake inhibitors (SNRIs)
for fibromyalgia syndrome. Cochrane Database Syst Rev
2013;1:CD010292.



122

88.

89.

90.

9L

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

Tofferi JK, Jackson JL, O'Malley PG. Treatment of
fibromyalgia with cyclobenzaprine: A meta-analysis.
Arthritis Rheum 2004;51:9-13.

Roskell NS, Beard SM, Zhao Y, Le TK. A meta-analysis of
pain response in the treatment of fibromyalgia. Pain Pract
2011;11:516-27.

Lawson K. A Brief review of the pharmacology of
amitriptyline and clinical outcomes in treating
fibromyalgia. Biomedicines 2017;5. pii: E24.

Hauser W, Petzke F, Ugeyler N, Sommer C. Comparative
efficacy and acceptability of amitriptyline, duloxetine
and milnacipran in fibromyalgia syndrome: a systematic
review with meta-analysis. Rheumatology (Oxford)
2011;50:532-43.

Nishishinya B, Urrutia G, Walitt B, Rodriguez A, Bonfill
X, Alegre C, et al. Amitriptyline in the treatment of
fibromyalgia: a systematic review of its efficacy.
Rheumatology (Oxford) 2008;47:1741-6.

Moore RA, Derry S, Aldington D, Cole P, Wiffen PJ.
Amitriptyline for neuropathic pain and fibromyalgia in
adults. Cochrane Database Syst Rev 2012;12:CD008242.
de Souza Nascimento S, Desantana JM, Nampo FK, Ribeiro
EA, da Silva DL, Araujo-Junior JX, et al. Efficacy and
safety of medicinal plants or related natural products for
fibromyalgia: a systematic review. Evid Based Complement
Alternat Med 2013;2013:149468.

Deare JC, Zheng Z, Xue CC, Liu JP, Shang J, Scott SW,
et al. Acupuncture for treating fibromyalgia. Cochrane
Database Syst Rev 2013;5:CD007070.

Berman BM, Ezzo ], Hadhazy V, Swyers JP. Is acupuncture
effective in the treatment of fibromyalgia? ] Fam Pract
1999;48:213-8.

Cao H, Li X, Han M, Liu J. Acupoint stimulation for
fibromyalgia: a systematic review of randomized
controlled trials. Evid Based Complement Alternat Med
2013;2013:362831.

Daya S. The efficacy of acupuncture in the treatment
of fibromyalgia syndrome. Acupunct Assoc Charter
Physiother 2007;3:35-46.

Langhorst J, Klose P, Musial F, Irnich D, Hauser W.
Efficacy of acupuncture in fibromyalgia syndrome--a
systematic review with a meta-analysis of controlled
clinical trials. Rheumatology (Oxford) 2010;49:778-88.
Martin-Sanchez E, Torralba E, Diaz-Dominguez E,
Barriga A, Martin JL. Efficacy of acupuncture for
the treatment of fibromyalgia: systematic review and
meta-analysis of randomized trials. Open Rheumatol J
2009;3:25-9.

Mayhew E, Ernst E. Acupuncture for fibromyalgia-
-a systematic review of randomized clinical trials.
Rheumatology (Oxford) 2007;46:801-4.

Yang B, Yi G, Hong W, Bo C, Wang Z, Liu Y, et al.
Efficacy of acupuncture on fibromyalgia syndrome: a
meta-analysis. ] Tradit Chin Med 2014;34:381-91.

Demir G, Ediz L, Tekeoglu L. A randomized controlled
trial of acupuncture added to escitalopram treatment
for fibromyalgia and related conditions. FTR Bil Der
2010;13:93-8.

104.

105.

106.

107.

108.

109.

110.

111

112.

113.

114.

115.

116.

117.

118.

Turk J Phys Med Rehab

Vas ], Santos-Rey K, Navarro-Pablo R, Modesto M, Aguilar
I, Campos MA, et al. Acupuncture for fibromyalgia in
primary care: a randomised controlled trial. Acupunct
Med 2016;34:257-66.

Lauche R, Cramer H, Dobos G, Langhorst J, Schmidt S.
A systematic review and meta-analysis of mindfulness-
based stress reduction for the fibromyalgia syndrome.
J Psychosom Res 2013;75:500-10.

Adler-Neal AL, Zeidan F. Mindfulness Meditation for
Fibromyalgia: Mechanistic and Clinical Considerations.
Curr Rheumatol Rep 2017;19:59.

Langhorst J, Klose P, Dobos GJ, Bernardy K, Hauser W.
Efficacy and safety of meditative movement therapies in
fibromyalgia syndrome: a systematic review and meta-
analysis of randomized controlled trials. Rheumatol Int
2013;33:193-207.

Langhorst J, Heldmann P, Henningsen P, Kopke
K, Krumbein L, Lucius H, et al. Complementary and
alternative procedures for fibromyalgia syndrome: Updated
guidelines 2017 and overview of systematic review articles].
Schmerz 2017;31:289-95. [Abstract]

Maddali Bongi S, Paoletti G, Cala M, Del Rosso A,
El Aoufy K, Mikhaylova S. Efficacy of rehabilitation
with Tai Ji Quan in an Italian cohort of patients with
Fibromyalgia Syndrome. Complement Ther Clin Pract
2016;24:109-15.

Okifuji A, Gao J, Bokat C, Hare BD. Management of
fibromyalgia syndrome in 2016. Pain Manag 2016;6:383-400.
Vayvay ES, Tok D, Turgut E, Tunay VB. The effect of
Laser and taping on pain, functional status and quality of
life in patients with fibromyalgia syndrome: A placebo-
randomized controlled clinical trial. ] Back Musculoskelet
Rehabil 2016;29:77-83.

Barilaro G, Francesco Masala I, Parracchini R, Iesu C,
Caddia G, Sarzi-Puttini P, et al. The role of hyperbaric
oxygen therapy in orthopedics and rheumatological
diseases. Isr Med Assoc ] 2017;19:429-34.

Efrati S, Golan H, Bechor Y, Faran Y, Daphna-Tekoah S,
Sekler G, et al. Hyperbaric oxygen therapy can diminish
fibromyalgia syndrome--prospective clinical trial. PLoS
One 2015;10:e0127012.

Thimineur M, De Ridder D. C2 area neurostimulation: a
surgical treatment for fibromyalgia. Pain Med 2007;8:639-46.
Plazier M, Dekelver I, Vanneste S, Stassijns G, Menovsky
T, Thimineur M, et al. Occipital nerve stimulation in
fibromyalgia: a double-blind placebo-controlled pilot
study with a six-month follow-up. Neuromodulation
2014;17:256-63.

Schafranski MD, Malucelli T, Machado F, Takeshi H,
Kaiber F, Schmidt C, et al. Intravenous lidocaine for
fibromyalgia syndrome: an open trial. Clin Rheumatol
2009;28:853-5.

Vlainich R, Issy AM, Gerola LR, Sakata RK. Effect of
intravenous lidocaine on manifestations of fibromyalgia.
Pain Pract 2010;10:301-5.

Raphael JH, Southall JL, Treharne GJ, Kitas GD. Efficacy
and adverse effects of intravenous lignocaine therapy
in fibromyalgia syndrome. BMC Musculoskelet Disord
2002;3:21.



Pericardial neosinus creation for surgical treatment of right ventricular outflow tract

119.

120.

121.

122.

123.

Cao H, Liu J, Lewith GT. Traditional Chinese Medicine
for treatment of fibromyalgia: a systematic review of
randomized controlled trials. J Altern Complement Med
2010;16:397-409.

De Silva V, El-Metwally A, Ernst E, Lewith G, Macfarlane
GJ. Evidence for the efficacy of complementary
and alternative medicines in the management of
fibromyalgia: a systematic review. Rheumatology
(Oxford) 2010;49:1063-8.

Perry R, Terry R, Ernst E. A systematic review of
homoeopathy for the treatment of fibromyalgia. Clin
Rheumatol 2010;29:457-64.

Boehm K, Raak C, Cramer H, Lauche R, Ostermann
T. Homeopathy in the treatment of fibromyalgia-
-a comprehensive literature-review and meta-analysis.
Complement Ther Med 2014;22:731-42.

Hiuser W, Ablin J, Perrot S, Fitzcharles MA. Management

124.

125.

126.

123

of fibromyalgia: practical guides from recent evidence-
based guidelines. Pol Arch Intern Med 2017;127:47-56.
Saral [, Sindel D, Esmaeilzadeh S, Sertel-Berk HO, Oral A. The
effects of long- and short-term interdisciplinary treatment
approaches in women with fibromyalgia: a randomized
controlled trial. Rheumatol Int 2016;36:1379-89.

van Koulil S, Kraaimaat FW, van Lankveld W,
van Riel PL, Evers AW. A patient's perspective on
multidisciplinary treatment gain for fibromyalgia:
an indicator for pre-post treatment effects? Arthritis
Rheum 2009;61:1626-32.

Salaffi F, Ciapetti A, Gasparini S, Atzeni F, Sarzi-Puttini
P, Baroni M. Web/Internet-based telemonitoring of a
randomized controlled trial evaluating the time-integrated
effects of a 24-week multicomponent intervention on key
health outcomes in patients with fibromyalgia. Clin Exp
Rheumatol 2015;33:93-101.



