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Introduction
Fibromyalgia (FM) is a common systemic disorder characterized by widespread musculoskeletal 

pain and a generalized reduction in pain threshold. The introduction of the American College of 
Rheumatology (ACR) FM classification criteria in 1990 has resulted in increasing recognition of the 
syndrome. The prevalence of FM in the United States is estimated to be 2-4%, of which approximately 
80% are women between the ages of 20 and 60 years [1-4]. FM affects about 3% of women attending 
outpatient clinics in Japan; however, the recognition of this disease remains low in Japan. FM causes 
a marked reduction in patients’ quality of life. Prompt diagnosis as well as appropriate treatment 
depending on the condition of the patients is needed.

Case Presentation
Case one

The patient was a 50-year-old female who was diagnosed with total body pain and sleeplessness 
in 2014. She presented to our clinic and was treated with NSAIDs (celecoxib 200 mg/day) and 
eperisone hydrochloride (150 mg/day); however, the pain caused difficulty in walking. Her medical 
history included epilepsy in childhood, hypertension, and sleeplessness. She had a widespread pain 
index (WPI) of 13 and a symptom severity (SS) scale score of 6 (Figure 1A). Laboratory tests did not 
reveal any evidence of rheumatoid arthritis or collagen disease (Table 1). She was diagnosed with 
FM and was started on 150 mg/day of pregabalin. Her pregabalin dose was increased to 450 mg/day, 
but was later reduced to 250 mg/day because she experienced dizziness and sense of floating. Her 
symptoms improved when duloxetine was added (Figure 2A). Her pregabalin dose was gradually 
tapered off, and she is now symptom-free.

Case two
The patient was a 28-year-old female who presented to our clinic with back pain and depression 

in 2015. She was treated with NSAIDs (celecoxib 200 mg/day) and eperisone hydrochloride (150 
mg/day), but the persistent pain limited mobility. She had a medical history of epilepsy from 15 to 
23 years of age, a WPI of 16, and SS scale score of 22 (Figure 1B). Laboratory tests did not reveal any 
evidence of rheumatoid arthritis or collagen disease (Table 1). She was diagnosed with FM and was 
started on 150 mg/day of pregabalin. Her pregabalin dose was increased to 175 mg/day, but because 
of the resulting dizziness, this was reduced to 150 mg/day. Her symptoms improved when she was 
started on duloxetine (Figure 2B). At the same time, she received psychological counseling at our 
hospital. Her symptoms improved and the pregabalin dose was gradually tapered off.

Discussion
FM is a chronic musculoskeletal disorder of unknown etiology. It is characterized by chronic 

wide spread pain and muscle tenderness, as well as the presence of tender points on examination. The 
diagnosis of FM is made when the patient fulfills the ACR 1990 Criteria. The first criterion includes 
pain for at least three months involving the upper and lower body, right and left sides, as well as axial 

A Case Report of Fibromyalgia

OPEN ACCESS

 *Correspondence:
Nemoto M, General Internal Medicine, 
Katsushika Medical Center, The Jikei 
University School of Medicine, 6-41-2 

Aoto, Katushika-ku, Tokyo, Japan,
E-mail: mnemoto@jikei.ac.jp

Received Date: 03 Sep 2016
Accepted Date: 30 Sep 2016
Published Date: 03 Nov 2016

Citation: 
Tsutsui K, Nemoto M. A Case Report 
of Fibromyalgia. Ann Clin Case Rep. 

2016; 1: 1176.

Copyright © 2016 Nemoto M. This is 
an open access article distributed under 

the Creative Commons Attribution 
License, which permits unrestricted 

use, distribution, and reproduction in 
any medium, provided the original work 

is properly cited.

Case Report
Published: 03 Nov, 2016

Abstract
Fibromyalgia (FM) is a common systemic disorder characterized by widespread musculoskeletal 
pain. We report two cases of FM: case one was a 50-year-old woman and case two was a 28 year-
old woman. Both suffered from total body pain and mental disorders such as sleeplessness and 
depression. Combination therapy with pregabalin and duloxetine improved their pain symptoms 
within two years. Non-pharmacological therapies, including aerobic exercise and psychological 
counseling, were also effective. The management of FM requires a combination of multiple 
approaches. 
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skeleton. The second criterion requires the presence of tender points 
in at least 11 of 18 sites on digital palpation, when about 4 kg per 
unit area of force is applied. These criteria were later modified into 
a self-reported questionnaire (Fibromyalgia Survey Questionnaire, 
FSQ) for assessing patient symptoms. The two cases we described had 
widespread points of tenderness (fingers and toes) over 18 sites over 
more than three months, which fitted the FM diagnostic criteria [5].

FM is often accompanied by various psychotic symptoms. 
Patients experience various kinds of central neuropathic conditions 
such as sleeplessness and depression in addition to chronic 
pain. Abnormalities have been identified at various levels in the 
peripheral, central, and sympathetic nervous systems, as well as the 

hypothalamus-pituitary-adrenal axis stress response system [6]. 
As the rate-limiting step in neurosteroid synthesis, translocator 
proteins (TSPO) play a key role in modulating synaptic transmission 
[7]. TSPO gene polymorphisms (rs6971) have been found to affect 
pain severity in FM. A recent study also found that FM coexists with 
mood disorders in families [8]. However, while our patients had 
sleeplessness and mental disorders, they did not have a family history 
of these conditions. In addition, although both cases had a medical 
history of epilepsy, an association between FM and epilepsy has not 
been previously reported.

The United States Food and Drug Administration (FDA) first 
approved the use of alpha-2-delta ligands such as pregabalin for 

Case one Case two

Peripheral blood Peripheral blood

WBC 5100 μL WBC 7800 μL

RBC 433x104 μL RBC 496x104 μL

Hb 13 g/dL Hb 14.8 g/dL

Ht 38.10% Ht 44.60%

Plt 20.5x103μL Plt 28.6x103μL

ESR 8 mm

Urinary Urinary

Protein (-) Protein (-)

Glucose (-) Glucose (-)

Keton (-) Keton (-)

Urobilinogen(±)

Occult (-) Urobilinogen (±)

Chemistory Occult (-)   

AST 18 U/L

ALT 17 U/L Chemistory

LDH 137 U/L AST 21 U/L

T-Bil 0.5 mg/dL ALT 18 U/L

ALP 163 U/L LDH 180 U/L

γ-GTP 8 U/L T-Bil 0.6 mg/dL

TP 6.8 g/dL ALP 149 U/L

alb 4.1 g/dL γ-GTP 27 U/L

BUN 14 mg/dL TP 7.5 g/dL

Cr 0.71 mg/dL alb 4.5 g/dL

eGFRcre 68 ml/min/1.73m2 BUN 8 mg/dL

UA 4.2 mg/dL Cr 0.47 mg/dL

CRP 0.1 mg/dL eGFRcre 129 ml/min/1.73m2

RF 22.9 IU/ml UA 4.7 mg/dL

IgG 1302 mg/dL CRP 0.1 mg/dL

IgA 182 mg/dL MMP-3 12.4ng/mL

IgM 92 mg/dL Anti-nuclear antibody 40x

C3 73 mg/dL

C4 20 mg/dL

CH 50 41.9 U/dL

ANA 10.2 index

Anti-CCP-ab 0.6 U/ml

Table 1: Laboratory examination of patients.
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treating FM in 2007. A meta-analysis showed that 150 mg/ day of 
pregabalin was generally ineffective in treating FM, and that higher 
doses (300, 450 or 600 mg) were required [9]. However, most patients 
discontinue pregabalin because they experience side effects such as 
somnolence and dizziness, which become more common at higher 
doses. Antidepressant such as serotonin-no repinephrine reuptake 
inhibitors (SNRIs) are also effective in relieving the symptoms of 
FM. Duloxetine, an SNRI, has been approved for the treatment of 
peripheral neuropathic pain, depression, and generalized anxiety 
disorder. The recommended daily dose of duloxetine is 60 mg. 
Combined therapy with pregabalin and duloxetine has been proven 
to be more effective than either medication used alone [10]. The 
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Figure 1: (A) Case one. (B) Case two. Tender points () of the patients.

A

B

Figure 2: (A) Case One. (B) Case Two. Visual analog scale (VAS) of pain 
and time course of patients.

addition of duloxetine relieved the pain experienced by our patients, 
perhaps because of its antidepressant effects. Empirical evidence also 
suggests that gabapentin is effective in patients with morning stiffness 
and pain, and clonazepam is effective in patients with muscle stiffness 
and pain.

Non-pharmacological treatments modalities have been 
recommended in the treatment of FM. Examples include aerobic 
exercise, physical therapy, cognitive behavioral therapy, massage, 
and acupuncture. In the cases we described, our patients practiced 
stretching therapy while on a tapering dose of pregabalin. Warming, 
increasing the body temperature is reported to be effective for FM, 
but this was ineffective in the cases we described. Symptoms of FM 
reportedly improve within two years in approximately 90% of cases. 
This was true for our patients. 

FM is a clinical diagnosis without remarkable laboratory findings. 
Effective treatment of this condition requires a combination of long-
term pain control and life support such as psychological care.

Conclusion
We report two cases of FM that were successfully treated 

by combination therapy with pregabalin and duloxetine. Non-
pharmacological therapies were also effective in symptom relief. A 
multidisciplinary approach is required to treat FM effectively.
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