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Abstract: Fibromyalgia is characterized by chronic widespread pain and several additional
symptoms such as fatigue, cognitive dysfunction, depressive episodes, and anxiety. The underlying
pathophysiology of fibromyalgia is still poorly understood, and treatment is often unsatisfactory.
Current research provides evidence for altered pain processing in chronic pain patients, and
specifically in fibromyalgia patients, possibly based on altered functional connectivity and brain
chemistry in brain regions within the pain processing system. Besides discussing evidence
from studies applying brain imaging (specifically resting state fMRI (Functional magnetic
resonance imaging)), the current review aims at providing an overview of pharmacological and
non-pharmacological treatment options. We will also summarize the most important results from
recently performed brain imaging studies providing new insights into the potential mechanisms of
various therapeutic approaches.
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1. Introduction

Chronic pain is a serious public health problem affecting about 15% of the adult population in
Western industrialized countries [1–3]. While there have been tremendous advances in the treatment
of chronic pain disorders, for a substantial subset of these individuals, pain management remains a
significant problem. Emerging data suggests that a common feature associated with treatment failure
is pain arising from dysfunctions within the brain and spinal cord [4,5]. A canonical centralized pain
disorder is fibromyalgia (FM)—a common chronic pain condition characterized by widespread pain
which affects nearly 2%–4% of the general population [6,7]. Other common pain disorders, such
as pelvic pain, chronic low back pain, and osteoarthritis of the knee may affect at least 10% of the
population [8,9].

Besides chronic widespread pain, FM patients often experience further symptoms, such as fatigue,
sleep disturbances, cognitive dysfunction, depressive episodes, and anxiety. Although the underlying
pathophysiology is still poorly understood and treatment is often unsatisfactory, the recognition
and diagnosis of FM has significantly improved over the last years, and consequently there has
been an increase in the availability of therapeutic options for patients. Furthermore, research into
the neurobiological and psychological mechanisms that contribute to chronic pain and concomitant
symptoms in FM patients has advanced our understanding of this debilitating disorder.
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This review aims at summarizing some important findings in the fields of biomedical and
psychological research, with a specific focus on brain imaging and neurophysiology in chronic pain
and FM.

2. Current Pathophysiological Concepts of Chronic Pain and Fibromyalgia

2.1. Medical Concepts

Current research tries to identify risk factors and pathophysiological mechanisms that contribute
to the development of chronic pain. A number of genetic and behavioral risk factors have already
been identified, including certain genetic predispositions [10,11], but also distress in daily life
and traumatic events are thought to be associated with the development of chronic pain [12,13].
Apart from genetic and psychological considerations, functional magnetic resonance imaging (fMRI)
has substantially advanced the field. A number of brain imaging studies have reported an increased
activation of the pain processing network in fibromyalgia patients (as compared to healthy controls) in
response to nociceptive stimuli, implying the presence of a hyper-active pain detection and processing
system [14–16]. Other studies provide evidence that FM patients display reduced activation or
connectivity within the pain inhibitory network [17]. Looking at cross-modal sensory hypersensitivity
(a phenomenon frequently observed in FM patients), it could also be demonstrated that insular
activity evoked by an aversive level of visual stimulation was significantly increased in FM patients as
compared to healthy controls and also correlated with pain intensity, suggesting an altered, possibly
maladaptive, cross-talk between various sensory modalities [18].

More recently, resting state fMRI has been applied to look at patients at rest, rather than reacting
to a painful stimulus, with the intention to possibly better identify markers of spontaneous (clinical)
pain. Altered resting state functional connectivity (rs-fc) could be detected between the default mode
network (DMN) and the insular cortex (IC) [19], as well as between the mid IC and the midcingulate
cortex/medial frontal gyrus [20], with FM patients showing an increased connectivity between these
structures. With respect to pain perception, the IC as a central hub within the pain perception network
is involved in both the encoding of pain intensity and somatotopy (posterior IC), and also in affective
pain processing and learning (anterior IC) [21]. In other words, in FM it seems to be the case that
a hyperconnectivity of the IC to other components of the pain processing network [22] and other
networks involved in self-awareness and self-monitoring (i.e., the DMN) makes the brain vulnerable
to increased pain perception and the development of a chronic pain state.

Another neuroimaging technique is proton magnetic resonance spectroscopy. This noninvasive
method can quantify the concentration of various metabolites, among them the two most important
neurotransmitters: glutamate and GABA (γ-amino-butyric-acid). Emerging evidence suggests a
mismatch of excitatory and inhibitory neurotransmitter concentrations—either increased levels of the
excitatory neurotransmitter glutamate/glutamine or decreased levels of the inhibitory neurotransmitter
GABA [23]—in the pain processing region in pain patients, specifically the IC. Interestingly these
neurochemical alterations also seem to have an effect on rs-fc, which in combination seem to be
important factors for both lowered pain thresholds (i.e., hyperalgesia) and the genesis of chronic pain.

2.2. Psychological Concepts

Associative learning such as operant or Pavlovian conditioning can influence the processing of
pain on all levels—the verbal-subjective, the behavioral, and the physiological [24]. Fordyce [25]
proposed that positive as well as negative reinforcement of pain behaviors (such as sighing or
grimacing) and a lack of positive reinforcement of healthy behaviors (such as movement or smiling)
can increase the expression of pain behaviors and over time lead to behaviorally induced chronic pain
problems [25].

Direct verbal reinforcement of pain has been identified as an important modulator of the pain
response. When, for example, chronic back pain (CBP) patients and healthy controls were reinforced
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for increasing or decreasing their verbal pain responses, both patients and controls learned this task
equally well; however, the patients showed a delay in the extinction of the verbal pain response.
The late event-related response of the somatosensory evoked potential (>250 ms) was unaltered, and
showed mainly habituation. However, the early response (N150) was affected by the conditioning
procedure and remained high in the CBP group that had been reinforced for higher pain ratings during
extinction. This indicates a direct effect of verbal reinforcement on the early cortical processing of
nociceptive information [26]. The lack of extinction in cortical processing implies that maladaptive
learnt physiological responses may greatly contribute to pain chronicity.

Chronic pain patients might also have learned to increase muscle tension in anticipation of painful
stimuli to reduce pain. This would result in negative reinforcement and could lead to short-term
pain reduction, but on the long term stimulate and sensitize nociceptors and thus increase pain.
During painful stimuli on the lower arm or back, CBP patients were instructed to increase their muscle
tension or keep it low. During the tension increase condition, the CBP patients but not the healthy
controls (HCs) showed higher N150 and N150/P260 amplitudes [27]. In patients with FM, movements
or certain muscle contractions could already be painful. During muscle contractions, it could be found
that patients with FM had increased muscle tension compared to HC [28]. Thus, operantly conditioned
muscle tension could contribute to chronicity.

In a study in which pain was implicitly reinforced, a series of tonic painful heat stimuli were
applied to the dominant hand. The healthy participants had to adjust the temperature at the end of each
trial to the subjective temperature felt at the beginning of each trial, which was objectively not changed.
The temperature was increased or decreased in each subsequent trial, depending on the adjustment
in the trial before. Thus, the behavior of the subjects was reinforced without their knowledge. It was
shown that increased or decreased pain sensitivity could be implicitly learned [29]. In another
study with healthy participants, sensitization could be modulated by implicit reinforcement [30].
Thus, operant learning mechanisms based on intrinsic reinforcement may provide an explanation
for the gradual development of sustained hypersensitivity during pain that is becoming chronic [30].
Using this paradigm in patients with FM—one subgroup with and one without irritable bowel
syndrome (IBS)—it was shown that FM patients without IBS sensitized in the habituation learning
condition. FM patients with IBS demonstrated neither learning of sensitization nor habituation. Thus,
operant perceptual learning seems to be impaired in patients with FM [31].

Another type of learning that is important for pain modulation is Pavlovian conditioning, where
originally neutral stimuli become associated with pain and can later by themselves enhance pain
perception and induce chronicity. In a typical aversive Pavlovian differential delay conditioning
procedure, aversive pictures were paired with painful electric stimulation, whereas positive pictures
were paired with the absence of shock [32]. CBP patients showed an enhanced muscular response of
the left forearm (where the unconditioned stimulus (US) was applied) to the reinforced conditioned
stimulus (CS) already in the pre-conditioning phase, indicative of more anticipatory anxiety towards the
painful stimulus. During learning, the painful muscle showed an increased response to the reinforced
conditioned stimulus and an increased response to the reinforced and unreinforced conditioned
stimulus in the extinction phase. The contingent negative variation of the EEG differentiated between
the conditioned stimulus and the unconditioned stimulus in healthy controls, but not in the CBP
patients. These results are indicative of an altered anticipatory brain response in CBP patients. In a
similar paradigm using visual signs and thermal stimuli, only 50% of the patients with FM compared
to 100% of the HCs were aware of the US–CS contingency [33]. The CS had only significant effects on
the heart rate in the HCs and the aware FM subjects, but not in the unaware FM subjects, suggesting
that deficits in contingency learning may increase anxiety and, consequently, pain sensation.
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3. Therapy

3.1. Pharmacotherapy

The number of drugs evaluated for the treatment of FM has constantly and substantially increased
over the last decade. The recently published European League against Rheumatism (EULAR) revised
recommendations for the management of fibromyalgia evaluated ten substances (substance classes)
with respect to pain as key outcome parameter (but also including fatigue, sleep, and daily functioning).
Based on the Grading of Recommendations Assessment, Development and Evaluation system [34],
(weak) recommendations were put forward for amitriptyline, pregabalin/gabapentin, cyclobenzaprine,
duloxetine/milnacipran, and tramadol [35] (Table 1). Among them, only three drugs have been approved
by the U.S. Food and Drug Administration for the treatment of pain in FM: one substance that binds
to the α2δ subunit of a voltage-dependent presynaptic calcium channel (pregabalin) and two selective
serotonin (5-HT) and norepinephrine (NE) reuptake inhibitors (duloxetine and milnacipran). However,
the best-studied drug for the treatment of FM is amitriptyline—a non-selective 5-HT and NE reuptake
inhibitor that has been shown to be efficacious in numerous studies [36,37], and which many authors
consider to be the first-line drug in the pharmacological treatment of pain in FM [38]. Amitriptyline also
has a beneficial effect on fatigue and poor sleep. Pharmacologically, it is a strong modulator of the NE
transporter and a moderate modulator of the 5-HT transporter, blocking the reuptake of NE and/or 5-HT
and subsequently increasing their intrasynaptic concentrations. Selective serotonin reuptake inhibitors
were found to be less efficacious [39,40] than the tricyclic compounds, suggesting an important role of
NE for the analgesic effect. Two selective serotonin and norepinephrine reuptake inhibitors—duloxetine
and milnacipran (MLN)—have undergone recent multicenter trials, and were shown to be efficacious
in a number of outcome variables in FM, such as self-reported pain, stiffness, number of tender points,
physical functioning, and fatigue [41,42]. Antiepileptic drugs are also widely used for the treatment of
various chronic pain conditions, including postherpetic neuralgia and painful diabetic neuropathy [43].
Pregabalin and gabapentin have both been shown to reduce pain and sleep disturbances in FM patients,
but had no effect on depressed mood [44,45]. Both substances bind to the α2δ subunit of a presynaptic
calcium channel and reduce the calcium influx at nerve terminals, causing a decrease in the release
of excitatory neurotransmitters such as glutamate and substance P. For more complete reviews on
pharmacological treatment options, see [4,46,47].

Table 1. Substances for which a recommendation (for the treatment of fibromyalgia) is put forward by
the European League against Rheumatism (EULAR).

Name Substance Class Mechanism of Action Recommended
Dosage

Grade of
Recommendation *

Amitriptyline Tricyclic
antidepressant

Inhibition of the
presynaptic serotonin
and norepinephrine
transporter; 5-HT2A,
5-HT2C, 5-HT6, 5-HT7
receptor antagonism

10–50 mg/day weak for

Cyclobenzaprine
Muscle relaxant,
tricyclic antidepressant
derivative

Inhibition of the
presynaptic serotonin
and norepinephrine
transporter; 5-HT2A
receptor antagonism

10–40 mg/day weak for

Duloxetine

Antidepressant,
serotonin and
norepinephrine
reuptake inhibitor

Selective serotonin and
norepinephrine reuptake
inhibition

20–120 mg/day weak for

Milnacipran

Antidepressant,
serotonin and
norepinephrine
reuptake inhibitor

Selective serotonin and
norepinephrine reuptake
inhibition

100–200 mg/day weak for
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Table 1. Cont.

Name Substance Class Mechanism of Action Recommended
Dosage

Grade of
Recommendation *

Pregabalin Anticonvulsant
Modulation of the α2δ

subunit of a presynaptic
calcium channel

300–450 mg/day weak for

Gabapentin Anticonvulsant

Modulation of the α2δ

subunit of a presynaptic
calcium channel;
increased GABA turn
over

1200 mg/day weak for

Tramadol Weak opioid
Weak µ-receptor
agonism, norepinephrine
reuptake inhibition

150 mg/day weak for

* Grading of Recommendations Assessment, Development and Evaluation system for making recommendations [34].
5-HT = serotonin. GABA = γ-aminobutyric acid.

A number of studies have shown that pharmacological interventions can modulate brain response
to painful stimuli, such as an increase in pressure pain induced neural activation in the posterior cingulate
cortex following MLN intake [48]. As previously indicated, current research suggests that aberrant
functional connectivity between pain-processing brain regions may underlie the pathogenesis of FM and
other chronic pain states, and is potentially a better biomarker of clinical pain. As such, rs-fc can also be
viewed as a promising parameter to monitor changes in brain function associated with pharmacological
treatment and/or predict treatment response. In a recently-published study, our group was able to
show that decreased functional connectivity between pro-nociceptive regions and anti-nociceptive pain
regions at baseline (before treatment), specifically between the rostral part of the anterior cingulate cortex
and the IC, as well as between the periaqueductal gray and the IC were associated with reductions in
clinical pain scores during MLN therapy; i.e., patients with lower preexisting functional connectivity
had the greatest reduction in clinical pain [49]. Figure 1 illustrates the association between rs-fc and
pain response to MLN. Furthermore, Harris et al. [50] demonstrated that the treatment of FM patients
with pregabalin leads to a reduction in insular glutamate/glutamine concentrations associated with a
dissociations in rs-fc between the IC and the inferior parietal lobule (a key structure within the default
mode network), which was in turn correlated with reduction in clinical pain [50].
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Figure 1. Pre-treatment resting state functional connectivity predicts decrease in pain interference in
response to MLN treatment. Displays pre-milnacipran (MLN) treatment connectivity as a predictor for
pain response to MLN. Results displayed contain seed-to-target connectivity (seed regions displayed
on left) and plots of significant regressions for the MLN treatment arm and corresponding statistics
for the placebo treatment period. ACC = anterior cingulate cortex, BPI Int = Brief Pain Inventory
interference scores, IC = insular cortex, IPL = inferior parietal lobule, L = left, MLN = milnacipran,
PBO = placebo, R = right.



Biomedicines 2017, 5, 22 6 of 11

3.2. Behavioral Interventions

The assumption that chronic pain is greatly influenced by learning and memory processes suggests
that treatment should focus on the alteration of these memory traces. Behavioral and cognitive
methods or their combination are especially well-suited for this purpose because they can specifically
modulate alterations in brain function or brain chemistry present in a specific pain condition, whereas
pharmacological treatments act in a more unspecific manner. The operant behavioral training specifically
aims at high levels of pain behaviors. The goals of this training are: (1) to decrease pain behaviors
in an effort to extinguish pain; (2) to increase activity levels and healthy behaviors related to work,
leisure time, and the family; medication reduction and management; and (3) to change the behavior of
significant others [25]. The overall goal is to reduce disability by reducing pain and increasing healthy
behaviors. To avoid negative reinforcement learning, medication is switched from a pain-contingent to
a fixed time schedule, where medication is given at certain times of the day. The enhancement of activity
and the reduction of inactivity and invalidity will be targeted with similar principles. Studies have
shown the effectiveness of this training in patients with FM as well as other pain syndromes such
as CBP [51,52], and it is especially effective in reducing pain behaviors. After an operant behavioral
treatment in FM, a shift from an emotional motivational processing of experimental pain to a more
sensory discriminative processing was reported [53]. There was a close correlation of the effect of the
training and the brain response for the experimental pain stimuli.

The cognitive-behavioral model of chronic pain emphasizes the role of cognitive, affective, and
behavioral factors in the development and maintenance of chronic pain [54]. The cognitive-behavioral
training modifies pain-eliciting and maintaining behaviors, cognitions, and emotions to reduce feelings
of helplessness and lack of control with the aim of establishing a sense of control over pain. Therefore,
patients are taught several techniques to deal with pain episodes as cognitive restructuring, pain coping
strategies, and relaxation and imagery techniques. Cognitive-behavioral pain management has been
shown to be a very effective treatment of chronic pain [55]. Whereas operant treatment especially
reduces pain behaviors and also pain intensity, cognitive-behavioral therapy has a special effect on
the affective and cognitive aspects of pain [52]. It was suggested that a cognitive-behavioral treatment
changes the brain’s processing of pain through an altered cerebral loop between pain signals, emotions,
and cognitions, which leads to an increased access to executive regions for reappraisal of pain [56].
High catastrophizing thoughts—which were correlated with an increased resting state functional
connectivity between the primary somatosensory cortex and the anterior IC—could be reduced by
cognitive-behavioral therapy and accompany a reduced resting state connectivity between those
regions [57]. Since extinction is more difficult than acquisition, principles of extinction training need to be
considered [58]. For an overview of randomized controlled trials using operant- or cognitive-behavioral
treatments, see [59]; for a discussion of the potential psychobiological mechanisms, see [60].

4. Conclusions and Outlook

The goal of this review was to provide an overview of some aspects of the pathophysiology of
FM, with a focus on brain imaging and resting state functional connectivity on the one hand, and
psychological concepts on the other hand. However, it should be noted that despite the advances
that have recently been made in our understanding of this condition, a unifying concept of FM is
still lacking, and it is likely that diverse mechanisms contribute differently to the clinical picture in
different individuals.

We also tried to provide an overview of some treatment options in FM—both pharmacological
and non-pharmacological (specifically behavioral interventions). Although the pharmacological
substances used in FM are well characterized with respect to their mechanisms of action and chemical
binding sites, the exact location in the CNS where they exert their analgesic effects remains to be
fully elicited. Interestingly, at least some drugs (i.e., amitriptyline and pregabalin) seem to modulate
large-scale networks within the brain, rather than acting only on the spinal level (i.e., affecting
nociceptive transmission within the dorsal horn), which is the mechanism most frequently put forth
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when discussing their analgesic action. Importantly, the effect of any single drug examined in groups of
individuals is modest, just like analgesics tested in other chronic pain states. This situation emphasizes
the need for combined pharmacotherapies and the incorporation of pharmacotherapy into a broader
program of non-pharmacological therapies.

In this regard, treatments that combine pharmacological interventions with behavioral and
cognitive-behavioral interventions are an important approach that in the future needs to be
investigated more systematically [61]. In anxiety disorders, for example, it has been shown that
exposure with or without additional pharmacological intervention can alter brain processes related
to stimuli that are relevant for the disorder. It has been found that pharmacological agents such
as D-cycloserine—a partial NMDA (N-Methyl-D-Aspartat) receptor antagonist—can be effective in
enhancing the extinction of aversive memories. In several exposure studies, D-cycloserine has been
used as an effective adjunction [62,63]. Another promising agent is cannabinoid, which can effectively
modulate extinction [64,65] and therefore might be further investigated in extinction trainings.
Since pain seems to generally increase excitability, substances that decrease excitation (e.g., gabapentin
or pregabalin) would also seem suited to serve as enhancers of extinction. To counteract the context
specificity of extinction training, as many environments and behaviors as possible should be included.
For the prevention of relapses, a training with episodes of stress and pain is important. In addition,
cognitive and emotional aspects of pain need to be targeted [58].

In FM, there are only a few studies that have investigated the combination of both pharmacological
and psychological therapies, which in everyday practice hold promise to further improve pain and
concomitant symptoms in FM, as compared to an unimodal approach. Apart from beneficial effects on
a behavioral level (e.g., reduced pain behaviors or an increase in pharmacological compliance mediated
by non-pharmacological treatment), such multi-component approaches might also unfold synergistic
effects on the neural level. This should be investigated in more depth in future studies. It will also
be of outstanding importance to further subdivide FM patients with respect to their co-morbidities
(e.g., FM with and without IBS, FM with and without anxiety disorders, etc.). Co-morbidities are
likely to be important indicators of subtle differences in the underlying pathophysiology which require
different pharmacological approaches and/or a different emphasis on either pharmacological or
non-pharmacological (e.g., psychological) interventions.

Conflicts of Interest: The authors declare no conflict of interest.

Abbreviations

5-HT Serotonin
DMN Default mode network
FM Fibromyalgia
GABA γ-Amino-butyric-acid
IC Insular cortex
MLN Milnacipran
fMRI Functional magnetic resonance imaging
NE Norepinephrine
rs-fc Resting state functional connectivity
US Unconditioned stimulus
CS Conditioned stimulus
CBP Chronic back pain
HCs Healthy controls
IBS Irritable bowel syndrome
EULAR European League against Rheumatism
IPL Inferior parietal lobule
ACC Anterior cingulate cortex
BPI Int Brief Pain Inventory interference scores
NMDA N-Methyl-D-Aspartat



Biomedicines 2017, 5, 22 8 of 11

References

1. Blyth, F.M.; March, L.M.; Brnabic, A.J.M.; Jorm, L.R.; Williamson, M.; Cousins, M.J. Chronic pain in Australia:
A prevalence study. Pain 2001, 89, 127–134. [CrossRef]

2. Harker, J.; Reid, K.J.; Bekkering, G.E.; Kellen, E.; Malgorzata, M.; Riemsma, R.; Worthy, G.; Misso, K.;
Kleijnen, J. Epidemiology of chronic pain in Denmark and Sweden. Pain Res. Treat. 2012, 2012. [CrossRef]
[PubMed]

3. Manchikanti, L.; Singh, V.; Datta, S.; Cohen, S.P.; Hirsch, J. A Comprehensive review of epidemiology, scope,
and impact of spinal pain. Pain Physician 2009, 12, E35–E70. [PubMed]

4. Clauw, D.J. Fibromyalgia: A clinical review. JAMA 2014, 311, 1547–1555. [CrossRef] [PubMed]
5. Brummett, C.M.; Urquhart, A.G.; Hassett, A.L.; Tsodikov, A.; Hallstrom, B.R.; Wood, N.I.; Williams, D.A.;

Clauw, D.J. Characteristics of fibromyalgia independently predict poorer long-term analgesic outcomes
following total knee and hip arthroplasty. Arthritis Rheumatol. 2015, 67, 1386–1394. [CrossRef] [PubMed]

6. Wolfe, F.; Ross, K.; Anderson, J.; Russell, I.J.; Hebert, L. The Prevalence and Characteristics of Fibromyalgia
in the General Population. Arthritis Rheumatol. 1995, 38, 19–28. [CrossRef]

7. Assumpção, A.; Cavalcante, A.; Capela, C.; Al, E. Prevalence of fibromyalgia in a low socioeconomic status
population. BMC Musculoskelet. Disord. 2009, 10, 64–70. [CrossRef] [PubMed]

8. Helmick, C.G.; Felson, D.T.; Lawrence, R.C.; Gabriel, S.; Hirsch, R.; Kwoh, C.K.; Liang, M.H.; Kremers, H.M.;
Mayes, M.D.; Merkel, P.A.; et al. Estimates of the prevalence of arthritis and other rheumatic conditions in
the United States. Part I. Arthritis Rheumatol. 2008, 58, 15–25. [CrossRef] [PubMed]

9. Lawrence, R.C.; Felson, D.T.; Helmick, C.G.; Arnold, L.M.; Choi, H.; Deyo, R.A.; Gabriel, S.; Hirsch, R.;
Hochberg, M.C.; Hunder, G.G.; et al. National Arthritis Data Workgroup Estimates of the prevalence of
arthritis and other rheumatic conditions in the United States: Part II. Arthritis Rheum. 2008, 58, 26–35.
[CrossRef] [PubMed]

10. Arnold, L.M.; Hudson, J.I.; Hess, E.V.; Ware, A.E.; Fritz, D.A.; Auchenbach, M.B.; Starck, L.O.; Keck, P.E.
Family Study of Fibromyalgia. Arthritis Rheumatol. 2004, 50, 944–952. [CrossRef] [PubMed]

11. Diatchenko, L.; Nackley, A.G.; Slade, G.D.; Fillingim, R.B.; Maixner, W. Idiopathic pain disorders–pathways
of vulnerability. Pain 2006, 123, 226–230. [CrossRef] [PubMed]

12. Papageorgiou, A.C.; Silman, A.J.; Macfarlane, G.J. Chronic widespread pain in the population: A seven year
follow up study. Ann. Rheum. Dis. 2002, 61, 1071–1074. [CrossRef] [PubMed]

13. McBeth, J.; Macfarlane, G.J.; Benjamin, S.; Morris, S.; Silman, A.J.; Beth, J.M.C. The association between
tender points, psychological distress, and adverse childhood experiences: A community-based study.
Arthritis Rheum. 1999, 42, 1397–1404. [CrossRef]

14. Gracely, R.H.; Petzke, F.; Wolf, J.M.; Clauw, D.J. Functional magnetic resonance imaging evidence of
augmented pain processing in fibromyalgia. Arthritis Rheum. 2002, 46, 1333–1343. [CrossRef] [PubMed]

15. Giesecke, T.; Gracely, R.; Grant, M.A.; Nachemson, A.; Petzke, F.; Williams, D.; Clauw, D. Evidence of
augmented central pain processing in idiopathich chronic low back pain. Arthritis Rheum. 2004, 50, 613–623.
[CrossRef] [PubMed]

16. Cook, D.B.; Lange, G.; Ciccone, D.S.; Liu, W.C.; Steffener, J.; Natelson, B.H. Functional imaging of pain in
patients with primary fibromyalgia. J. Rheumatol. 2004, 31, 364–378. [PubMed]

17. Jensen, K.B.; Loitoile, R.; Kosek, E.; Petzke, F.; Carville, S.; Fransson, P.; Marcus, H.; Williams, S.C.R.;
Choy, E.; Mainguy, Y.; et al. Patients with fibromyalgia display less functional connectivity in the brain’s
pain inhibitory network. Mol. Pain 2012, 8, 32. [CrossRef] [PubMed]

18. Harte, S.E.; Ichesco, E.; Hampson, J.P.; Peltier, S.J.; Schmidt-Wilcke, T.; Clauw, D.J.; Harris, R.E. Pharmacologic
attenuation of cross-modal sensory augmentation within the chronic pain insula. Pain 2016, 157, 1933.
[CrossRef] [PubMed]

19. Napadow, V.; LaCount, L.; Park, K.; As-Sanie, S.; Clauw, D.J.; Harris, R.E. Intrinsic brain connectivity in
fibromyalgia is associated with chronic pain intensity. Arthritis Rheum. 2010, 62, 2545–2555. [CrossRef]
[PubMed]

20. Ichesco, E.; Schmidt-Wilcke, T.; Bhavsar, R.; Clauw, D.J.; Peltier, S.J.; Kim, J.; Napadow, V.; Hampson, J.P.;
Kairys, A.E.; Williams, D.A.; et al. Altered resting state connectivity of the insular cortex in individuals with
fibromyalgia. J. Pain 2014, 15, 815–826.e1. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/S0304-3959(00)00355-9
http://dx.doi.org/10.1155/2012/371248
http://www.ncbi.nlm.nih.gov/pubmed/22693667
http://www.ncbi.nlm.nih.gov/pubmed/19668291
http://dx.doi.org/10.1001/jama.2014.3266
http://www.ncbi.nlm.nih.gov/pubmed/24737367
http://dx.doi.org/10.1002/art.39051
http://www.ncbi.nlm.nih.gov/pubmed/25772388
http://dx.doi.org/10.1002/art.1780380104
http://dx.doi.org/10.1186/1471-2474-10-64
http://www.ncbi.nlm.nih.gov/pubmed/19505321
http://dx.doi.org/10.1002/art.23177
http://www.ncbi.nlm.nih.gov/pubmed/18163481
http://dx.doi.org/10.1002/art.23176
http://www.ncbi.nlm.nih.gov/pubmed/18163497
http://dx.doi.org/10.1002/art.20042
http://www.ncbi.nlm.nih.gov/pubmed/15022338
http://dx.doi.org/10.1016/j.pain.2006.04.015
http://www.ncbi.nlm.nih.gov/pubmed/16777329
http://dx.doi.org/10.1136/ard.61.12.1071
http://www.ncbi.nlm.nih.gov/pubmed/12429537
http://dx.doi.org/10.1002/1529-0131(199907)42:7&lt;1397::AID-ANR13&gt;3.0.CO;2-7
http://dx.doi.org/10.1002/art.10225
http://www.ncbi.nlm.nih.gov/pubmed/12115241
http://dx.doi.org/10.1002/art.20063
http://www.ncbi.nlm.nih.gov/pubmed/14872506
http://www.ncbi.nlm.nih.gov/pubmed/14760810
http://dx.doi.org/10.1186/1744-8069-8-32
http://www.ncbi.nlm.nih.gov/pubmed/22537768
http://dx.doi.org/10.1097/j.pain.0000000000000593
http://www.ncbi.nlm.nih.gov/pubmed/27101425
http://dx.doi.org/10.1002/art.27497
http://www.ncbi.nlm.nih.gov/pubmed/20506181
http://dx.doi.org/10.1016/j.jpain.2014.04.007
http://www.ncbi.nlm.nih.gov/pubmed/24815079


Biomedicines 2017, 5, 22 9 of 11

21. Tracey, I. Nociceptive processing in the human brain. Curr. Opin. Neurobiol. 2005, 15, 478–487. [CrossRef]
[PubMed]

22. Kim, J.; Loggia, M.L.; Cahalan, C.M.; Harris, R.E.; Beissner, F.; Garcia, R.G.; Kim, H.; Barbieri, R.; Wasan, A.D.;
Edwards, R.R.; et al. The somatosensory link in fibromyalgia: Functional connectivity of the primary
somatosensory cortex is altered by sustained pain and is associated with clinical/autonomic dysfunction.
Arthritis Rheumatol. 2015, 67, 1395–1405. [CrossRef] [PubMed]

23. Napadow, V.; Harris, R.E. What has functional connectivity and chemical neuroimaging in fibromyalgia
taught us about the mechanisms and management of “centralized” pain? Arthritis Res. Ther. 2014, 16, 425.
[CrossRef] [PubMed]

24. Linton, S.J.; Götestam, K.G. Controlling pain reports through operant conditioning: A laboratory demonstration.
Percept. Mot. Skills 1985, 60, 427–437. [CrossRef] [PubMed]

25. Fordyce, W.E. Behavioral Concepts in Chronic Pain and Illness; Mosby: St. Louis, MO, USA, 1976.
26. Flor, H.; Knost, B.; Birbaumer, N. The role of operant conditioning in chronic pain: An experimental

investigation. Pain 2002, 95, 111–118. [CrossRef]
27. Knost, B.; Flor, H.; Birbaumer, N.; Schugens, M.M. Learned maintenance of pain: Muscle tension

reduces central nervous system processing of painful stimulation in chronic and subchronic pain patients.
Psychophysiology 1999, 36, 755–764. [CrossRef] [PubMed]

28. Elert, J.; Kendall, S.A.; Larsson, B.; Mansson, B.; Gerdle, B. Chronic pain and difficulty in relaxing postural
muscles in patients with fibromyalgia and chronic whiplash associated disorders. J. Rheumatol. 2001,
28, 1361–1368. [PubMed]

29. Hölzl, R.; Kleinbohl, D.; Huse, E. Implicit operant learning of pain sensitization. Pain 2005, 115, 12–20.
30. Becker, S.; Kleinbo, D.; Klossika, I.; Ho, R. Operant conditioning of enhanced pain sensitivity by heat—Pain

titration. Pain 2008, 140, 104–114. [CrossRef] [PubMed]
31. Becker, S.; Kleinböhl, D.; Baus, D.; Hölzl, R. Operant learning of perceptual sensitization and habituation is

impaired in fibromyalgia patients with and without irritable bowel syndrome. Pain 2011, 152, 1408–1417.
[CrossRef] [PubMed]

32. Schneider, C.; Palomba, D.; Flor, H. Pavlovian conditioning of muscular responses in chronic pain patients:
Central and peripheral correlates. Pain 2004, 112, 239–247. [CrossRef] [PubMed]

33. Jenewein, J.; Moergeli, H.; Sprott, H.; Honegger, D.; Brunner, L.; Ettlin, D.; Grillon, C.; Bloch, K.; Brügger, M.;
Schwegler, K.; et al. Fear-learning deficits in subjects with fibromyalgia syndrome? Eur. J. Pain UK 2013,
17, 1374–1384. [CrossRef] [PubMed]

34. Guyatt, G.; Oxman, A.D.; Akl, E.A.; Kunz, R.; Vist, G.; Brozek, J.; Norris, S.; Falck-Ytter, Y.; Glasziou, P.;
Debeer, H.; et al. GRADE guidelines: 1. Introduction—GRADE evidence profiles and summary of findings
tables. J. Clin. Epidemiol. 2011, 64, 383–394. [CrossRef] [PubMed]

35. Macfarlane, G.J.; Kronisch, C.; Dean, L.E.; Atzeni, F.; Häuser, W.; Fluß, E.; Choy, E.; Kosek, E.; Amris, K.;
Branco, J.; et al. EULAR revised recommendations for the management of fibromyalgia. Ann. Rheum. Dis.
2017, 76, 318–328. [CrossRef] [PubMed]

36. Arnold, L.M.; Keck, P.E.; Welge, J.A. Antidepressant treatment of fibromyalgia. A meta-analysis and review.
Psychosomatics 2000, 41, 104–113. [CrossRef] [PubMed]

37. Hauser, W.; Bernardy, K.; Uceyler, N.; Sommer, C.; Häuser, W.; Bernardy, K.; Uçeyler, N.; Sommer, C.
Treatment of Fibromyalgia Syndrome with Antidepressants: A Meta-analysis. JAMA J. Am. Med. Assoc. 2009,
301, 198–209. [CrossRef] [PubMed]

38. Rico-Villademoros, F.; Slim, M.; Calandre, E.P. Amitriptyline for the treatment of fibromyalgia:
A comprehensive review. Expert Rev. Neurother. 2015, 15, 1123–1150. [CrossRef] [PubMed]

39. Anderberg, U.M.; Marteinsdottir, I.; von Knorring, L. Citalopram in patients with fibromyalgia—A randomized,
double-blind, placebo-controlled study. Eur. J. Pain 2000, 4, 27–35. [CrossRef] [PubMed]

40. Norregaard, J.; Volkmann, H.; Danneskiold-Samsoe, B. A randomized controlled trial of citalopram in the
treatment of fibromyalgia. Pain 1995, 61, 445–449. [CrossRef]

41. Arnold, L.M.; Clauw, D.J.; Wohlreich, M.M.; Wang, F.; Ahl, J.; Gaynor, P.J.; Chappell, A.S. Efficacy of
duloxetine in patients with fibromyalgia: Pooled analysis of 4 placebo-controlled clinical trials. Prim Care
Companion J. Clin. Psychiatry 2009, 11, 237–244. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.conb.2005.06.010
http://www.ncbi.nlm.nih.gov/pubmed/16019203
http://dx.doi.org/10.1002/art.39043
http://www.ncbi.nlm.nih.gov/pubmed/25622796
http://dx.doi.org/10.1186/s13075-014-0425-0
http://www.ncbi.nlm.nih.gov/pubmed/25606591
http://dx.doi.org/10.2466/pms.1985.60.2.427
http://www.ncbi.nlm.nih.gov/pubmed/4000858
http://dx.doi.org/10.1016/S0304-3959(01)00385-2
http://dx.doi.org/10.1111/1469-8986.3660755
http://www.ncbi.nlm.nih.gov/pubmed/10554589
http://www.ncbi.nlm.nih.gov/pubmed/11409132
http://dx.doi.org/10.1016/j.pain.2008.07.018
http://www.ncbi.nlm.nih.gov/pubmed/18774227
http://dx.doi.org/10.1016/j.pain.2011.02.027
http://www.ncbi.nlm.nih.gov/pubmed/21439728
http://dx.doi.org/10.1016/j.pain.2004.08.025
http://www.ncbi.nlm.nih.gov/pubmed/15561378
http://dx.doi.org/10.1002/j.1532-2149.2013.00300.x
http://www.ncbi.nlm.nih.gov/pubmed/23468076
http://dx.doi.org/10.1016/j.jclinepi.2010.04.026
http://www.ncbi.nlm.nih.gov/pubmed/21195583
http://dx.doi.org/10.1136/annrheumdis-2016-209724
http://www.ncbi.nlm.nih.gov/pubmed/27377815
http://dx.doi.org/10.1176/appi.psy.41.2.104
http://www.ncbi.nlm.nih.gov/pubmed/10749947
http://dx.doi.org/10.1001/jama.2008.944
http://www.ncbi.nlm.nih.gov/pubmed/19141768
http://dx.doi.org/10.1586/14737175.2015.1091726
http://www.ncbi.nlm.nih.gov/pubmed/26395929
http://dx.doi.org/10.1053/eujp.1999.0148
http://www.ncbi.nlm.nih.gov/pubmed/10833553
http://dx.doi.org/10.1016/0304-3959(94)00218-4
http://dx.doi.org/10.4088/PCC.08m00680
http://www.ncbi.nlm.nih.gov/pubmed/19956462


Biomedicines 2017, 5, 22 10 of 11

42. Vitton, O.; Gendreau, M.; Gendreau, J.; Kranzler, J.; Rao, S.G. A double-blind placebo-controlled trial of
milnacipran in the treatment of fibromyalgia. Hum. Psychopharmacol. Clin. Exp. 2004, 19, S27–S35. [CrossRef]
[PubMed]

43. Collins, S.L.; Moore, R.A.; McQuay, H.J.; Wiffen, P. Antidepressants and anticonvulsants for diabetic
neuropathy and postherpetic neuralgia: A quantitative systematic review. J. Pain Symptom Manag. 2000,
20, 449–458. [CrossRef]

44. Straube, S.; Derry, S.; Moore, R.A.; McQuay, H.J. Pregabalin in fibromyalgia: Meta-analysis of efficacy and
safety from company clinical trial reports. Rheumatology 2010, 49, 706–715. [CrossRef] [PubMed]

45. Hauser, W.; Bernardy, K.; Uceyler, N.; Sommer, C. Treatment of fibromyalgia syndrome with gabapentin and
pregabalin—A meta-analysis of randomized controlled trials. Pain 2009, 145, 69–81. [CrossRef] [PubMed]

46. Schmidt-Wilcke, T.; Clauw, D.J. Pharmacotherapy in fibromyalgia (FM)—Implications for the underlying
pathophysiology. Pharmacol. Ther. 2010, 127, 283–294. [CrossRef] [PubMed]

47. Schmidt-Wilcke, T.; Clauw, D.J. Fibromyalgia: From pathophysiology to therapy. Nat. Rev. Rheumatol. 2011,
7, 518–527. [CrossRef] [PubMed]

48. Jensen, K.B.; Petzke, F.; Carville, S.; Choy, E.; Fransson, P.; Gracely, R.H.; Vitton, O.; Marcus, H.;
Williams, S.C.R.; Ingvar, M.; et al. Segregating the cerebral mechanisms of antidepressants and placebo in
fibromyalgia. J. Pain 2014, 15, 1328–1337. [CrossRef] [PubMed]

49. Schmidt-Wilcke, T.; Ichesco, E.; Hampson, J.P.; Kairys, A.; Peltier, S.; Harte, S.; Clauw, D.J.; Harris, R.E. Resting
state connectivity correlates with drug and placebo response in fibromyalgia patients. Neuroimage Clin. 2014,
6, 252–261. [CrossRef] [PubMed]

50. Harris, R.E.; Napadow, V.; Huggins, J.P.; Pauer, L.; Kim, J.; Hampson, J.; Sundgren, P.C.; Foerster, B.;
Petrou, M.; Schmidt-Wilcke, T.; Clauw, D.J. Pregabalin rectifies aberrant brain chemistry, connectivity, and
functional response in chronic pain patients. Anesthesiology 2013, 119, 1453–1464. [CrossRef] [PubMed]

51. Thieme, K.; Gromnica-Ihle, E.; Flor, H. Operant Behavioral Treatment of Fibromyalgia: A Controlled Study.
Arthritis Rheum. Arthritis Care Res. 2003, 49, 314–320. [CrossRef] [PubMed]

52. Thieme, K.; Flor, H.; Turk, D.C. Psychological pain treatment in fibromyalgia syndrome: Efficacy of operant
behavioural and cognitive behavioural treatments. Arthritis Res. Ther. 2006, 8, R121. [CrossRef] [PubMed]

53. Diers, M.; Yilmaz, P.; Rance, M.; Thieme, K.; Gracely, R.H.; Rolko, C.; Schley, M.T.; Kiessling, U.; Wang, H.;
Flor, H. Treatment-related changes in brain activation in patients with fibromyalgia syndrome. Exp. Brain Res.
2012, 218, 619–628. [CrossRef] [PubMed]

54. Hassett, A.L.; Williams, D.A. Non-pharmacological treatment of chronic widespread musculoskeletal pain.
Best Pract. Res. Clin. Rheumatol. 2011, 25, 299–309. [CrossRef] [PubMed]

55. Hoffman, B.M.; Papas, R.K.; Chatkoff, D.K.; Kerns, R.D. Meta-analysis of psychological interventions for
chronic low back pain. Health Psychol. 2007, 26, 1–9. [CrossRef] [PubMed]

56. Jensen, K.B.; Kosek, E.; Wicksell, R.; Kemani, M.; Olsson, G.; Merle, J.V.; Kadetoff, D.; Ingvar, M. Cognitive
Behavioral Therapy increases pain-evoked activation of the prefrontal cortex in patients with fibromyalgeia.
Pain 2012, 153, 1495–1503. [CrossRef] [PubMed]

57. Lazaridou, A.; Kim, J.; Cahalan, C.M.; Loggia, M.L.; Franceschelli, O.; Berna, C.; Schur, P.; Napadow, V.;
Edwards, R.R. Effects of Cognitive-behavioral Therapy (CBT) on Brain Connectivity Supporting
Catastrophizing in Fibromyalgia. Clin. J. Pain 2017, 33, 215–221. [CrossRef] [PubMed]

58. Flor, H. Extinction of pain memories: Importance for the treatment of chronic pain. In Current Topics in Pain,
Proceedings of the 12th World Congress Pain, Glasgow, UK, 17–22 August 2008; IASP Press: Seattle, WA, USA,
2009; pp. 221–244.

59. Thieme, K.; Gracely, R.H. Are psychological treatments effective for fibromyalgia pain? Curr. Rheumatol. Rep.
2009, 11, 443–450. [CrossRef] [PubMed]

60. Thieme, K.; Turk, D.C. Cognitive-behavioral and operant-behavioral therapy for people with fibromyalgia.
Reumatismo 2012, 64, 275–285. [CrossRef] [PubMed]

61. Ang, D.C.; Jensen, M.P.; Steiner, J.L.; Hilligoss, J.; Gracely, R.H.; Saha, C. Combining cognitive-behavioral
therapy and milnacipran for fibromyalgia: A feasibility randomized-controlled trial. Clin. J. Pain 2013,
29, 747–754. [CrossRef] [PubMed]

62. Ressler, K.J.; Rothbaum, B.O.; Tannenbaum, L.; Anderson, P. Cognitive Enhancers as Adjuncts to
Psychotherapy. Arch. Gen. Psychiatry 2004, 61, 1136–1144. [CrossRef] [PubMed]

http://dx.doi.org/10.1002/hup.622
http://www.ncbi.nlm.nih.gov/pubmed/15378666
http://dx.doi.org/10.1016/S0885-3924(00)00218-9
http://dx.doi.org/10.1093/rheumatology/kep432
http://www.ncbi.nlm.nih.gov/pubmed/20056767
http://dx.doi.org/10.1016/j.pain.2009.05.014
http://www.ncbi.nlm.nih.gov/pubmed/19539427
http://dx.doi.org/10.1016/j.pharmthera.2010.03.002
http://www.ncbi.nlm.nih.gov/pubmed/20388527
http://dx.doi.org/10.1038/nrrheum.2011.98
http://www.ncbi.nlm.nih.gov/pubmed/21769128
http://dx.doi.org/10.1016/j.jpain.2014.09.011
http://www.ncbi.nlm.nih.gov/pubmed/25283470
http://dx.doi.org/10.1016/j.nicl.2014.09.007
http://www.ncbi.nlm.nih.gov/pubmed/25379438
http://dx.doi.org/10.1097/ALN.0000000000000017
http://www.ncbi.nlm.nih.gov/pubmed/24343290
http://dx.doi.org/10.1002/art.11124
http://www.ncbi.nlm.nih.gov/pubmed/12794785
http://dx.doi.org/10.1186/ar2010
http://www.ncbi.nlm.nih.gov/pubmed/16859516
http://dx.doi.org/10.1007/s00221-012-3055-2
http://www.ncbi.nlm.nih.gov/pubmed/22427134
http://dx.doi.org/10.1016/j.berh.2011.01.005
http://www.ncbi.nlm.nih.gov/pubmed/22094203
http://dx.doi.org/10.1037/0278-6133.26.1.1
http://www.ncbi.nlm.nih.gov/pubmed/17209691
http://dx.doi.org/10.1016/j.pain.2012.04.010
http://www.ncbi.nlm.nih.gov/pubmed/22617632
http://dx.doi.org/10.1097/AJP.0000000000000422
http://www.ncbi.nlm.nih.gov/pubmed/27518491
http://dx.doi.org/10.1007/s11926-009-0065-6
http://www.ncbi.nlm.nih.gov/pubmed/19922735
http://dx.doi.org/10.4081/reumatismo.2012.275
http://www.ncbi.nlm.nih.gov/pubmed/23024972
http://dx.doi.org/10.1097/AJP.0b013e31827a784e
http://www.ncbi.nlm.nih.gov/pubmed/23446065
http://dx.doi.org/10.1001/archpsyc.61.11.1136
http://www.ncbi.nlm.nih.gov/pubmed/15520361


Biomedicines 2017, 5, 22 11 of 11

63. Hofmann, S.G.; Meuret, A.E.; Smits, J.A.J.; Simon, N.M.; Pollack, M.H.; Eisenmenger, K.; Shiekh, M.; Otto, M.W.
Augmentation of Exposure Therapy with D-Cycloserine for Social Anxiety Disorder. Arch. Gen. Psychiatry
2006, 63, 11–14. [CrossRef] [PubMed]

64. Marsicano, G.; Wotjak, C.T.; Azad, S.C.; Bisogno, T.; Rammes, G.; Cascio, M.G.; Hermann, H.; Tang, J.;
Hofmann, C.; Zieglgänsberger, W.; et al. The endogenous cannabinoid system controls extinction of aversive
memories. Nature 2002, 418, 530–534. [CrossRef] [PubMed]

65. Wotjak, C.T. Role of endogenous cannabinoids in cognition and emotionality. Mini Rev. Med. Chem. 2005,
5, 659–670. [CrossRef] [PubMed]

© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1001/archpsyc.63.3.298
http://www.ncbi.nlm.nih.gov/pubmed/16520435
http://dx.doi.org/10.1038/nature00839
http://www.ncbi.nlm.nih.gov/pubmed/12152079
http://dx.doi.org/10.2174/1389557054368763
http://www.ncbi.nlm.nih.gov/pubmed/16026312
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Current Pathophysiological Concepts of Chronic Pain and Fibromyalgia 
	Medical Concepts 
	Psychological Concepts 

	Therapy 
	Pharmacotherapy 
	Behavioral Interventions 

	Conclusions and Outlook 

