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Living with Fibromyalgia

Christine Craggs-Hinton, mother of three, followed a career in the Civil Service until, in 1991, she developed fibromyalgia, a chronic pain condition. Christine took up writing for therapeutic reasons and has, in the past few years, produced more than a dozen health-related self-help books for Sheldon Press. She also writes for the Fibromyalgia Association UK and the UK Fibromyalgia magazine called FaMily. A few years ago, Christine and her husband moved to the Canary Islands where she works as the agony aunt and health writer for a local newspaper.
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This book is dedicated to my husband, David, and to my late father, Ernest Chamberlain.

Without the love, support and encouragement of David I would not be the ‘together’ person I am today, neither would I have had the confidence to research and write a book such as this.

Without my father’s enduring sense of fun and determination to make the most of his lot – even in the worst days of his own illness – I would not have had the example that has helped me to cope with my fibromyalgia.
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Foreword

Living successfully with fibromyalgia is a very difficult balancing act that requires careful management. Having managed her own fibromyalgia, Christine now passes her experience and knowledge on to others so that they do not have to spend their precious time on research.

	Because medical research into fibromyalgia has made advances in the last few years, more medical professionals are now recognizing the symptoms. However, there are still many who lack the knowledge to diagnose and treat the condition effectively – and at present there are no national guidelines for treatment. That is one reason why this book is so vital to those with fibromyalgia, their families, friends and employers.

	Fibromyalgia is different for each person and each person’s circumstances vary, so there is no one predetermined solution. You will need to experiment with what works best for you in each area of your life. 

	Although self-management is crucial, it is essential that medications and supplement changes are discussed with a medical professional as combinations or sudden withdrawal can be detrimental. 

	There is no magic wand to make the pain disappear and restore energy levels, but there are plenty of strategies that will help. This will mean major changes in your life and could even bring about positive results that you would never have dreamed possible. The only person that can make this work is you, but Living with Fibromyalgia will certainly help you along the way.

Pam Stewart MBE, Chair, Fibromyalgia Association UK










Note to the reader

This is not a medical book and is not intended to replace advice from your doctor. Consult your pharmacist or doctor if you believe you have any of the symptoms described, and if you think you might need medical help.










Introduction

Fibromyalgia syndrome (FMS, for short) is a complicated condition, comprising a whole plethora of symptoms, including:


	fatigue

	insomnia

	stiffness

	anxiety

	migraines

	irritable bowel syndrome

	irritable bladder

	allergies

	depression

	cold intolerance

	dry eyes

	numbness.



The chief characteristic, however, is that of chronic, widespread soft tissue pain. In some people this pain is little more than a nagging inconvenience, but for others it is an all-consuming stabbing or burning which makes it difficult to concentrate, and that is so debilitating you can barely move without aggravating it.

	Until the last decade or so, people with fibromyalgia were told they either had arthritis (despite the absence of joint inflammation) or were suffering from psychological problems. Fortunately, the medical world is now slowly acknowledging the existence of fibromyalgia, and currently more and more people are being diagnosed every day, which comes as a great relief. To be told there is a real physical reason for the persistent pain and miscellany of other symptoms is heartening. Prior to diagnosis, many people with fibromyalgia worry that their problems are of the mind rather than the body – a feeling that is compounded by negative test results. Family and friends, running short on patience and understanding, may even have begun urging, ‘Try to pull yourself together!’ Other people with fibromyalgia may have been convinced they were stricken with a terrible degenerative disease that, if not proving fatal, will eventually render them unable to function.

	I have fibromyalgia myself and well remember the feelings of relief I experienced at my own diagnosis. It seemed as though I had finally come to the end of a long journey that had begun, eight years earlier, with a whiplash injury. I had spent all that time in constant pain, sleeping badly and feeling drained of energy. Now that, at last, my doctors knew what ailed me, I assumed they would be able to prescribe the appropriate medication. Before I knew it, I’d be back at work and getting on with my life. I couldn’t have been more wrong, though. I soon learned that there are pills that lessen the symptoms, pills that make life a little more tolerable, but, sadly, no quick and simple cure-all.

	As I began the task of collecting information on fibromyalgia and its related treatments, I realized I was at the start of yet another long journey. This became a journey of trial and error, of frustration and sometimes desperation. However, it has proved to be rewarding, too. Very. I am now far less debilitated than in the early days. The pain used to be so excruciating I was almost permanently bed-bound, my back and neck virtually rigid with spasm. My husband had to wash me, feed me and even brush my teeth. Now, though, because I have taken every opportunity to help myself, I am generally able to spend two hours, quite happily, at my computer; I can perform a few light tasks around the house, and I can take a short walk most days. Best of all, I can have nights out with my husband, which pleases him no end!

	Admittedly, my life is still limited and I have to remember always to pace myself. I still have days when I feel like caving in under the pressure of it all, but I remind myself that I am slowly making headway – and that is a great motivator. Your health can improve, too. Indeed, if you arm yourself with knowledge – and with the impetus and encouragement that brings – your condition will, in all probability, never be as bad as it was beforehand. You should make a steady improvement and see that, once more, life can be thoroughly enjoyed. 

There is no knowledge that is not power.

	Ralph Waldo Emerson
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Fibro what?

To be in constant pain; to feel too sapped to lift a limb, and to be bombarded, at the same time, by a whole host of other ailments … that’s fibromyalgia!

Although we are learning more and more about the causes of fibromyalgia, it remains a difficult condition to diagnose. No one can see the pain, and it doesn’t show itself in X-rays or available blood tests and bone scans. You may have undergone a whole gamut of ‘investigations’, and while it is reassuring when major illnesses are ruled out, you have probably prayed, at the same time, for something to show up.

	It may help to know that, prior to diagnosis, your doctor, likely as not, felt as mystified as you. Ironically, your doctor’s inability to determine the cause of your symptoms may have been hampered by his or her medical training. Medical students learn that specific conditions produce distinctive symptoms and that elimination of the cause ensures, in most cases, full recovery. This ‘classical medical model’ has been used successfully for many years, leading to numerous advances in modern medicine. Unfortunately, because the difficulties presented by fibromyalgia patients do not fit this model, delayed diagnosis is common.

	On a more positive note, doctors are slowly but surely familiarizing themselves with the peculiar nature of fibromyalgia and referring their patients to a rheumatologist who is familiar with the condition. A diagnosis of fibromyalgia should only be made when all other diseases are ruled out. It can therefore be said that fibromyalgia is a diagnosis of exclusion. 

What is fibromyalgia?

You may wonder how the name ‘fibromyalgia’ came into being. The word can be split into parts that are easier to understand. ‘Fibro’ means fibrous connective tissue – tendons and ligaments – ‘my’ means muscle, and ‘algia’ means pain. The word ‘syndrome’ means a collection of symptoms that, when they occur together, identify an illness. The symptoms commonly occurring with fibromyalgia include persistent, widespread pain, fatigue, sleep disturbance, anxiety, irritable bowel problems, irritable bladder problems, reactive depression, headaches, allergies, ‘foggy brain’ and morning stiffness (see Chapter 2).

	First the good news … fibromyalgia is not a degenerative disease, it does not cause deformity and you are not going to die from it. Studies have shown that the majority of people with it either stay the same or improve – and, although progress is generally slow, the changes can be dramatic. However, notable advances appear only to be made in those who take steps to help themselves.

	Fibromyalgia is, without doubt, a ‘challenging’ condition, for, as well as currently being incurable, its chief characteristic is pain. Those who have fibromyalgia often complain that they ‘hurt all over’, although the neck, shoulders – generally in the region between the shoulder blades – chest, lower back and buttocks seem to be the principal areas affected. The pain is mainly muscular for most people, but the tendons and ligaments are often a source of pain, too. Trapped nerves from bunched muscles can also cause pain – and this is usually a sharper, more intense pain than that coming directly from the muscles, tendons and ligaments. 

	Due to nearby tense and painful tissues, joint mobility is occasionally reduced in fibromyalgia – but the joints themselves don’t sustain damage. There is, however, an increased risk of developing premature osteoporosis – where the bones become brittle and more prone to fractures. Post-menopausal women whose activity levels are greatly limited are at greater risk of osteoporosis than anyone else.

Widespread pain

The pain of fibromyalgia is commonly described as ‘widespread’, and generally arises at neuromuscular junctions – that is, the places where the muscles receive electrical input from the nerve endings. Several areas may hurt at one time, but one particular region may be the cause of most concern. Also, the pain can migrate from area to area. One day your neck may hurt so badly you can barely turn your head; the next, although your neck pain has mysteriously eased, your legs ache so much that walking is difficult.

	Such bizarre comings and goings of pain are difficult to rationalize, almost impossible for onlookers to comprehend and incredibly frustrating all round. Besides often being random, the pain may fluctuate during the course of each day. Factors particular to each person can be responsible for aggravating it.

	Stress is one of the greatest enemies of someone with fibromyalgia, as is the lack of restorative sleep, cold and/or humid weather conditions and too much or the wrong type of activity. Any one of these elements may provoke a flare-up of symptoms lasting for days, weeks or even months. On the other hand, symptoms can improve for no apparent reason.

	Just as no two people are exactly alike, no two people with fibromyalgia experience precisely the same pain. One person may complain of searing, burning pains, another of throbbing sensations, another of tingling and numbness, and another of constant, nagging aches. Whatever the sensation felt, it is far from pleasant, and when accompanied by a multitude of other symptoms and illnesses, it is no wonder people can feel overwhelmed.

Pain origins

Pain from the following sources contributes to the overall picture. 


	
Pain from muscle tension Muscle tension creates an increased demand for blood and oxygen, yet inhibits the drainage of waste materials. This creates more pain, therefore more muscle tension (see below).

	
Pain from low muscle endurance Sustained activity creates many difficulties in fibromyalgia. For example, you may be able to lift, in turn, three 1 kg bags of sugar without immediate pain, but shortly afterwards your muscles may begin to hurt. Lifting no more than one or two bags of sugar would, in this instance, be recommended. If you need to lift three or more bags in total, allow your muscles to rest for a few minutes between each exertion.

	
Myofascial (localized) pain This, often very acute pain is induced by ‘trigger points’ that are regularly ‘activated’ (see below).

	
Pain from microtraumas Microtraumas are slow-healing microscopic tears in the muscle tissue. Experts believe they occur in most cases of fibromyalgia (for more details, see Chapter 2).

	
Pain from abnormal stiffness Extreme stiffness sometimes occurs in fibromyalgia. It can arise when the individual sits or lies down for prolonged periods of time (for more details, see Chapter 2).



Pain from muscle tension

Certain muscle groups are, in all people with fibromyalgia, permanently tense and therefore painful. The tension may be due to over-activity, emotional stress or postural problems. Permanently tense muscles demand increased blood and oxygen supplies, but, at the same time, drainage of waste materials is inhibited by the tension. This leads to further tension and so further pain. The muscles eventually adapt to this cycle by becoming shorter and more fibrous, like the stringy bits in a piece of tough meat.

	Gradually, these shorter, less elastic muscles begin to pull on their tendons – the structures that anchor them to the bones. The tendons then start the same process, becoming deprived of oxygen and clogged with waste materials. Like the affected muscles, they, in turn, grow fibrous and painful – and painful tissues burn energy at a terrific rate.

	These tense and fibrous muscles go on to cause further problems, as, for every set of tense muscles, there is always an opposing set of weak muscles. For example, a person with weak abdominal muscles invariably has tight lower back muscles. Each set of permanently tense and fibrous muscles has an opposite set of muscles that is permanently weakened, and this eventually leads to the postural changes that typify fibromyalgia (see Figure 1).
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Figure 1 Postural changes typical of fibromyalgia






Trigger points

Not to be confused with the ‘tender points’ used to diagnose fibromyalgia (see under ‘Diagnosis’ later in this chapter), trigger points are localized areas of pain and sensitivity occurring in permanently tense and fibrous tissues. Due to inadequate local circulation, these areas suffer from increased energy consumption and reduced oxygen supply.

	When pressed, a trigger point will radiate pain and/or numbness into further areas. When ‘activated’ by cold, stress, over-exertion and so on, a trigger point will automatically transmit pain and numbness to further areas. If your doctor pressed a certain point on your upper back, say, and, as a result, you felt pain or numbness down one arm, the spot he had pressed would have been a trigger point.

	Light-pressure, trigger-point massage generally reduces the pain and relaxes the muscle. Pain from active trigger points is a feature of almost all chronic (long-lasting) pain conditions.

Myofascial pain syndrome

You may be surprised to learn that many people with fibromyalgia also have a condition called myofascial pain syndrome (MPS for short) – I, for one, do. MPS arises from referred trigger-point pain, which occurs when one or more trigger points are regularly ‘activated’ (see ‘Trigger points’ above). It causes the localized, and often very severe, pain that is usually the worst part of our fibromyalgia. My myofascial pain is in my neck, shoulders and upper back. Other common areas are the chest, buttocks and lower back.

	MPS is diagnosed in the same way as fibromyalgia (see under ‘Diagnosis’ later in this chapter). The following four points, taken together, can indicate the existence of MPS:

1	the presence of chronic, localized pain;

2	the fact that there is no obvious cause of the pain – that is, joint strain or arthritis;

3	the fact that the pain has neither responded to treatments prescribed for what was originally thought to be the problem, nor to further treatments, including rest;

4	the fact that the pain intensifies when you are under some kind of stress, such as after physical activity, emotional stress or exposure to cold.

There are some people, however, who have MPS and not fibromyalgia. These people experience less morning stiffness, less fatigue and less incidence of digestive disorders. The best treatment of MPS is trigger-point massage and manipulation, and fortunately more and more physiotherapists are being trained to do this. On a short-term basis, trigger points respond well to heat treatments and acupuncture.

What causes fibromyalgia?

Fibromyalgia is believed to arise from a variety of factors working together. Indeed, the following abnormalities have been found:


	
The central nervous system (the brain and spinal cord) Advanced scanning technology has shown that people with fibromyalgia have reduced blood flow and energy production in the regions of the brain dealing with pain regulation, memory and concentration.

	
The endocrine system (the hormones) Research into the endocrine system has shown that hormonal imbalances play a leading role in fibromyalgia. Research is now focusing on hormonal neurotransmitters.

	
The immune system (antibody protection against infection) Immune system disturbances resulting from an overload of environmental toxins (pesticides, aerosols, car fumes and so on) and/or viral activity can arise when activated by specific triggers.



Chronic pain development

For many years, it was supposed that the same pain stimulus – such as a pinprick – produced the same degree of pain in every man, woman and child. However, we now know that if the pain stimulus is repeated many times there is an amplification of perceived pain, which causes the central nervous system (CNS, for short) to become sensitized. (The primary function of the CNS, located in the brain and spinal cord, is to analyse input from nerve cells.) 

	In 1992, researchers1 found that persistent severe pain will only arise in an individual who has suffered severe pain in the past (the CNS ‘remembers’ past pain intensity) and only after physical trauma, such as an injury or surgery, when the person concerned limits movement of the affected area. The individual expects to feel better after limiting movement, but many find that their pain levels have actually increased. We see, therefore, how persistent pain can arise.

	Persistent pain can quite easily advance into a chronic pain situation – the second step towards central sensitization. In fact, modern scanning technology has demonstrated that prolonged pain can create a gradual build-up of electrical response throughout the CNS. The currents can build to such intensity that a state of chronic pain results – where the CNS is sensitized to pain. All chronic pain conditions involve a degree of central sensitization. Indeed, the central nervous systems of some people are so sensitive that they experience excruciating pain when performing the simplest of activities.

	My own pain levels invariably increase after I have inflicted a series of physical traumas on my body – such as spending too long on the computer for a few days in succession. Subsequent to an initial pain flare-up, I find that if I try to carry out the same level of activity as beforehand, the pain comes on far more easily because my pain threshold has temporarily lowered. I need to reduce my activity levels (and at the same time maintain my mobility by carrying out an exercise regime, as discussed in Chapter 5) in order to slowly reduce the degree of central sensitization and so help myself back to my earlier state.

	Medical professionals have long been bewildered by the severity of pain in fibromyalgia. Studies have shown, however, that we have very low pain thresholds – due, in part, to the effects of central sensitization. This means that we are likely to experience distinct and troublesome pain where a healthy person may only feel discomfort. Of course, this in no way signifies that people with fibromyalgia are ‘soft’ or ‘weak’, for evidence suggests that we complain far less than the average person.

Neck trauma

Research2 conducted in 1997 suggests that physical trauma to the neck area is associated with a high risk of developing fibromyalgia. Dan Buskila, an Israeli doctor, compared the progress of patients with soft-tissue neck injuries (usually occurring after whiplash) with patients who had leg fractures. He found that, after approximately three months, fibromyalgia is thirteen times more likely to develop following a neck injury than a lower extremity injury.

	The difference may be due to the fact that the area injured in whiplash (the dorsal horn) plays an important role in filtering pain signals to the brain. Some experts believe that trauma to this area can severely impair the filtering mechanisms, allowing the pain-processing centre in the CNS to be bombarded with pain messages. They are of the opinion that such localized post-traumatic malfunction can gradually evolve into the widespread pain disorder that is fibromyalgia (see ‘Chronic pain development’ above). Many researchers are, as a result, focusing on the pain-filtering mechanisms within the dorsal horn.

Spinal abnormalities

At the 1997 FMS International Conference, Professor W. Muller presented a study suggesting that some people with fibromyalgia have structural abnormalities, occurring mostly in the cervical (neck) and lumbar (lower back) regions of the spine. Indeed, later studies using MRI (Magnetic Resonance Imaging) scans have shown that there is a higher than normal incidence of narrowing of the cervical spine canal in fibromyalgia. The malformation is known as cervical stenosis and is usually genetic in origin, i.e. the tendency to have it runs in families. Experts are theorizing that mechanical irritations caused by such an abnormality can cause constant ‘injury’ input to the CNS, effectively leading to persistent pain and central sensitization.

	When the cervical spine is narrower than normal, tilting the neck backwards can lead to spinal cord compression, which, in turn, restricts the flow of blood and spinal fluid to the CNS. Tilting the head forwards, so your chin is close to your chest, can stretch the spinal cord, causing mechanical irritation of the nerves running along it. This irritation is ultimately perceived as pain.

	As most people with fibromyalgia have neck pain, activities that repeatedly flex the neck should be avoided. Instead of straining your neck, use your eyes as much as possible. Wearing a surgical collar is not recommended as it will only weaken your muscles. There is also an increased likelihood of strain once the collar is removed. Strengthening your neck muscles with exercise is, ultimately, the most useful advice I can offer (see Chapter 5 for neck exercises).

Abnormal hormone levels

The pain of fibromyalgia can also be provoked and amplified by abnormalities in certain body chemicals. We now know that elevated levels of the pain-transmitting chemical called substance P is one of the principal causes of severe pain in fibromyalgia, whereas low levels of the chemical serotonin is primarily responsible for the lack of pain control.

	Substance P plays an important role in the biochemical pain sequence, for when a person experiences a painful trauma, such as a trapped finger, there is an immediate release of substance P into the spinal cord. A series of messages are then transmitted, one of which tells the brain that the finger is injured. Several studies have shown that, regardless of the triggering factor in fibromyalgia, there are abnormally high levels of substance P present in the individual’s spinal fluid. This means that people with the condition experience a greater level of perceived pain than normal. Other chronic pain disorders display slight elevations of substance P, but the levels are not nearly so high as in fibromyalgia.

	As mentioned on page 6, chronic pain can give rise to central sensitization. Fibromyalgia apparently arises when pain-transmitting chemicals – the primary one being substance P – accumulate to such an extent that they overflow from injured tissues into neighbouring healthy tissues, increasing, in turn, their sensitivity to pain. In some instances, this hormone can pervade the entire spinal cord. As a consequence, everyday activity can result in pain that, in turn, can lead to impaired function. Indeed, sensitization of erstwhile healthy tissues may even cause light touch to be experienced as pain. After doing something so seemingly insignificant as scratching a tiny itch, many people with fibromyalgia – myself included – experience acute pain in that area which lasts for several minutes.

Pain circuitry

Research3 conducted in 1991 by Dr Clifford Woolf suggests that altered neuron programming can add to the pain problem in fibromyalgia. There are two types of nerve fibres – nociceptive neurons and non-nociceptive neurons – multitudes of which exist alongside each other throughout the body. Normally, an injury such as a trapped finger produces distinct physical and chemical changes that are picked up by nociceptive neurons. Messages are rapidly relayed between the finger and the CNS, one of which creates the consciousness of localized pain. (The same series of events takes place with all peripheral injuries – a broken arm, cut knee, stubbed toe or whatever.) The non-nociceptive nerve fibres in the injured area are not normally involved in the pain process. These fibres relay only tactile-type messages to the CNS such as a kiss, stroke, light massage or pat on the back. They also transmit sensations of muscle movement such as walking, raising your arms or turning your head.

	When the CNS is hypersensitized (see ‘Chronic pain development’ above), previously innocuous non-nociceptive neurons can unfortunately be hijacked into becoming pain transmitters. Dr Woolf has, in fact, been able to show that, in chronic pain conditions, non-nociceptive neurons often alter their programming to mimic nociceptive neurons. Some are such mimics they even start releasing substance P! This is a further reason that people with fibromyalgia feel pain during or after experiences that are not ‘ordinarily’ painful.

	It must be stated that not all chronic pain conditions hijack non-nociceptive neurons into acting as pain messengers. We can only assume that a person’s genetic make-up determines whether or not they will be affected.

Familial links

Research indicates that fibromyalgia can run in families. This may be due to either the family environment (familial exposure to the same oil/gas fumes, aerosol sprays, glue, varnish and so on) or it may be genetic in nature. In some cases, it may even be both. Preliminary evidence suggesting that the condition can indeed be inherited, particularly by the women in a family, has been found. Men have the same family genes, but their hormonal milieu appears to offer a measure of protection.

A possible rogue gene

Scientists are now speculating that the processing of painful stimuli may be regulated by a person’s genetic make-up. In other words, they suspect that people with fibromyalgia may have a rogue gene, which makes their bodies react strongly to stimuli that would merely cause discomfort in an individual without the gene. Research is underway to identify such a gene, if it exists.

Who gets fibromyalgia?

Anyone can develop fibromyalgia, but, probably owing to hormonal differences, it is present in 7–10 times more women than men. The onset of the condition is usually between the ages of 30 and 50, although many children are affected, and it can arise in people aged 75 and over. Surveys in various countries point to fibromyalgia affecting between 2 and 3.2 per cent of the population, and it’s believed that numerous cases have not yet been diagnosed. As the symptoms of fibromyalgia vary so much in severity, some experts believe many people have either not yet consulted a doctor or have had their health problems dismissed as anxiety, depression, neurosis and such other problems, or as symptoms of a disorder from which they are known to be suffering.

	 Although fibromyalgia can arise in isolation, it often develops in people who already have a pain condition such as rheumatoid arthritis, lupus or osteoarthritis.

Diagnosis

People with fibromyalgia have areas of extreme tenderness in specific locations – usually at junctions of muscle and bone. These areas are known as tender points. They may be exquisitely painful when palpated (pressed), but otherwise they may or may not cause pain.

	In 1990, the American College of Rheumatology defined the official criteria for the diagnosis of fibromyalgia:


	a history of pain in both sides of the body, pain above and below the waist, pain along the spine; and

	pain or tenderness in 11 out of 18 tender points, sited at specific locations in the body (see Figure 2).
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Figure 2 The 18 tender points used to establish a diagnosis of fibromyalgia






Treatment

Doctors are trained to strive to cure illness. Indeed, the gratification they experience on restoring patients to full health makes a demanding job feel worthwhile. Being able to help people is usually the reason they entered the medical profession in the first place. So what happens when patients are diagnosed with fibromyalgia, for which, currently, there is no cure?

	At present, there is little doctors can do to correct the disorders that underlie fibromyalgia. Painkillers can reduce pain for a time – they usually prove invaluable in a pain flare-up – but they have no positive long-term effects. Certain antidepressants are known to go some way towards redressing the chemical imbalance of fibromyalgia, but they are unable to permanently correct it. Patients may even suffer adverse side effects after taking such medications for a long period. Referrals to physiotherapy are also commonplace in fibromyalgia. However, as some physiotherapists still know little or nothing of the condition, manipulation and prescribed exercise can aggravate the pain. The doctor may later refer the patient to relevant specialists dealing with the disorders connected with fibromyalgia; for example, a gastroenterologist if irritable bowel syndrome is diagnosed or an allergy clinic if allergies are an issue. Treatments for these conditions may prove beneficial, but such people can do little to minimize the main symptom – pain.

	Some doctors choose to make referrals to pain or rheumatology clinics, but, again, the patient is invariably disappointed. Assessments are all too brief and although some patients may be offered painkilling injections, they are not suitable for everyone. The majority of people with fibromyalgia are dismissed feeling they haven’t been taken seriously. It may help to know that what appears to be disinterest is, in many cases, sheer frustration at being unable to do or say anything useful. 

	Chronic, intractable pain presented a stumbling block for the medical profession for many years. Fortunately, health authorities have now recognized the need to adopt a different approach, as a result of which pain rehabilitation programmes are already up and running at hospitals and health centres all over Great Britain. The programmes offer cognitive behavioural therapy – a psychotherapeutic approach that teaches a variety of pain management techniques. 

	At each two-hour session, the patient joins a group of patients with similar problems. Working together they learn goal setting, problem solving and other cognitive behavioural skills aimed at managing the psychological difficulties that arise with chronic pain, such as stress, anxiety and mood swings. They also learn a stretching and strengthening regime tailored to their particular limitations. The programmes are normally run by senior physiotherapists, a GP and a cognitive therapist, who are joined on certain days by a pain specialist and a psychologist.

	Pain rehabilitation programmes do not offer a cure, but they can mean that the patient understands more about the nature of chronic pain, is more physically active, less emotionally distressed, is able to use a range of relaxation skills and, ultimately, becomes less reliant on medication. Someone who attended the first programme at Bradford Royal Infirmary was noted as saying, ‘From the beginning I realized the other patients were just like me, frustrated and in pain – and from all walks of life. We were not promised a cure, but we were going to learn how to manage our pain.’
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