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Is There Benefit in Referring Patients with
Fibromyalgia to a Specialist Clinic?
FRANCIS SI WAI ZIH, DEBORAH DA COSTA, and MARY-ANN FITZCHARLES

ABSTRACT. Objective. To examine the benefit of specialist rheumatology consultation and followup for the first
238 patients referred to a tertiary care fibromyalgia (FM) clinic with emphasis on final diagnosis and
outcome. 
Methods. A retrospective chart review was performed for the first 238 patients attending a rheuma-
tology subspecialty FM clinic. The main variables of interest were management received at the clin-
ic, final diagnosis, and outcome.
Results. The final diagnosis was FM in 68%, and some other condition in the remaining 32%.
Specialist contact was identified as useful in 73% of the total patient group, 96 with FM and 74 with
non-FM. In the patients with FM who received followup in the clinic, outcome was judged favor-
able in 54%, whereas 46% showed no change or decline in health status. 
Conclusion. An important value of specialist rheumatology contact for patients with a symptom sug-
gestive of diffuse musculoskeletal pain is to ensure that some other potentially treatable condition is
not overlooked, rather than the provision of ongoing care for those with FM. Continued followup in
a specialist clinic for patients with a primary diagnosis of FM is of questionable benefit. 
(J Rheumatol 2004;31:2468–71)
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Fibromyalgia (FM) is a syndrome characterized by chronic
widespread pain in the setting of a reduced pain threshold.
There is no routine testing available to confirm the diagno-
sis, which is made clinically according to criteria established
by the American College of Rheumatology (ACR)1. FM
affects approximately 0.5 to 4% of the population in indus-
trialized countries and constitutes a considerable burden to
health care2. The role of specialist care in the management
of patients with FM is in question3. Patients with FM use
more medications and outpatient services than patients with
other chronic pain and cost the health care system more than
twice the amount of the usual health care user4.
Additionally, FM constitutes a large proportion of specialist
rheumatology practice and accounts for up to 20% of
patients seen in the rheumatology clinic5. Although the orig-
inal terminology and criteria for FM implied an abnormali-
ty of the musculoskeletal system, more recent understanding
supports the concept of dysregulation of central pain pro-
cessing mechanisms or a component of a more generalized

somatic dysregulation syndrome2,6. For these reasons it is
possible that current management of patients with FM by
rheumatologists is by default rather than intention. Although
no study to date has specifically tested the value of rheuma-
tology contact for patients with FM, there is current debate
regarding the usefulness and necessity for patients with FM
to be managed by specialists and rheumatologists in partic-
ular3,7,8. 

Uncertainty regarding both the diagnosis and the man-
agement of FM exists. Recent studies have reported inaccu-
racy in the diagnosis of FM both in specialist rheumatology
clinics as well as in the primary care setting9-11.
Management of the symptom of chronic widespread pain
(CWP) as well as the specific syndrome of FM is fraught
with difficulties. No single pharmacologic or other treat-
ment intervention is reliably successful in the management
of these patients12. Some recent studies do, however, report
a favorable outcome in a considerable proportion of patients
diagnosed with FM and followed longitudinally both in the
clinic as well as in the community13-16, whereas others are
less encouraging17. It is also not clear whether referral of
patients with a symptom of CWP to a specialist has any
important impact upon outcome. For this reason we con-
ducted an audit of patients referred to a subspecialty tertiary
care specialist rheumatology clinic to examine the value of
this contact. 

MATERIALS AND METHODS
All consecutive patients newly referred to a specialist academic FM clinic
between January 1996 and June 2003 were eligible for study. All patients
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were referred with either a previous diagnosis of FM or with a questionable
diagnosis of FM, and all patients complained of musculoskeletal pain.
Patients were evaluated according to standard clinical practice without any
specific directives for investigation or management. 

Information was extracted from patient charts by predetermined proto-
col. This included demographic data, duration of symptoms, other comor-
bid disease defined as present if the condition required ongoing medical
surveillance or pharmacologic treatment, and report of allergies. The total
number of comorbid diseases in each patient was recorded. Current phar-
macologic treatment at first visit was recorded. The final diagnosis was
recorded as FM or non-FM according to ACR criteria for FM1. Patients
were categorized as positive for FM if the primary complaint of pain
occurred in the absence of any other diagnosis that might explain the symp-
tom of pain. Patients in whom the symptom of pain could be mostly attrib-
utable to some other diagnosis were categorized as non-FM. All investiga-
tions requested as a result of rheumatology consultation were recorded as
well as the presence of any clinically meaningful abnormal result. The total
number of clinic visits for each patient was recorded.

Treatments for patients diagnosed in the clinic with FM were docu-
mented at the time of initial consultation, during followup, and at the last
visit to the clinic. Treatments included both pharmacologic and non-phar-
macologic interventions either prescribed or reported as being used by the
patient. 

The rheumatology contact was categorized as helpful for the following
reasons: (1) a diagnosis of non-FM was made; (2) a diagnosis of FM was
confirmed, the patient was seen on only one occasion, the physician con-
curred with diagnosis and management, and the patient was returned to the
care of the referring physician; (3) a diagnosis of FM was confirmed, the
patient was seen on more than one occasion, and there was improvement in
symptoms at the time of the last visit. Symptoms of FM were rated as
improved by patient report to the physician at the time of the routine clinic
visit. No standard functional status measures were used routinely. The con-
tact was categorized as unhelpful for patients diagnosed with FM and seen
on more than one occasion, if symptoms were unchanged or deteriorated at
the time of the last visit. Failure of a patient to return for scheduled fol-
lowup without explanation was also recorded as an unhelpful contact with
the specialist clinic.

The study was approved as a retrospective chart review by the office of
the director of professional services of the Montreal General Hospital,
McGill University, according to regulatory requirements for the province of
Quebec, Canada. 

RESULTS
Two hundred and thirty-eight patients were referred to the
FM clinic during the study period of 90 months. There were
insufficient data for 4 patients who were excluded from the
analysis. Of the 234 patients who comprised the final study
cohort, a diagnosis of FM was confirmed in 160 (68%), and
the remaining 74 (32%) were diagnosed as non-FM.
Diagnoses for the 74 non-FM patients were as follows:
inflammatory arthritic disease in 20, mechanical spinal dis-
ease (including degenerative disc disease, diffuse idiopathic
skeletal hyperostosis, and spinal stenosis) in 21, regional
pain syndrome in 12, neurologic disorders in 7 (including
one each for myasthenia gravis, amyotrophic lateral sclero-
sis, myositis, diabetic neuropathy, and dystonia, and 2 with
radiculopathy), psychiatric disorder in 7, and miscellaneous
disorders including primary sleep disorders, erythromelalgia,
post viral syndrome, and metabolic disorder in 7. Prominent
psychological/psychiatric symptoms were recorded for 27
(12%) of the total cohort, 20 of whom had FM.

Demographic information, baseline treatment, and clinic
management for the whole group are shown in Table 1.
Patients with FM were more likely to be female, have had
symptoms for a longer period of time, and at entry were
more likely to be taking antidepressant medication. Over
half of the total patient group were further investigated after
referral to the FM clinic, with 23% showing clinically mean-
ingful abnormal results. Investigations were requested with
equal frequency for the 2 patient groups, and were more
likely to show meaningful abnormal results in the patients
with non-FM. Specific investigations requested included
blood testing in 127 (54%), with abnormality identified in
28 (12%); radiographs in 64 (27%), with abnormality in 19
(8%); computer tomography in 17 (7%), with abnormality in
7 (3%); magnetic resonance imaging in 7 (3%) with abnor-
mality in 2 (1%); other investigations, including bone scan,
bone densitometry, electromyography requested in 31
(13%), and identified as abnormal in 9 (4%). Patients with
non-FM were more likely to be seen on one occasion only.

Management for patients diagnosed with FM is described
in Table 2. Pharmacologic treatment trials were given to
over two-thirds of the patients, with at least one fifth of
patients receiving trials of simple analgesics, opioids, nons-
teroidal antiinflammatory drugs (NSAID), anti-depressants,
and tranquillizers. Other pharmacologic treatments tried in a
third of patients included anti-epileptic agents, steroids, and
local applications. Non-pharmacologic treatments were
tried by 30% of patients with FM. These were either recom-
mended by the physician or tried independently and report-
ed by the patient, and included complementary products,
psychological interventions such as cognitive behavioral
therapy, multi-disciplinary programs, and physical interven-

Table 1. Demographic and disease information for 234 patients. Data are
presented as mean ± SD for continuous variables with normal distribution,
and number (percentage) for categorical data.

FM (n = 160) Non-FM (n = 74) p

Age 48.2 ± 10.1 47.8 ± 14.0 0.811
Sex, (female) 158 (99) 64 (87) < 0.001
Pain duration, yrs 7.9 ± 6.8 6.0 ± 6.9 0.051
Other diseases, n 0.7 ± 0.9 0.7 ± 0.9 0.778
Allergies 0.4 ± 0.6 0.4 ± 0.6 0.930
Treatments at entry

Analgesics, (mild) 41 (26) 14 (19) 0.261
Opioids 22 (14) 8 (11) 0.532
NSAID 40 (25) 15 (20) 0.428
Anti–depressant 92 (58) 25 (34) 0.001
Tranquillizer 44 (28) 14 (19) 0.157
Muscle relaxant 22 (14) 5 (7) 0.119
Others 12 (8) 5 (7) 0.829

Patients investigated 93 (58) 46 (62) 0.559
Abnormal results 24 (15) 28 (38) < 0.001

Followup visits, number 3.3 ± 2.7 2.4 ± 2.3 0.015
Patients with > 1 visit 116 (73) 32 (43) < 0.001

FM: fibromyalgia; NSAID: nonsteroidal antiinflammatory drugs.
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tions such as exercise, massage, acupuncture, or chiroprac-
tor treatment. 

Medication and treatment use for the 116 patients with
FM who were seen on more than one occasion were as fol-
lows: reduced use of simple analgesics (29% to 16%, p =
0.012) and antidepressants (60% to 41%, p < 0.001),
NSAID, tranquillizer, and muscle relaxant use remained sta-
ble; and increased use of opioids (14% to 23%, p = 0.035)
and other interventions (7% to 23%, p < 0.001). 

Rheumatology contact was categorized as helpful in 170
(73%) of the total patient group, 96 with FM and 74 with
non-FM. Of the 44 patients categorized with FM and seen
on one occasion only, the single clinic visit was judged to be
useful in 33; 11 patients failed to return for a scheduled visit.
Of the 116 patients with a final primary diagnosis of FM and
followed for more than one visit, improvement was record-
ed for 54%, whereas 46% showed no change or decline in
health status.

DISCUSSION 
Management of patients with diffuse musculoskeletal pain
and FM in particular is difficult, complex, and often unsuc-
cessful. The role of the specialist in the care of these patients
has recently been questioned and has initiated lively
debate3,7,8. Our study explored the value of specialist
rheumatology contact for patients complaining of muscu-

loskeletal pain, or believed to have FM, and referred to a
subspecialty rheumatology clinic. Contact with a rheuma-
tologist was categorized as useful in almost three-quarters of
patients referred to our specialist clinic. Our  findings sup-
port the notion that referral to a rheumatologist is most use-
ful in confirming the diagnosis of FM and excluding other
diagnoses, but the value of continued followup in a special-
ist clinic is of questionable value. Ambivalence of physi-
cians regarding this condition is manifest in the rheumatol-
ogy literature18. 

FM and now CWP have been in the rheumatology
domain for the past 20 years:  The term “fibromyalgia”
alluded to an abnormality localized to muscles and soft tis-
sues and naturally led to referral to a rheumatologist. Many
texts still categorize CWP or FM as a soft tissue rheumatism
process. FM patients continue to constitute a large portion of
rheumatology practice as shown in a recent Canadian sur-
vey19.  As the evolving etiology of this condition is now
focused more towards changes within the central nervous
system, it is timely to reconsider the role of the specialist in
the care of these patients.

The observation that over one-third of patients referred to
the clinic were identified with some other condition is in
accordance with previous study and emphasizes the need for
good clinical evaluation10. The most common diagnoses
masquerading as FM included treatable inflammatory
rheumatological processes and less readily treatable
mechanical disorders in almost one-fifth of the whole group.
Neurological or psychiatric disease was the next most com-
mon abnormality identified in 6% of patients. Although no
formal psychological assessments were performed, there
was the clinical impression that 12% of all patients present-
ing to the clinic had important psychological or psychiatric
symptoms. Among the 7 patients identified with a primary
psychologic/psychiatric condition, 2 patients were clearly
identified as demonstrating opioid drug seeking behavior. 

The value of additional investigations in a patient pre-
senting with diffuse musculoskeletal pain is questionable.
Although investigations were requested with almost equal
frequency for the 2 patient groups, abnormalities were twice
as likely to be identified for patients with non-FM.
Management of patients with FM showing abnormalities on
investigation was generally not influenced by the abnormal
findings. For this reason, we believe that a careful history
and accurate physical examination are sufficient to make a
diagnosis of FM, but a questionable diagnosis of some other
condition may be clarified by additional testing. 

The improved outcome in about half of patients with FM
followed in this subspecialty rheumatology clinic is not dis-
similar from observations reported in longitudinal
studies13–16. It is possible that improvements observed were
due to spontaneous changes, rather than as a result of any
specific treatment intervention. Various treatment trials were
offered to patients with FM attending the clinic, but apart

Table 2. Clinical information for 160 patients with FM. Data are presented
as mean ± SD for continuous variables with normal distribution, and num-
bers (percentage) for categorical data.

Duration of followup, mo 16 ± 18
Treatments tried

Pharmacologic agents, 1–3 99 (62)
Pharmacologic agents, > 3 15 (9)
Analgesics 36 (23)
Opioids 42 (26)
NSAID 47 (29)
Anti–depressant 32 (20)
Tranquillizer 47 (29)
Muscle relaxant 11 (7)
Other medications 46 (29)
Non-pharmacologic treatments 48 (30)

Treatments at last visit
Pharmacologic agents 131 (82)
Analgesics 36 (23)
Opioids 41 (26)
NSAID 51 (32)
Anti–depressant 65 (41)
Tranquillizer 44 (28)
Muscle relaxant 19 (12)
Other medications 26 (16)
Non-pharmacologic treatments 40 (25)

Rheumatology contact
Helpful 96 (60)
Unhelpful 64 (40)

FM: fibromyalgia; NSAID: nonsteroidal antiinflammatory drug.
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from some minimal changes in medication category use,
there was no clear pattern indicating major changes in pre-
scribing practices. Success of a treatment may be measured
by continued use of an agent by the patient. For patients
with FM, we have observed that anti-depressant medica-
tions were the most commonly continuously used pharma-
cologic treatments in 41%, followed by tranquillizers in
29%, and NSAID in 27%. Additionally, almost one-quarter
of patients with FM were using opioid treatments at the time
of the last visit. Although not approved for the treatment of
FM, anti-epileptic agents, and gabapentin in particular, were
used by 15% of patients. Non-pharmacologic treatments are
likely as important in the management of patients with FM
as pharmacologic treatments. However, the use of these
interventions was reported by only 9% of patients with FM
at the completion of the study. Adherence to treatment rec-
ommendations for patients in general is known to be poor20.
For these reasons we believe that the care of patients with
FM in this clinic setting did not greatly differ from treatment
interventions already prescribed by mostly primary care
physicians. 

Limitations of this clinical audit of a FM clinic warrant
attention. Although the study setting was in a tertiary care
academic center, our patient population was representative
of patients with FM regarding demographic information,
disease duration, and medication use17. It is possible how-
ever that patients referred to this clinic were preselected by
the referring physician as being either more complex or per-
haps not typical, which could account for the high number
of other diagnoses identified in this group. In contrast to the
rigorous confines of a clinical trial setting, the outcome
measure of improvement was by patient report rather than
by use of a standard functional measure. It is notable that no
significant differences were noted in the number of comor-
bid diseases and allergies between patients with or without
FM. The 11 FM patients who failed to return for a scheduled
appointment were categorized as not having benefitted from
contact with a specialist clinic. Reasons other than poor out-
come may have been responsible for missing an appoint-
ment. Even taking these 11 patients into account, the overall
usefulness of referral to a specialist clinic was positive in
about three-quarters of the whole cohort.

The ambivalence expressed by attending rheumatologists
is likely the result of frustration in the management of
patients with FM, for whom there is limited understanding
of the disease process and mostly empirical treatment
options. In this audit of patients referred to a subspecialty
clinic, we observed that the specialist contact is useful in
over two-thirds of the total patient group, but continued fol-
lowup by a specialist is of lesser value. In the context of lim-
ited health care resources, overburdened health care sys-
tems, and rising cost of medical care, we believe that once
the diagnosis of FM is confirmed, patients can be reasonably
managed by primary care physicians. Until the pathogenesis

of symptoms in FM is better understood, current manage-
ment remains mostly empirical and based on personal expe-
rience rather than sound scientific evidence. We propose
that the primary care physician, having a better understand-
ing of the complete medical and psychosocial background
of a patient, is likely in a more favorable position to best
manage patients diagnosed with FM.
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