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Fibromyalgia and Other Soft 
Tissue Pain Syndromes

A common cause of chronic musculoskeletal pain lasting for at least 
3 months, fibromyalgia syndrome (FMS) is characterized by diffuse, 
widespread pain and multiple tender points. It is often accompanied 
by significant fatigue, unrefreshed interrupted sleep, and cognitive dys-
function, along with many other somatic symptoms. The etiology of the 
pain is not known.

FMS is diagnosed more frequently in women. For example, a study in 
the United States found a ratio of 6.8:1 female to male predominance, 
while the ratio varied in other countries. Patients with FMS, like other 
functional somatic syndromes, appear healthy. There are no obvious 
abnormalities in laboratory or radiologic studies. FMS may be diag-
nosed using the American College of Rheumatology (ACR) 2010 or 
1990 criteria.1,2 However, eligibility for clinical care does not require a 
definite diagnosis.

FMS is sometimes divided into primary, secondary, and secondary-
concomitant fibromyalgia. The term primary fibromyalgia is most often 
used when there is no other condition with similar findings that could 
explain the symptoms attributed to fibromyalgia. Secondary FMS refers 
to FMS symptoms caused by another condition like hypothyroidism; 
secondary-concomitant FMS is FMS associated with another disease, 
such as systemic lupus erythematosus (SLE), but not necessarily caused 
by that disease. FMS is one of a group of soft tissue pain disorders that 
affect muscles and soft tissues, such as bursa, tendons, and ligaments.3,4

Diagnosis of FMS
The manifestations of FMS include widespread musculoskeletal pain 

involving both sides of the body and above and below the waist (see 
Table 1). However, the pain initially may be localized in the neck and 
shoulders. Upon asking FMS patients about the location of the pain, 
most will answer “I hurt all over,” or “It feels as if I always have the 
flu.”5,6 Sometimes it is helpful to ask the patient, “Do you have any-
where on your body that doesn’t hurt?” 

Other symptoms associated with FMS include fatigue, poor and 
interrupted sleep, headaches, sicca symptoms, irritable bowel syndrome, 
interstitial cystitis pain, cognitive problems, depression, and anxiety. 
Fatigue is especially notable when arising from sleep, but is also marked 
in the mid-afternoon. The pain and fatigue are aggravated by minor 
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EXECUTIVE SUMMARY
 z Fibromyalgia is a common musculoskeletal condition that is 

often seen in primary care practices, with nearly a 8:1 female 
predominance.

 z It is characterized by diffuse, widespread pain with multiple 
tender points lasting at least 3 months.

 z Management of fibromyalgia includes good sleep hygiene, 
stretching, aerobic exercise, and targeted pharmacologic 
therapies.

 z A careful history and physical examination is usually sufficient 
to differentiate fibromyalgia from a connective tissue disease, 
but if clinical uncertainty exists, specific serologic tests should 
be obtained.

 z Many soft tissue manifestations typically present in 
conjunction with fibromyalgia and complicate the treatment 
scenarios.

activities and prolonged inactivity. 
Patients with FMS feel tired and 
stiff when they get up in the morn-
ing and may remark that no matter 
how many hours they slept, it was 
not enough. Cognitive disturbances 
typically include problems with 
attention, short-term memory, and 
difficulty performing tasks that 
require rapid thought changes. In 
one study, depression and/or anxiety 
were present in 30-50% of patients 
at the time of diagnosis.7,8

Differential Diagnosis 
Several rheumatic diseases can 

mimic fibromyalgia, and a clini-
cian would not want to miss these 
diagnoses because of their potential 
long-term sequelae, such as pro-
gressive joint or other organ dam-
age or a life-threatening disease if 
untreated. Rather than worrying 
about every disease that can cause 
musculoskeletal pain, the clinician 
should focus on the characteris-
tic features of FMS (see Table 1) 
that include pain above and below 
the waist, which is bilateral and 
axial lasting at least 3 months, 
and somatic complaints including 
fatigue, sleep, mood, and cognitive 
disturbances.

Conditions that should be con-
sidered in the differential diagnosis 
of FMS include other disorders that 
may mimic FMS or that may occur 
as comorbid conditions, as well as a 
collection of common disorders that 
often overlap with FMS.10,11 These 
illnesses, which include myofascial 

pain, chronic fatigue syndrome, 
irritable bowel syndrome, pelvic 
and bladder pain disorders, and 
temporomandibular pain, are com-
mon and can present challenges in 
developing a differential diagnosis.11 
Like FMS, each of these conditions 
is very common and controversial, 
since there are few objective abnor-
malities found on the physical, 
laboratory, or radiologic examina-
tions. As a result, FMS and these 
overlapping disorders are some-
times termed “functional somatic 
syndromes.”

Rheumatic diseases, such as 
rheumatoid arthritis, Sjögren’s 
syndrome, and SLE, may present 

with generalized arthralgias, myal-
gias, and fatigue, and like FMS 
most often affect younger women. 
However, characteristic features of 
rheumatoid arthritis, such as mul-
tiple joint swelling, or of SLE, with 
a facial rash and multisystem organ 
inflammation, do not occur in pri-
mary FMS. About 30-50% or more 
of patients with these autoimmune 
diseases also have FMS (secondary-
concomitant FMS), often confusing 
both patients and doctors.

Ankylosing spondylitis and other 
inflammatory back conditions may 
present with axial skeletal pain and 
stiffness similar to that of FMS and 
may be misdiagnosed as FMS.

Table 1. American College of Rheumatology  
2010 Preliminary Diagnostic Criteria for Fibromyalgia

 
A patient satisfies diagnostic criteria for fibromyalgia if the following three 
conditions are met:
 
1. Widespread pain.
2. Symptoms have been present at a similar level for at least 3 months.
3. The patient does not have a disorder that would otherwise explain the pain.

The ACR 2010 Preliminary Diagnostic Criteria for Fibromyalgia does not include 
the nine pairs of tender points (see Figure 1) used in the 1990 ACR Classification 
Criteria, which are at locations that most primary care clinicians and specialists 
routinely evaluate in patients with soft tissue complaints. 

These locations include the upper mid-trapezius muscle, the lateral epicondyle 
(the so-called tennis elbow location), the second costochondral junction, and 
the greater trochanter (trochanteric bursa of the hip). The amount of pressure 
should equal 4 kg/cm², which is enough to whiten the nail bed of the examiner's 
thumb.
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Polymyalgia rheumatica may 
mimic FMS. However, patients 
with polymyalgia rheumatica tend 
to be older at onset and to present 
more with generalized stiffness than 
with severe, widespread pain. They 
also have an elevated erythrocyte 

sedimentation rate, whereas it is 
usually normal in patients with 
FMS.

Myositis and other myopathies 
cause muscle weakness and fatigue 
but are not usually associated with 
diffuse pain, which distinguishes 

FMS from inflammatory myositis 
and the metabolic myopathies.

A serum thyroid-stimulating 
hormone should be ordered in all 
patients with suspected FMS, since 
patients with hypothyroidism often 
complain of generalized aches, 

Figure 1. Tender Point Locations of Fibromyalgia

Adapted from: National Institutes of Arthritis and Musculoskeletal and Skin Diseases
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fatigue, and interrupted sleep and 
are classified as having secondary 
FMS.

Serology Markers in FMS 
A careful history and physical 

examination, rather than screening 
serologic blood tests, should be suf-
ficient to differentiate FMS from 
a connective tissue disease. Unless 
there is strong clinical suspicion 
of a systemic rheumatic disorder, 
routine ordering of serologic tests is 
not recommended since these tests, 
such as antinuclear antibody (ANA) 
and rheumatoid factor (RF), may be 
positive in healthy individuals and 
in many other diseases. For exam-
ple, in a prospective evaluation of 
118 consecutive patients with FMS 
for prevalence of Raynaud’s phe-
nomenon, sicca symptoms, ANA, 
and low complement, the authors 
found approximately 10-15% of 
patients with FMS have a posi-
tive ANA test; however, 5-10% of 
healthy women also have a positive 
ANA and at least a low titer of 0.5 
Therefore, the predictive value of 
a positive ANA is poor in patients 
who have no signs or symptoms of 
SLE. 

If there is clinical confusion 
regarding the differential diagno-
sis of FMS with other systemic 
connective tissue diseases, more 

specific serologic tests should be 
obtained, such as an anti-DNA 
antibody, anti-Smith antibody test 
for SLE, or anti-CCP antibody for 
RA. Thirty-five patients (30%) in 
the above study had a history of 
Raynaud’s phenomenon. Primary 
care physicians should attempt to 
rule out other rheumatic diseases in 
patients with Raynaud’s.

Fibromyalgia 
Management

Fibromyalgia management 
is directed at using a stepwise 
approach to reduce the major symp-
toms, including chronic widespread 
pain, fatigue, insomnia, and cogni-
tive dysfunction. The first step is 
educating the patient about the 
disease, treatment approaches, good 
sleep hygiene, and the importance 
of treating comorbidities that may 
contribute to symptoms, including 
mood or sleep disorders. In some 
reports education may have a mod-
est effect on fibromyalgia symp-
toms, such as fatigue, anxiety, and 
depression, but will have no effect 
on pain.13,14

The next step consists of an 
exercise program, featuring aerobic 
conditioning, stretching, and gentle 
strengthening. In a Cochrane col-
laboration analysis of 34 studies 

that included exercise, the authors 
noted that there is moderately good 
evidence that aerobic-only exercise 
at recommended intensity levels 
has positive effects on global well-
being, physical function, and possi-
bly pain. The researchers concluded 
that “supervised aerobic exercise 
training has beneficial effects on 
physical capacity and fibromyalgia 
symptoms.”15

Conservative treatment of FMS 
would insist on the following: If 
non-pharmacologic modalities do 
not result in improvement, drug 
monotherapy is recommended. 
Combination drug therapy in most 
patients unresponsive to mono-
therapy would be the next step in 
management. (See Table 2.)

Some primary care physicians 
may be more aggressive in treating 
FMS patients and initially would 
include education, aerobic exercise, 
and medicinal treatment of each of 
the major symptoms of this syn-
drome. When polytherapy is con-
sidered, therapeutic decisions must 
be based on data from monotherapy 
trials and a sound knowledge of 
the pharmacological profile of each 
drug. Several well-designed clinical 
trials have explored specific drug 
combinations selected on the basis 
of potential additive or synergistic 
effects.16

If the patient fails to respond to 
above treatment, the next step is 
referral to a physical medicine and 
rehabilitation evaluation and treat-
ment program. Since this may cause 
more pain, referral for psychological 
intervention for pain management, 
including cognitive behavioral ther-
apy, is very useful.

There is evidence for efficacy of 
strength training,18 hypnosis,19 and 
biofeedback19,20,21 in treating FMS. 
Several well-controlled studies eval-
uated spa and bath therapies that 
have been used for centuries to ease 
pain in the management of FMS.22 
Assessment and care in a special-
ized multidisciplinary program, 
particularly for patients with disease 

Table 2. Resources for Patient Education on Fibromyalgia

National Center for Complementary 
and Integrative Health
National Institutes of Health

https://nccih.nih.gov/

American College of Rheumatology http://www.rheumatology.org

Advocates for Fibromyalgia Funding, 
Treatment, Education, and Research http://www.affter.org

Fibromyalgia Network http://www.fmnetnews.com

National Fibromyalgia Association http://www.fmaware.org

National Fibromyalgia Partnership, Inc. http://www.fmpartnership.org

Arthritis Foundation http://www.arthritis.org

National Institue of Arthritis and 
Musculoskeletal and Skin Diseases

http://www.niams.nih.gov/health_
info/fibromyalgia/

https://nccih.nih.gov/
http://www.rheumatology.org
http://www.affter.org
http://www.fmnetnews.com
http://www.fmaware.org
http://www.fmpartnership.org
http://www.arthritis.org
http://www.niams.nih.gov/health_info/fibromyalgia/
http://www.niams.nih.gov/health_info/fibromyalgia/
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refractory to other interventions or 
on chronic opioids, is suggested.

Tender and Trigger Point 
Injections

FMS pain is widespread and does 
not seem to be restricted to ten-
der points. It frequently comprises 
multiple areas of deep tissue pain 
(trigger points) with much larger 
adjacent areas of referred pain. 
Locating those trigger points by 
palpation of muscles may exhibit a 
palpable taut band or cord of tense 
muscle fibers < 4 mm in diameter. 
Analgesia in areas of extensive 
nociceptive input has been found to 
provide long-lasting local as well as 
general pain relief. Thus, interven-
tions aimed at reducing local FMS 
pain seem to be effective but need 
to focus less on tender points and 
more on trigger points and other 
body areas of heightened pain and 
inflammation. Uncontrolled studies 
suggest that dry needling or soft-
tissue injections with lidocaine or 
saline are equally effective. Local 
injections in muscular areas of pain 
are also commonly employed by 
rheumatologists, who reported that 
patients “like injections,” but also 
that the rheumatologists did not 
know what else to do.23

Soft Tissue Manifestations 
of FMS

FMS patients have concomitant 
conditions, such as tendinitis, which 
lead to shoulder, arm, and leg pain, 
but are likely symptoms of FMS.24 
In one study about the prevalence of 
soft tissue pain, rotator cuff tendi-
nitis, pes anserinus bursitis, and lat-
eral epicondylitis were significantly 
more common in patients with 
primary and secondary FMS than 
in control subjects. Although soft 
tissue rheumatism is non-articular 
pain, patients often attribute their 
symptoms to closest joints. 

Tendinitis is a local pain and 
dysfunction from inflammation and 
degeneration. It typically involves 
the area of the tendon near its point 
of insertion into the bone or its 

Table 2. Medications Used in Treating Fibromyalgia

Sleep Aids

Drug Dose
Trazadone 50-150 mg, 2 hours before bedtime

Amitriptyline 25-200 mg, 2 hours before bedtime

Zolpidem 2.5-10 mg hs (controversial with some 
investgators)

Eszopiclone 1-3 mg hs

Benzodiazepams not recommended for physiological 
addiction reasons

Pain Medications

Drug Dose
Gabapentin up to 3600 mg/day, in divided doses

Pregablin up to 450-600 mg/day, in divided doses

Tramadol 50 -400 mg daily, in divided doses

Pramipexol 0.25 -4.5mg hs

Ropinirol 0.5-24 mg hs

Opiates should not be used chronically since they end up lowering the pain 
threshold and require increasing doses and advancement to stronger drugs, 
and patients end up hurting worse than ever.

Pain/Antidepression Medications

Drug Dose
Duloxetine 30-60 mg/day

Milnacipran 50-100 mg bid

Venlafaxine 37.5-150 mg/day

Other antidepressants

Muscle Relaxants

• Cyclobenzaprine
• Baclofen
• Others

Antifatigue Drugs

• Caffeine
• Modafinil
• Methylphenidate (controversial and should be rarely used)

Aerobic Exercise  
(most important part of treatment)

• Warm pool exercises
• Bicycle
• Treadmill
• Eliptical machine
• Walking/jogging
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point of muscular origin. 
Enthesitis is inflammation at the 

site of insertion of ligaments, ten-
dons, joint capsules, and fascia to 
bone. Common sites for enthesitis 
are the insertion of the plantar fas-
cia and the Achilles tendon region.

Fasciitis is proliferation and degen-
eration of fascia. The most common 
sites include Dupuytren’s palmar 
contracture and plantar fasciitis.

Bursitis is inflammation of small 
fluid-filled pads between areas of 
potential friction in soft tissues. Its 
purpose is to reduce friction and act 
as a “shock absorber” and cushion 
between the bones and adjacent 
tendons and muscles, protecting the 
soft tissues from underlying bony 
prominences. The most common 
sites of bursitis are the pes anserine 
bursa (medial aspect of the knee), 
trochanteric bursa (around the hip 
area), and the subacromial bursa (in 
the shoulder area). The following 
section will discuss the most com-
mon soft tissue disorders, including 
those in FMS regardless of pri-
mary or secondary associations, in 
the shoulders, elbows, hands, hips, 
knees, and feet.

Disorders of the Shoulder
Rotator cuff disease is responsible 

for a high proportion of patients 
with shoulder pain presenting to 
general practice and causes work 
absenteeism and claims for sickness 
benefits. Rotator cuff disease often 
can be managed in primary health 
care clinics, although some cases 
may require help from physical 
medicine or orthopedics. Careful 
history and examination followed 
by pertinent investigation are essen-
tial to establish the correct diagno-
sis. The main aim of treatment is 
to improve symptoms and restore 
function of the affected shoulder. 

Subacromial bursitis: The sub-
acromial bursa (also known as the 
sub-deltoid bursa) is located supe-
rior to the glenohumeral joint and 
has as its floor the tendon of the 
supraspinatus muscle and its roof 
the acromion. Patients typically 

complain about pain at rest, exacer-
bated by use, and refer to the inser-
tion of the deltoid muscle 10 cm 
down the outer arm. Pain may be 
severe and can often interrupt sleep. 

Rotator Cuff Tendinopathy: 
Rotator cuff tendinitis almost always 
represents chronic injury to the 
supraspinatus (functionally respon-
sible for abduction) and/or infraspi-
natus (functionally responsible for 
external rotation) tendons. It devel-
ops as a consequence of repetitive 
activity, generally at or above shoul-
der height, which leads to microvas-
cular injury and tendon degeneration. 
Patients describe the shoulder pain 
as exacerbated by reaching, pushing, 
pulling, lifting, positioning the arm 
above the shoulder, or lying on the 
affected side.

Rotator Cuff Tendon Tears: 
Tears occur primarily in the supra-
spinatus tendon, but also happen 
to the infraspinatus tendon. Those 
tears are most often in patients 
older than 40 years of age and who 
have a history of impingement syn-
drome.31 This condition occurs as a 
result of progressive tendon degen-
eration, traumatic injury, or a com-
bination of these factors. Patients 
complain of shoulder weakness, 
pain over the anterolateral shoulder 
or sometimes the upper back, and a 
popping or catching sensation when 
the shoulder is moved. Shoulder 
function will be preserved if the tear 
is small in size. If the tear involves 
both the supraspinatus and infra-
spinatus tendons, the patient will 
complain of weakness and loss of 
function of reaching, pushing, pull-
ing, lifting, and positioning the arm 
above the shoulder level. A frozen 
shoulder, or adhesive capsulitis, may 
develop as a consequence of persis-
tent immobility. The differentia-
tion between a subacromial bursitis, 
rotator cuff tendinitis, and rotator 
cuff tear usually can be made on the 
basis of history, physical exam, and 
imaging studies. 

Diagnosis and management: The 
diagnosis of the type of shoulder 

derangement can be made by using 
a combination of clinical tests. 
There is no one test that can diag-
nose rotator cuff damage. After 6 
weeks of symptoms, if the clini-
cal history or shoulder examina-
tion suggests the possibility of a 
complete tear of the rotator cuff, 
ultrasound or magnetic resonance 
imaging (MRI) will help determine 
the extent of the lesion. Many cli-
nicians consider musculoskeletal 
ultrasound to be the gold standard 
for the initial evaluation of rota-
tor cuff disease. Multiple studies 
demonstrate ultrasound’s high sen-
sitivity in diagnosing rotator cuff 
disease, particularly complete ten-
don tears.33,34 Initial treatment con-
sists of ice, rest, and non-steroidal 
anti-inflammatory medication for 
acute pain if necessary. However, 
strict immobilization is recom-
mended. There is some controversy 
whether patients should be treated 
non-operatively, since there is no 
convincing evidence that surgical 
treatment is more effective than 
conservative management, especially 
in older patients. There is no indi-
cation for the surgical treatment of 
asymptomatic rotator cuff tears.32

Conservative management using 
qualified physical or occupational 
therapists is most helpful for devel-
oping specific programs to aid 
in the recovery process. Exercise 
therapy should be specific and of 
low intensity but high frequency, 
combining training, attention to 
relaxation and posture, and treat-
ment of myofascial trigger points, 
including stretching. Rehabilitation 
in a specialized unit can be consid-
ered in chronic, treatment-resistant 
cases. There is little evidence to 
support the therapeutic use of ultra-
sound. However, the theory behind 
ultrasound as a treatment is that it 
stimulates tendon healing via col-
lagen production.35 

Laser therapy in the treatment 
of rotator cuff tendinopathy is 
without scientific merit.36 A few 
small, randomized trials found a 
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short-term benefit from glucocor-
ticoid injections.37,38,39 Subacromial 
injections with corticosteroids are 
indicated for persistent or recurrent 
pain, and symptomatic relief gained 
from such injections may improve a 
patient’s effort and compliance with 
physical therapy.40,41 Corticosteroid 
injections can be performed blind, 
landmark-guided or with ultrasound 
image guidance. A meta-analysis 
found statistically significant dif-
ferences in pain and abduction 
between landmark-guided and 
ultrasound image guidance steroid 
injections for adults with shoulder 
pathology. However, these differ-
ences are small and may not repre-
sent clinically useful differences.42 
Indications for referral for ortho-
pedic evaluation include treatment 
failures after 3 months of conserva-
tive management or suspected diag-
nosis of a rotator cuff tear, labrum 
tear, or adhesive capsulitis.

Bicipital tendinitis: Bicipital 
tendinitis, or biceps tendinitis, is an 
inflammatory process of the long 
head of the biceps tendon. This is 
a common cause of shoulder pain. 
The tendon originates intra-articu-
larly at the superior glenoid tuber-
cle, where it is a part of the glenoid 
labrum. It then extends distally 
to the musculotendinous junction 
with the long head biceps muscle. 
The tendon is exposed on the ante-
rior shoulder as it passes through 
the humeral bicipital groove and 
inserts onto the superior aspect of 
the labrum of the glenohumeral 
joint. Patients complain of achy 
anterior shoulder pain, exacerbated 
by overhead activity, lifting heavy 
objects, and pushing or pulling with 
the shoulder elevated. The pain is 
often referred to the posterior or 
lateral parts of the shoulder, where 
if injected will not help the shoul-
der pain. The treatment of bicipi-
tal tendonitis is most efficiently 
accomplished with a corticosteroid 
injection around the tender point 
on the tendon, but not into the ten-
don itself. 

Disorders of the Elbow
The elbow is the articulation 

between three bones: the humerus, 
ulna, and radius. Epicondylitis is 
the most common cause of elbow 
pain. Lateral epicondylitis is the 
most common location of pain and 
tenderness in patients with FMS.24 
Olecranon bursitis can also be pain-
ful, but happens less frequently. 
Injury to the pronator teres and 
flexor carpi radialis muscles, which 
originate at the medial epicon-
dyle, causes medial epicondylitis 
(golf elbow). In lateral epicondyle 
injuries (tennis elbow), the carpi 
radialis brevis muscle is most com-
monly involved, but may include the 
extensor carpi radialis longus exten-
sor digitorum and extensor carpi 
ulnaris.

Lateral epicondylitis (tennis 
elbow): Patients with tennis elbow 
typically report an insidious onset 
associated with a history of overuse 
without specific trauma. Patients 
usually complain of mild to severe 
pain over the lateral elbow that may 
radiate down the posterior aspect of 
the forearm. The pain occurs with 
simple activities, like picking up 
or holding very light objects, and 
worsens with activity and improves 
with rest. Repetitive motions in 
which the wrist frequently deviates 
from a neutral position can cause 
epicondylitis.

Microscopic evaluation of the 
tendons does not show signs of 
inflammation, but rather angiofi-
broblastic degeneration and col-
lagen disarray. Light microscopy 
shows both an excess of fibroblasts 
and blood vessels that are consistent 
with angiogenesis.55,56

Lateral epicondylitis is diagnosed 
clinically by the following physical 
findings on exam: localized tender-
ness over the lateral epicondyle 
and proximal wrist extensor muscle 
mass. Pain is increased with resisted 
wrist extension with the elbow in 
full extension. Passive terminal 
wrist flexion with the elbow in 
full extension increases pain with 

resisted supination and hand shak-
ing. Although there are multiple 
treatment options for management 
of the lateral epicondylitis, no one 
single treatment is completely effec-
tive, so it is preferable to use a step-
wise approach, starting with initial 
treatment of activity modification, 
counter force bracing, nonsteroidal 
anti-inflammatory drugs (NSAIDs) 
if not contraindicated, and physical 
therapy. If there is no improvement, 
glucocorticoid injections or injec-
tions with lidocaine can be effective. 
Multiple studies have shown that 
lidocaine alone is at least as good 
as corticosteroids injected near the 
lateral epicondyle.57 Alternative 
therapies to reduce pain include 
extracorporeal shock wave therapy, 
ultrasound-guided percutaneous 
radiofrequency thermal lesioning, 
laser therapy, platelet-rich plasma, 
botulinum toxin, or applying topical 
nitrates.58 If these treatments fail, 
referral to orthopedics for possible 
surgical relief is recommended.

Disorders of the Hand
The most common soft tissue dis-

order in the hands is a Dupuytren’s 
contracture.24 This common, fibrop-
roliferative disorder is characterized 
by slowly progressive thickening 
and shortening of the palmar fas-
cia, which appears as a nodule in 
the palm of the hand. The most 
affected locations are flexor tendons 
of the third, fourth, and fifth digits. 
Ultrasound can be a useful tool to 
evaluate the thickness and nodules 
and to guide the intralesional gluco-
corticoid injection. The intralesional 
injection of nodules of Dupuytren’s 
disease with triamcinolone aceton-
ide may modify the progression of 
the disease;59 however, corticoste-
roids are associated with a high risk 
of complications; including tendon 
ruptures, fat atrophy, and skin dis-
coloration.60 Physical therapy can 
be used in early stages, but it is not 
clear whether passive stretching 
offers any significant clinical benefit 
or harm. There is no evidence to 
support that massage, splinting, or 
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exercise will prevent the progres-
sion of the contracture.

Multiple studies showed the 
effectiveness of injection of 
Clostridium histolyticum (Xiaflex) 
at a dose of 0.58 mg per injection 
for the treatment of Dupuytren’s 
contracture in a single digit dur-
ing a 30-day treatment cycle. The 
injected collagenase extracted from 
C. histolyticum weakens and dis-
solves the Dupuytren cord. If the 
above treatments fail to improve 
flexibility of the fingers, patients 
should be referred to the hand 
surgeon.

Disorders of the Hip
Trochanteric bursitis: 

Trochanteric bursitis is a common 
disorder, especially in patients with 
FMS.24 Trochanteric bursitis is 
characterized by painful inflamma-
tion of the bursa located between 
the midpoint of the trochanteric 
process of the femur and the glu-
teus medius tendon.62 Patients 
typically complain of lateral hip 
pain over the outer thigh or of dif-
ficulty with walking. The pain may 
radiate down the lateral aspect of 
the thigh. The most classic physical 
finding is point tenderness over the 
greater trochanter, reproducing the 
presenting symptom.63 The patient 
often complains of difficulty sleep-
ing on the affected side while 
rubbing the thigh when describ-
ing the pain. There is no need for 
laboratory or radiologic workup to 
establish the diagnosis. A diagnos-
tic injection of a local anesthetic (5 
cc of 1-2%) of lidocaine into the 
trochanteric bursa may be helpful. 
Treatment of trochanteric bursitis 
includes rest, avoiding sleeping on 
the affected side, applying ice topi-
cally, injection of corticosteroids 
and/or local anesthetics, adminis-
tration of NSAIDs, and application 
of topical, sustained-release local 
anesthetic patches. A home exercise 
program that emphasizes stretch-
ing of the iliotibial band and other 
hip flexors might be helpful.64 

Extracorporeal shock wave therapy 
has helped in patients who failed 
the above therapy.65 Surgical inter-
vention may be useful in refractory 
cases.

Soft Tissue Disorders  
of the Knee

Bursitis of the knee is common 
in practice. The knee has four 
major bursae: suprapatellar, prepa-
tellar, infrapatellar, and pes anser-
ine. A common soft tissue tender 
point of the knee in FMS is over 
the pes anserine bursa.24

Pes anserine bursitis: The 
pes anserine bursa is located on 
proximomedial aspect of the tibia 
between the superficial medial 
collateral ligament and hamstring 
tendons: the sartorius, gracilis, and 
semitendinosus. This bursa serves 
as a lubricating sac between these 
tendons. Pes anserine bursitis may 
occur with arising from a seated 
position or with ascending, but 
usually not while walking on level 
surfaces. The pain is often localized 
to a well-defined area of the inner 
knee.66,67 Patients often point to the 
area with one finger when describ-
ing the pain and the tenderness.

If the tenderness extends from 
the anserine bursal area to the 
joint line, it is more likely that 
the medial collateral ligament is 
injured or irritated. Pes anserine 
bursitis is generally a self-limiting 
condition. Patients are treated 
successfully with conservative 
measures, including topical icing 
every 4-6 hours; stretching and 
strengthening the adductor, abduc-
tor, and quadriceps groups; stretch-
ing the hamstrings; and NSAIDs. 
Intrabursal injection of local anes-
thetics, corticosteroids, or both 
constitutes a second line of treat-
ment. Surgical therapy is indicated 
only in very rare cases.
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CME Questions

1. Which of the following is correct 
about the clinical manifestations of 
fibromyalgia?
a. Pain in fibromyalgia patients 

is always widespread 
musculoskeletal pain, involving 
both sides of the body and 
above and below the waist.

b. All patients with fibromyalgia 
have depression or anxiety at the 
time of diagnosis.

c. According to the American 
College of Rheumatology 
2010 criteria, patients with 
fibromyalgia should have 11/18 
tender points to confirm the 
diagnosis.

d. Cognitive disturbances 
associated with fibromyalgia 
typically involve problems with 
attention and difficulty doing 
tasks that require rapid thought 
changes.

2. Which of the following is 
correct about the work-up and 
management of fibromyalgia 
syndrome (FMS)?
a. Practical management of 

fibromyalgia is aimed at 
eliminating pain, fatigue, and 
cognitive dysfunction.

b. All patients with FMS should 
be started on pain medications 
as soon as the diagnosis of FMS 
is given.

c. All patients with fibromyalgia 
should have an antinuclear 
antibody and rheumatoid factor 
measured.

d. Patients with primary 
fibromyalgia often have 
Raynaud’s phenomenon.

3. A 45-year-old female with 
fibromyalgia visited your office 
for right shoulder pain. She was 
unable to sleep on her right side 
because of pain for 6 months. Her 
symptoms have worsened in the last 
2 months, especially with raising 
her arm over her head (arc sign). 
The Empty Can sign was positive, 
with normal internal and external 
rotation, but she had limited 
adduction of the shoulder because 
of pain. There was no tenderness 
over the bicipital tendon or the 
acromioclavicular joint. She tried to 
limit movement of her right arm to 
avoid the pain, and took ibuprofen 
600 mg as needed, which provided 
mild improvement. An MRI of the 
shoulder showed tendonitis and 
partial tear of the supraspinatus 
tendon. What is the next best step 
in management?
a. Ice, nonsteroidal anti-

inflammatory, and rest the joint 
with strict immobilization

b. Refer the patient to orthopedic 
for surgery

c. Subacromial injection with 
corticosteroids, followed by 
exercise therapy of low intensity 
and high frequency

d. Therapeutic ultrasound

4. A 75-year-old female with 
fibromyalgia has pain controlled 
with tramadol. She does aerobic 
exercises regularly and has 
developed pain in the medial side 
of her right knee. The pain was 
exacerbated on arising from a 
seated position and with ascending 
stairs, but not walking on level 
surfaces. She pointed to the area 
with one finger located 1.5 inches 
below the medial joint line. The 
patient complained of an area 
of tenderness at the level of the 
tibial tubercle. X-rays of the knees 
standing showed mild narrowing 
of the medial compartments both 
sides, with no fractures. What is the 
next step in management?
a. Obtain MRI of the right knee
b. Inject steroid in the right knee
c. Orthopedic surgery referral for 

surgery of pes anserine bursa
d. Physical therapy with 

stretching and strengthening 
of the adductor, abductor, and 
quadriceps groups.

5. A 36-year-old female with 
fibromyalgia has insomnia 
controlled with amitriptyline, and 
her pain is better with pregablin. 
She is able to sleep through the 
night if she lies on her left side. 
However, she is unable to sleep on 
her right side. She also complains 
of pain radiating down to the 
lateral aspect of the right thigh. 
The patient denied any pain in 
the groin. Internal and external 
rotations of the hip were normal, 
with full range of motion. There 
was point tenderness over the 
greater trochanter. What is the next 
diagnostic step?
a. Obtain RF, anti-CCP antibody 

test, ESR, CRP, CBC, and a 
complete metabolic panel

b. Inject local lidocaine 1% into 
the trochanteric bursa

c. An MRI of the right hip is 
necessary to establish the 
diagnosis

d. Obtain an x-ray of the right hip
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6. A 60-year-old white male with 
history of type 2 diabetes and 
fibromyalgia visited your office for 
complaining of thickened nodules 
in the palms of both hands and loss 
of motion of the fourth and fifth 
fingers. The nodules are sometimes 
painful. On exam, the patient has 
firm tender nodules in the palms 
of the hands with limited range 
of flexion of the fourth and fifth 
fingers. The patient was diagnosed 
with Dupuytren’s contracture, 
and received ultrasound-guided 
intralesional glucocorticoid 
injection, which provided minimal 
relief. What is the next step in the 
management of this patient?
a. Repeat the triamcinolone 

injection
b. Injection of Clostridium 

histolyticum
c. Physical therapy
d. Splinting of both hands

7. A 52-year-old African American 
female with a 10-year history of 
fibromyalgia and well-controlled 
type 2 diabetes exercises regularly. 
She plays tennis 3 times a week 
and swims twice weekly. Recently, 
she started having pain over the 
lateral aspect of her elbow. The pain 
worsens with activity and improves 
with rest. It radiates down to the 
posterior aspect of the forearm, 
and she is unable to pick up or 
hold the dishes with her right 
hand. On physical exam, she has 
localized tenderness over the lateral 
epicondyle and the proximal wrist. 
The pain is increased with resisted 
wrist extension and with the elbow 
in full extension. What is the next 
step in management of this patient?
a. Activity modification, bracing, 

NSAIDs, and physical therapy
b. Referral to orthopedics
c. MRI of the elbow
d. Glucocorticoid injection of the 

lateral epicondyle

PRIMARY CARE 
REPORTS 

CME Objectives

Upon completion of this 
educational activity, participants 
should be able to:

• Summarize recent, 
significant studies related 
to the practice of primary 
care medicine;

• Evaluate the credibility 
of published data and 
recommendations related 
to primary care medicine;

• Discuss the advantages 
and disadvantages of 
new diagnostic and 
therapeutic procedures in 
the primary care setting.

Is there an article or issue you’d like 
posted to your website? Interested in 
a custom reprint?

There are numerous opportunities 
to leverage editorial recognition to 
benefit your brand.

Call us at  (877) 652-5295 or email 
ahc@wrightsmedia.com to learn 
more.

To obtain information and pricing 
on group discounts, multiple copies, 
site-licenses, or electronic distribu-
tion, please contact:

TRIA KREUTZER

Phone: (800) 688-2421, ext. 5482
Email: tria.kreutzer@ahcmedia.com 

To reproduce any part of AHC 
newsletters for educational 
purposes, please contact The 
Copyright Clearance Center for 
permission:

Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400

AHC Media’s NEW  
State-of-the-Art Website  

is Here!

Visit AHCMedia.com
for all the details!

CME INSTRUCTIONS
To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the references for further research.

2. Scan the QR code to the right or log on to log onto 
AHCMedia.com and click on My Account. First-time users 
will have to register on the site using the 8-digit sub-
scriber number printed on the mailing label or invoice.

3. Pass the online tests with a score of 100%; you will 
be allowed to answer the questions as many times as 
needed to achieve a score of 100%. 

4. After completing the test, your browser will be directed to the activity evalu-
ation form. 

5. Once the completed evaluation is received, a credit letter will be emailed to 
you instantly. 

EARN AOA CREDITS NOW!
Primary Care Reports now offers American Osteopathic Association 
CME credits. You can earn up to 30 AOA Category 2-B credits. 

The American Osteopathic Association has approved this continuing 
education activity for up to 30 AOA Category 2-B credits. To earn 
credit for this activity, please follow the CME instructions above. 



SUBSCRIBER INFORMATION 

CUSTOMER SERVICE: (800) 688-2421

Customer Service Email Address:  
customerservice@ahcmedia.com

Editorial Email Address:  
leslie.coplin@ahcmedia.com

World-Wide Web page:  
AHCMedia.com

SUBSCRIPTION PRICES

1 year with free AMA  
Category 1/Prescribed credits: $379

Add $19.99 for shipping & handling

Online-only, single user price: $329

MULTIPLE COPIES: 
Discounts are available for group subscriptions, 
 multiple copies, site-licenses or electronic 
distribution. For pricing information, call  
Tria Kreutzer at (404) 262-5482.

One to nine additional copies:  
$314 each;  
10 or more additional copies:  
$279 each.

All prices U.S. only. U.S. possessions and 
Canada, add $30 plus applicable GST. Other 
international orders, add $30.

ACCREDITATION
AHC Media is accredited by the Accreditation Council for Continuing 
Medical Education to provide continuing medical education for physicians.

AHC Media designates this enduring material for a maximum of 36 AMA 
PRA Category 1 CreditsTM. Each issue has been designated for a maximum 
of 3.0 AMA PRA Category 1 Credits™. Physicians should claim only credit 
commensurate with the extent of their participation in the activity.

This enduring material activity, Primary Care Reports, has been reviewed 
and is acceptable for up to 27 Prescribed credits by the American Academy 
of Family Physicians. AAFP certification begins January 1, 2015. Term of 
approval is for one year from this date with the option of yearly renewal. 

Each issue is approved for 2.25 Prescribed credits. Credit may be claimed 
for one year from the date of each issue. Physicians should claim only the 
credit commensurate with the extent of their participation in the activity.

The American Osteopathic Association has approved this continuing 
education activity for up to 30 AOA Category 2-B credits. 

This is an educational publication designed to present scientific 
information and opinion to health professionals, to stimulate thought, 
and further investigation. It does not provide advice regarding medical 
 diagnosis or treatment for any individual case. It is not intended for 
use by the  layman. Opinions expressed are not  necessarily those of 
this publication. Mention of products or services does not constitute 
endorsement. Clinical, legal, tax, and other comments are offered for 
general guidance only; professional counsel should be sought for specific 
situations.

This CME activity is intended for primary care and family practice 
physicians. It is in effect for 36 months from the date of the publication.

PRIMARY CARE REPORTS™ (ISSN 1040-
2497) is published monthly by AHC Media LLC, One 
Atlanta Plaza, 950 East Paces Ferry Road NE, Suite 
2850, Atlanta, GA 30326. Telephone: (800) 688-2421 or 
(404) 262-7436.  

Executive Editor: Leslie Coplin
Associate Managing Editor:  
Jonathan Springston
Editorial Director: Lee Landenberger

GST Registration No.: R128870672
Periodicals Postage Paid at Atlanta, GA 30304 and at 
 additional mailing offices.

POSTMASTER: Send address changes 
to Primary Care Reports,  
P.O. Box 550669, Atlanta, GA 30355.

Copyright © 2015 by AHC Media LLC, Atlanta, GA. 
All rights reserved. Reproduction, distribution, or 
translation without express written permission is strictly 
prohibited.

Back issues: $26. Missing issues will be fulfilled 
by customer service free of charge when contacted 
within one month of the missing issue’s date.

EDITOR IN CHIEF

Gregory R. Wise, MD, FACP
Associate Professor of Medicine
Oscar Boonshoft School of Medicine
Wright State University
President, Kettering Physicians
Network
Dayton, OH

EDITORIAL BOARD

Nancy J.V. Bohannon, MD, FACP
Private Practice
San Francisco, CA

Clara L. Carls, DO
Program Director 
Hinsdale Family Medicine Residency
Hinsdale, IL

Norton J. Greenberger, MD
Clinical Professor of Medicine
Harvard Medical School
Senior Physician
Brigham & Women’s Hospital
Boston, MA

Udaya Kabadi, MD
Professor
University of Iowa 
School of Medicine
Iowa City, IA

Norman Kaplan, MD
Professor of Internal Medicine
Department of Internal Medicine
University of Texas Southwestern 
Medical School
Dallas, TX

Dan L. Longo, MD, FACP
Professor of Medicine
Harvard Medical School
Deputy Editor, 
New England Journal of Medicine
Boston, MA

David B. Nash, MD, MBA
Dean
Jefferson School of Population Health
Thomas Jefferson University
Philadelphia, PA

Karen J. Nichols, DO, FACOI
Dean
Professor, Internal Medicine
Midwestern University
Chicago College of Osteopathic
Medicine
Downers Grove, IL

Allen R. Nissenson, MD
Professor of Medicine
Director of Dialysis Program
University of California Los Angeles 
School of Medicine

Kenneth L. Noller, MD
Professor and Chairman
Department of OB/GYN
Tufts University School of Medicine
Boston, MA

Robert W. Piepho, PhD, FCP
Professor Emeritus of Pharmacology
and Toxicology 
& Dean Emeritus
University of Missouri Kansas City 
School of Pharmacy
Kansas City, MO

Robert E. Rakel, MD
Department of Family and 
Community Medicine
Baylor College of Medicine
Houston, TX

Glen D. Solomon, MD, FACP
Professor and Chair
Department of Internal Medicine
Wright State University
Boonshoft School of Medicine
Dayton, OH

Leon Speroff, MD
Professor of Obstetrics and 
Gynecology
Oregon Health Sciences University 
School of Medicine
Portland, OR

Robert B. Taylor, MD
Professor and Chairman 
Department of Family Medicine
Oregon Health Sciences University
School of Medicine
Portland, OR

Roger D. Woodruff, MD
Associate Professor and Chair
Department of Family Medicine
Loma Linda University
Loma Linda, CA

© 2015 AHC Media. All rights 
reserved. 


	Fibromyalgia and Other SoftTissue Pain Syndromes
	Executive Summary
	Diagnosis of FMS
	Differential Diagnosis
	Serology Markers in FMS
	Fibromyalgia Management
	Tender and Trigger Point Injections
	Soft Tissue Manifestations of FMS
	Disorders of the Shoulder
	Disorders of the Elbow
	Disorders of the Hand
	Disorders of the Hip
	Soft Tissue Disordersof the Knee
	References
	CME Questions
	Table 1. American College of Rheumatology 2010 Preliminary Diagnostic Criteria for Fibromyalgia
	Table 2. Resources for Patient Education on Fibromyalgia
	Table 2. Medications Used in Treating Fibromyalgia
	Figure 1. Tender Point Locations of Fibromyalgia

