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Cyclobenzaprine: 14 (20.3%)

Amitriptyline hydrochloride: 3 (4.3%)

Nimesulide: 2 (2.8%)

Paracetamol: 2 (2.8%)

Sulfo-adenosyl-L-methionine: 2 (2.8%)

Tizanidine: 2 (2.8%)

Unreported: 31 (44.9%)



confirmed the results obtained using the pain indexes. At least 65% of
patients reported they had a pain relief from “slight” to “very good”,
whereas 35% of patients still claimed that they were suffering from
significant pain. On their part, the investigators believed that 62.5% of

patients had enjoyed a significant improvement in FMS-related pain,
whereas relief was considered to be “slight” in a further 30% of patients
and “null” in the remaining subjects (7.5%) (Figure 2).

Figure 1:



Side effects were observed in 11 patients and most frequently
represented by epigastric pain; severe allergic skin reactions with
itchiness; nausea and dizziness; dizziness and cognitive disturbances;

dizziness and itchiness; xerostomia; xerostomia and constipation;
constipation; general malaise; drowsiness (Table 5).

TREATMENT COMPLIANCE  

As prescribed 26 (65.0%)

Reduced dose 14 (35.0%)

No� of TABLETS TAKEN DAILY  

0/1/2/3/4/unreported 2/1/13/10/14/10

Other Drugs Used During The Study  

None 30 (75.0%)

Nimesulide; duloxetine (2); oxycodone; indomethacin/caffeine/prochlorperazine; NSAIDs; cyclobenzaprine; sertraline
(2); herbal remedies.  

Side Effects  

None 29 (72.5%)

Epigastric pain; severe allergic skin reaction with itchiness; nausea and dizziness; dizziness and cognitive
disturbances; dizziness and itchiness; xerostomia; xerostomia and constipation; constipation; general malaise;
drowsiness  

Table 5: Treatment compliance and adverse effects observed during the study. The frequency of treatment is indicated as number of patients (per-
centage between brackets).

Discussion
As FMS is a complex syndrome associated with a wide range of

symptoms, treatment should be tailored to suit individual patients,
dealing with their particular needs and targeting their most distressing
symptoms [7,17]. In addition, non-pharmacological treatment options,
including aerobic exercises, physiotherapy, cognitive behavioral
therapy, massage and acupuncture can be helpful [18].

We believe, however, that the first aim of treating FMS should be to
decrease pain and to increase function by means of a multimodal
treatment strategy, which in most cases includes pharmacological
intervention. Another important aspect is the concomitant treatment
of any possible nociceptive pain caused by a different medical
condition, for example, the pain caused by inflamed bursitis or
degenerative spondylosis [19].

Non-Oncological Chronic Pain (NOCP) has come to be considered



FMS symptoms was achieved in almost all patients, with an
improvement in quality of life that was appreciated by patients. A more
objective evaluation of pain, based on an EPS that we assigned to the
patients on the basis of their reaction to the touch of tender points,
confirmed the results achieved with the validated subjective pain
scales. We decided to add this evaluation in order to have a more
complete assessment of the patient. In longitudinal studies on FMS,
improvements in pain scores are not necessary parallel to changes in
evoked pain. This result suggests certain dissociation between the two
dimensions of pain.

Most studies analyzing the correlation between psychological
processes and pain are in fact based on subjective evaluations, asking
directly to the patient information on his painful experience with
numerical scales or visual analogue scales, but the data on the
correlation between these parameters and evoked pain scores, that
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