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Abstract
Fibromyalgia is one of the most prevalent rheumatologic conditions, affecting millions of individuals worldwide. 
It is characterized by widespread chronic pain accompanied by symptoms such as fatigue, sleep disturbances, 
and cognitive impairments. In Brazil, fibromyalgia is the second most common rheumatologic disorder, with a 
reported prevalence ranging from 2.5% to 5.5%, leading to a substantial economic burden due to high direct and 
indirect healthcare costs. The pathophysiology of fibromyalgia involves alterations in central pain processing, often 
in conjunction with comorbidities such as depression, anxiety, and irritable bowel syndrome, which exacerbate 
symptom severity and negatively impact patients’ quality of life. Effective management requires a structured, 
interdisciplinary approach that emphasizes treatment adherence and patient education. This guidelines from the 
Brazilian Society of Rheumatology (SBR) provide an updated review of the 2010 recommendations, incorporating 
recent evidence to refine both pharmacological and non-pharmacological therapeutic strategies, and are 
presented in two separate articles, covering aspects of patient monitoring, non-pharmacological interventions, 
and pharmacological treatments. This approach underscores commitment to comprehensive, evidence-based, and 
patient-centered care. This first article focuses on the evaluation of monitoring strategies and non-pharmacological 
interventions for managing fibromyalgia.
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Introduction
Fibromyalgia (FM) is one of the most prevalent rheu-
matologic diseases, affecting millions of individuals 
worldwide. It is primarily characterized by chronic and 
widespread musculoskeletal pain, often accompanied by 
other debilitating symptoms such as persistent fatigue, 
sleep disturbances, morning stiffness, paresthesias in 
the extremities, sensations of edema, and impairments 
in cognition and functionality [1, 2]. In Brazil, FM is the 
second most common rheumatologic condition, sur-
passed only by osteoarthritis, with an estimated preva-
lence ranging between 2.5% and 5.5% [3–5]. Although 
the etiology and pathogenic mechanisms of FM are not 
yet fully understood, alterations in central pain pro-
cessing are widely recognized as playing a pivotal role 
[1]. These dysfunctions are frequently associated with 
comorbidities such as depression, anxiety, chronic fatigue 
syndrome, myofascial pain syndrome, irritable bowel 
syndrome, and nonspecific urethral syndrome, all of 
which contribute to symptom exacerbation and further 
impair patients’ quality of life [1, 2] The systemic impact 
of FM leads to increased healthcare utilization and exten-
sive use of analgesic treatments, generating substantially 
higher direct and indirect costs including consultations, 
diagnostic tests, medications, absenteeism, reduced pro-
ductivity, and early retirement. [6, 7].

Structured treatment monitoring is essential for track-
ing symptom progression, adjusting therapeutic inter-
ventions, preventing adverse effects, and enhancing 
patient adherence. Additionally, it facilitates educational 
support and improves disease management. A interdis-
ciplinary approach, involving various healthcare profes-
sionals, is crucial for comprehensive care.

Over the past three decades, significant advances have 
improved the understanding of FM mechanisms and 
therapeutic strategies, particularly non-pharmacological 
interventions. The 2010 Brazilian Society of Rheumatol-
ogy (SBR) guidelines emphasized both pharmacological 
and non-pharmacological treatments, with subsequent 
studies reinforcing their efficacy [8]. These updated 
recommendations revise and expand the 2010 guide-
lines, integrating the latest advancements to enhance 
patient outcomes. The SBR reaffirms its commitment to 
evidence-based, comprehensive care, providing a prac-
tical tool for healthcare professionals to optimize FM 
management.

For clarity and organization, these guidelines are 
divided into two articles. The first focuses on the reas-
sessment of patient monitoring methods and non-
pharmacological treatment strategies, emphasizing 
evidence-based interventions for effective management. 
The second article provides an updated review of phar-
macological approaches, incorporating the most recent 
advances in the field.

Materials and methods
The methodology adopted in this guideline was based 
on the BASCE System (an acronym for Search, Ana-
lyze, Select, Classify, and Elaborate) [9], an organiza-
tional method developed by the consulting firm Axia.
Bio. The primary objective of this system is to minimize 
deviations and biases in the results by employing criteria 
grounded in consolidated scientific literature. It provides 
a systematic approach to consensus-building, address-
ing issues relevant to the local context. In this study, the 
process focused on evaluating systematic reviews and 

Fibromyalgia is one of the most prevalent rheumatologic conditions, affecting millions of individuals worldwide. 
It is characterized by widespread chronic pain accompanied by symptoms such as fatigue, sleep disturbances, and 
cognitive impairments. In Brazil, fibromyalgia is the second most common rheumatologic disorder, with a reported 
prevalence ranging from 2.5% to 5.5%, leading to a substantial economic burden due to high direct and indirect 
healthcare costs.

The pathophysiology of fibromyalgia involves alterations in central pain processing, often in conjunction with 
comorbidities such as depression, anxiety, and irritable bowel syndrome, which exacerbate symptom severity and 
negatively impact patients’ quality of life. Effective management requires a structured, interdisciplinary approach 
that emphasizes treatment adherence and patient education.

This guidelines from the Brazilian Society of Rheumatology (SBR) provide an updated review of the 2010 
recommendations, incorporating recent evidence to refine both pharmacological and non-pharmacological 
therapeutic strategies, and are presented in two separate articles, covering aspects of patient monitoring, non-
pharmacological interventions, and pharmacological treatments. This approach underscores commitment to 
comprehensive, evidence-based, and patient-centered care.

This first article focuses on the evaluation of monitoring strategies and non-pharmacological interventions for 
managing fibromyalgia.

Keywords   Fibromyalgia, Chronic pain, Non-pharmacological treatment, Central sensitization, Nociplastic pain, 
Patient monitoring, Exercise therapy, Multidisciplinary approach, Cognitive behavioral therapy, Aerobic exercise, 
Strength training,  neuromodulation, Pain assessment tools,  guidelines



Page 3 of 13Heymann et al. Advances in Rheumatology           (2026) 66:10 

meta-analyses of the literature and on the voting of SBR 
experts to answer the formulated questions. The process 
followed the key steps outlined below:

1.	 Broad and systematic search in the medical 
literature: Meta-analyses and systematic reviews 
from the last 10 years related to FM were identified.

2.	 Structured evaluation of studies: A panel of 
local experts (Group I) selected the most relevant 
materials for the proposed questions, using a scoring 
system for prioritization.

3.	 Review and group voting: A second group of 
experts (Group II) voted on the recommendations 
based on the findings and their applicability in Brazil, 
ensuring consensus.

Process stages
First stage: preparation of questions and bibliographic 
research
SBR specialists defined 31 key questions focusing on the 
therapeutic monitoring and treatment of fibromyalgia. 
Based on these questions, a bibliographic search was con-
ducted in databases such as PubMed, LILACS, and the 
Cochrane Library, employing specific search strategies.

The search strategy in PubMed and LILACS 
was as follows: (“fibromyalgia” [MeSH Terms] OR 
“fibromyalgia”[All Fields]) AND systematic[sb] AND 
(“1”[PDAT] : “2008/06/13”[PDAT]) AND (English[lang] 
OR Spanish[lang] OR Portuguese[lang]), yielding 238 
publications. In the Cochrane Library, the term “fibromy-
algia” identified 51 publications.

After excluding duplicate references, the relevant pub-
lications were forwarded to six experts (Group I), who 
evaluated and voted on the relevance of the studies in 
addressing the proposed questions. Only studies achiev-
ing an agreement level of 70% or higher proceeded to the 
next stages. Experts also considered the degree of rec-
ommendation and applicability in Brazil when selecting 
references.

Second stage: voting on the recommendations
In this phase, fibromyalgia specialists convened to vote 
on whether to agree or disagree with the statements 
derived from the selected studies. Group II comprised 
the members of Group I along with additional specialists 
appointed by the SBR Pain Commission, totaling 22 SBR 
specialists.

Voting was conducted electronically and anonymously 
using the Mentimeter (https://www.mentimeter.com) 
platform. Recommendations were formulated based on 
statements that received at least 70% agreement (YES or 
NO). For statements that did not reach consensus in the 
first round, a debate was held between supporting and 
opposing experts, followed by a second vote. Questions 

failing to meet the required percentage in the second 
round were classified as lacking consensus and were 
excluded from the final recommendations.

All 31 proposed questions underwent voting, and all 
achieved consensus among the experts. Consequently, 
the practices recommended in this guidelines have at 
least 70% agreement among participating experts and are 
supported by bibliographic references. The absence of a 
recommendation for a specific treatment does not imply 
its inefficacy or prohibition. This consensus exclusively 
endorses treatments substantiated by robust scientific 
evidence.

Consensus documentation, including voting records 
and results, was archived through the Mentimeter plat-
form, ensuring transparency and traceability.

This first article focuses on the monitoring of 
FM patients and non-pharmacological therapeutic 
approaches, covering the first 18 of the 31 analyzed 
questions.

Recommendations
What standardized assessment instruments are available 
to evaluate the impact of FM and the efficacy of 
therapeutic interventions in affected patients?
CONSENSUS: The utilization of standardized question-
naires for the assessment of FM patients is recommended 
due to their essential psychometric properties, with no 
specific preference for any particular instrument.

A wide range of questionnaires has been specifically 
developed for the assessment of FM patients, many of 
which demonstrate good to excellent psychometric prop-
erties. Although these instruments exhibit heterogeneous 
structural characteristics, they provide robust and reli-
able psychometric evaluations of patients [10].

In Brazil, the Revised Fibromyalgia Impact Question-
naire (FIQR) and the Fibromyalgia Survey Questionnaire 
(FSQ) are recommended, as they have been validated for 
the Portuguese language.

The FSQ evaluates the primary symptoms of FM, 
including the intensity of somatic symptoms and the dis-
tribution of pain sites [11]. It comprises the Widespread 
Pain Index (WPI) and the Somatic Symptom Severity 
Score (SSS), both integral to the fibromyalgia diagnostic 
criteria established by the American College of Rheuma-
tology (ACR) in 2010 and subsequently modified in 2011 
and 2016 [11, 12]. The FSQ’s utility lies in its self-admin-
istration format, facilitating data collection in research 
as well as in clinical environments with limited time and 
resources. Studies have demonstrated that the FSQ pos-
sesses strong internal consistency, along with convergent 
and discriminant validity, making it a reliable assessment 
tool [11, 12].

The FIQR is a revised version of the Fibromyalgia 
Impact Questionnaire (FIQ), designed to improve the 

https://www.mentimeter.com
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balance across functional, overall impact, and symp-
tom domains. It includes additional questions regarding 
memory, sensitivity, and balance [13]. The FIQR is widely 
employed to evaluate disease severity and functional 
capacity in FM patients and has been validated across 
multiple populations, including in Brazil [13, 14].

What should be the target symptoms of FM treatment?
CONSENSUS: Generalized pain, fatigue, and sleep dis-
turbances are primary target symptoms in the treatment 
of FM. However, it is crucial to consider additional fac-
tors such as hypersensitivity to palpation at multiple ana-
tomical sites, cognitive impairments, mood disturbances, 
and obesity when formulating an individualized treat-
ment plan.

In 2009, the Outcome Measures in Rheumatology 
(OMERACT) established the mandatory domains for 
clinical trials in FM based on the 1990 ACR criteria. 
These domains include pain, fatigue, sleep disturbances, 
multidimensional functional limitation, hypersensitiv-
ity to palpation (tenderness), and global assessment. 
Additionally, optional domains for specific clinical tri-
als encompass depressive and cognitive disorders, while 
anxiety and rigidity were considered domains of scientific 
interest [15].

A 2022 systematic review concluded that among these 
domains and their subdomains, the most frequently 
assessed in FM trials since 2015 (including studies uti-
lizing the 2010, 2011, and 2016 ACR criteria) were: pain 
(98%), depression (98%), fatigue (96%), anxiety (95%), 
physical limitation (95%), global health (88%), social par-
ticipation (86%), sleep disturbances (85%), and rigidity 
(82%). Cognitive alterations and hypersensitivity to pal-
pation were evaluated in 29% and 17% of trials, respec-
tively [16].

Pain (both in terms of intensity and frequency), fatigue, 
sleep disturbances, and mood disorders appear to be 
independent risk factors for the onset or exacerbation 
of generalized chronic pain. Moreover, chronic pain can 
exacerbate these factors (fatigue, sleep disturbances, and 
mood disorders), creating self-perpetuating cycles with 
significant therapeutic implications. [17]. Emotional state 
and cognitive perception directly influence pain pro-
gression, whereas chronic pain contributes to the devel-
opment of depressive-anxiety symptoms and cognitive 
dysfunction [17, 18]. Population-based studies indicate 
that sleep disturbances are the strongest predictor for the 
development of generalized pain over 10- to 18-year peri-
ods, serving as a more reliable indicator for pain occur-
rence than the reverse relationship [18–21]. Additionally, 
fatigue has been identified as a more significant predictor 
for generalized pain over a five-year period than depres-
sion or anxiety [22] and is correlated with CS regardless 
of pain presence [23, 24].

In 2019, the North American public–private partner-
ship ACTTION–American Pain Society Pain Taxonomy 
(AAPT) proposed a multidimensional diagnostic frame-
work for fibromyalgia (FM), aiming to complement and 
refine existing classification criteria such as the 2016 
ACR criteria.The AAPT framework defines FM as a 
chronic primary pain condition characterized by mul-
tiregional pain (a mandatory criterion) associated with 
fatigue and sleep disturbances, but it also emphasizes a 
five-domain evaluation that includes core diagnostic fea-
tures, common features, comorbidities, neurobiological 
mechanisms, and consequences of the condition (e.g., 
functional impact and family history).This multidimen-
sional model highlights the complex biopsychosocial 
nature of FM, although further empirical validation is 
still needed before its broad clinical adoption [25].

It is essential to recognize that, beyond patient-
reported symptoms, additional clinical considerations 
must be integrated into FM management. For instance, 
functional limitation, including physical impairment, has 
gained increasing attention, with studies suggesting that 
improvements in functionality can occur independently 
of and even precede reductions in pain intensity [26].

What tools can be used to identify central sensitization in 
other rheumatic diseases?
The scale derived from the 2016 diagnostic criteria, 
known as the FM Survey Questionnaire (FSQ), and the 
Central Sensitization Inventory (CSI) are indicated to 
identify nociplastic pain and central sensitization in 
other rheumatic diseases.

Both the Fibromyalgia Severity Questionnaire (FSQ), 
derived from the ACR2016 criteria, and the Central Sen-
sitization Inventory (CSI), developed from studies on 
central sensitization and associated chronic pain condi-
tions, have been validated for Brazilian Portuguese. These 
instruments are valuable for assessing the nociplastic 
component and generalized central sensitization in both 
rheumatic and non-rheumatic diseases [27–31].

The CSI is a reliable and practical tool for identifying 
pain associated with central sensitization (CS) in patients 
with rheumatic diseases such as rheumatoid arthritis 
(RA), spondyloarthritis (SpA), osteoarthritis (OA), and 
fibromyalgia (FM). Evidence indicates that CS is present 
in a substantial proportion of these patients, often con-
tributing to pain disproportionate to peripheral inflam-
mation.The CSI not only aids in identifying CS-related 
pain but also serves as a prognostic indicator and a 
potential guide for precision pain management in rheu-
matology [30, 31].

The FSQ is a self-report instrument proposed as a 
low-cost alternative for central sensitization assessment. 
Research has demonstrated that FSQ scores correlate 
with Quantitative Sensory Testing (QST) measures in RA 
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patients, although the strength of this association is rela-
tively weak [32].

Should FM be considered a disease or syndrome?
Consensus: Syndrome is the best term to define FM.

FM is characterized by a constellation of symptoms, 
with generalized pain as the primary clinical manifesta-
tion. Additional symptoms, such as fatigue, sleep dis-
turbances, cognitive dysfunction, and mood alterations, 
often coexist, adding to the heterogeneity and diagnostic 
complexity. Despite extensive research, its etiology and 
pathophysiology remain incompletely understood.

Current models propose that FM results from the 
interplay of central and peripheral mechanisms. The 
“top-down” hypothesis emphasizes central nervous sys-
tem dysregulation leading to amplified pain perception, 
whereas the “bottom-up” hypothesis focuses on persis-
tent peripheral nociceptive input that contributes to cen-
tral sensitization. These mechanisms are now regarded 
as complementary, underscoring the multidimensional 
nature of FM pathogenesis.

Historically, FM has also been classified as “primary,” 
when occurring independently, or “secondary,” when 
associated with other medical conditions such as inflam-
matory or chronic pain disorders. Although this distinc-
tion declined in use, it is regaining relevance in clinical 
and research contexts.

By definition, a disease implies specific and identifiable 
causes, whereas a syndrome encompasses multiple pos-
sible etiologies. Accordingly, given its multifactorial and 
heterogeneous nature, the term “syndrome” remains the 
most appropriate designation for FM. [33–36].

What is the best translation for the English term 
“fibromyalginess”?
Consensus: No consensus was reached regarding the 
optimal translation of the term “fibromyalginess” for use 
in Brazilian rheumatology.

“Fibromyalginess” represents a spectrum of symptom 
expressions in fibromyalgia, encompassing pain, fatigue, 
sleep disturbances, and cognitive impairments. It reflects 
the continuum along which patients may vary in the 
intensity and combination of these symptoms, rather 
than a dichotomous presence or absence of disease. This 
spectrum-based concept enables a more nuanced under-
standing of fibromyalgia, supporting personalized assess-
ment and treatment strategies according to individual 
symptom severity [37, 38].

In a survey conducted within the group, participants 
assigned the following meanings to the term with cor-
responding percentages: “Fibromyalginity” received 25% 
of the votes, the “Fibromyalgia Severity Scale” obtained 
15%, the “Fibromyalgia Activity Scale” reached 45%, and 

the “Somatic Stress Index” accounted for 15% of the 
votes.

Is patient and family education an effective intervention in 
the management of FM?
CONSENSUS: Patient education is considered a funda-
mental component of the comprehensive treatment plan 
for FM.

In view of the scarcity of new therapeutic options for 
FM in recent years, the implementation of health edu-
cation tools becomes even more relevant, especially to 
encourage self-care in patients with FM [39].

Studies show that health education has important ben-
efits in reducing emotional symptoms, such as anxiety 
and depression, as well as clinical symptoms, includ-
ing fatigue, morning stiffness, and pain intensity. This 
approach also promotes improvements in overall func-
tional status, encompassing physical function and the 
ability to cope with fatigue and stiffness [40]. In inter-
disciplinary health education programs, topics such as 
information about FM, body practices, physical activities, 
and pharmacological approaches are often addressed 
[41].

Psychoeducational programs have been shown to 
be viable and effective for the control of physical and 
emotional symptoms, especially in relieving pain and 
depression [39]. The main goal of patient education is 
to empower them to manage their own health needs by 
promoting self-management and facilitating the return to 
desired daily activities [42, 43].

Education facilitates multidisciplinary integration, with 
each healthcare professional playing a role in the effective 
management of FM. Strategies implemented in multidis-
ciplinary groups are essential for addressing the various 
aspects of this syndrome [41].

Are diet and nutritional supplements effective in treating 
FM?
CONSENSUS: A balanced diet is recommended for 
patients with FM; however, there is no conclusive evi-
dence regarding the optimal dietary strategy. Currently, 
no definitive evidence supports the efficacy of specific 
diets or nutritional supplements in the treatment of FM. 
For patients with obesity, weight reduction is recom-
mended as a component of the comprehensive treatment 
approach.

Nutritional guidance is an integral component of FM 
management; however, similar to other interventions, it 
is not effective as a standalone treatment [44, 45].

Nutritional interventions, including olive oil consump-
tion, ancient grain diets, low-calorie diets, low-FODMAP 
(fermentable oligosaccharides, disaccharides, monosac-
charides, and polyols) diets, gluten-free diets, monoso-
dium glutamate- and aspartame-free diets, vegetarian 
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diets, and the Mediterranean diet, have demonstrated 
efficacy in alleviating FM symptoms [46–49]. Addi-
tionally, evidence suggests that a high-protein diet may 
increase the pain threshold in FM patients [44].

Although the aforementioned dietary interventions and 
supplements may contribute to pain reduction in FM, 
their impact on overall quality of life remains unproven. 
Reported adverse effects range from mild to severe, with 
gastrointestinal symptoms being the most frequently 
observed [45].

Systematic reviews indicate that weight loss, alongside 
addressing the neuropsychological component of FM, 
should be considered as part of the treatment approach. 
Dietary modifications are regarded as a promising com-
plementary strategy for FM management. However, 
no single dietary approach has been universally recom-
mended [44–49], and the current evidence is insufficient 
to conclusively support the use of any specific dietary 
supplement for FM treatment. Further well-designed and 
rigorously conducted studies are necessary to validate 
these findings and establish clear guidelines for the use of 
nutritional supplements in FM management [45].

Is there evidence supporting the superiority of treatment 
by a interdisciplinary team compared to medical treatment 
alone?
CONSENSUS: Interdisciplinary treatment is recom-
mended because it provides improvements in the quality 
of life of patients with FM.

Interdisciplinary treatment involves the collaboration 
of several health professionals to offer a more compre-
hensive and integrated care to the patient. The team may 
include doctors, nurses, physical therapists, physical edu-
cation professionals, psychologists, nutritionists, occupa-
tional therapists, and other specialists. [41]

Interdisciplinary groups show greater efficacy in sev-
eral aspects of FM treatment, especially in quality of life 
and pain relief, when compared to strategies in which 
each professional acts in isolation [41].

The implementation of protocols incorporating Inter-
disciplinary discussions and the establishment of quality-
of-care indicators have been shown to enhance outcomes 
in patients with FM, particularly in terms of quality of life 
[50].

Interdisciplinary health education programs that pro-
vide information on FM, body practices, physical activi-
ties, and pharmacological approaches have demonstrated 
efficacy in improving pain and health-related quality of 
life (HRQoL) in patients with FM [41, 50].

Which aerobic exercise modalities have demonstrated 
effectiveness in the management of FM?
CONSENSUS: Aerobic exercises, including walking, run-
ning, dancing, cycling, and water aerobics, have been 

demonstrated to improve the quality of life in patients 
with FM. Currently, no evidence supports the superior-
ity of one modality over another; therefore, all forms of 
aerobic exercise should be considered as viable therapeu-
tic options.

A systematic review of 12 studies on FM demonstrated 
that moderate- to high-intensity aerobic exercise, per-
formed twice per week, reduces autonomic dysfunction 
and increases heart rate variability [51].

Another systematic review of 12 randomized con-
trolled trials found that both aerobic and aquatic exer-
cises significantly improve the functional capacity of 
patients with FM, with large and moderate effect sizes, 
respectively. It is recommended that patients engage in 
moderate-intensity exercise at least twice per week for 30 
to 60 minutes to enhance aerobic capacity and facilitate 
daily activities [52].

The effects of aquatic therapy were examined in a 
meta-analysis including 14 studies. Compared to non-
aquatic exercises or no intervention, aquatic therapy 
demonstrated significant improvements in pain reduc-
tion, performance on the 6-minute walk test, total scores 
on the FIQ, and enhancements in vitality and general 
health as assessed by the Short Form Health Survey 36 
(SF-36) [53].

The effects of aquatic therapy on sleep were evaluated 
in a review comprising 7 trials with 361 participants, 
of which 6 studies with 311 participants were included 
in a meta-analysis. The findings indicated that aquatic 
therapy enhances sleep quality. It is recommended that 
patients begin at a slightly lower intensity than their 
capacity allows, gradually increasing duration and inten-
sity while engaging in aquatic therapy at low to moderate 
intensity at least twice per week [54].

A meta-analysis assessing the effects of aquatic therapy 
on sleep, which included 22 clinical trials, revealed con-
siderable heterogeneity in the results. Although the Pitts-
burgh Sleep Quality Index did not show a statistically 
significant difference, an average reduction of 5.04 points 
in FIQ scores was observed, favoring aquatic therapy 
[55].

Another meta-analysis, involving 6 clinical trials, dem-
onstrated that aquatic exercise for FM is superior to no 
intervention in reducing pain, fatigue, and the impact 
of the syndrome, as well as in alleviating depression and 
enhancing physical function and mental health in the 
short term. Furthermore, improvements were noted in 
syndrome impact, physical function, and mental health 
in the medium term. However, aquatic therapy did not 
show significant advantages over land-based exercises 
[56].

A Cochrane review with meta-analysis evaluated the 
effects of mixed physical exercise (aerobic, strength, and 
flexibility) on FM symptoms, analyzing 21 trials. The 
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evidence was of moderate quality for primary outcomes 
and low for stiffness. The exercises improved physi-
cal function and led to a slight reduction in pain, with 
minimal reports of pain or fatigue during training and 
no adverse effects. Compared to control, mixed exer-
cise likely improves quality of life, physical function, and 
fatigue; however, these effects may be small and clinically 
insignificant for some individuals. The evidence regard-
ing long-term effects was classified as low quality [57].

What are the benefits of strength training in the 
management of FM?
CONSENSUS: Strength and resistance exercises reduce 
pain and improve sleep and quality of life in patients with 
FM and therefore should be recommended.

Strength training has been evaluated in a systematic 
review of 22 studies, with interventions lasting between 
3 and 21 weeks, performed twice weekly, and starting at 
intensities of 40% of one repetition maximum. The find-
ings indicated reductions in pain and fatigue, as well as 
functional improvements [58].

Another systematic review examined strengthening 
programs lasting more than 2 weeks. Following Cochrane 
manual recommendations, 13 studies were included, 
with 9 analyzed in a meta-analysis. The results demon-
strated improvements not only in pain and functionality 
but also in muscle strength and fatigue [59].

The impact of resistance training on sleep quality in FM 
patients was assessed in a systematic review of 6 studies, 
with 4 studies reporting significant sleep improvements. 
Resistance training was found to be superior to flexibility 
training and comparable to aerobic exercise. Interven-
tions spanned 4 to 21 weeks, with sessions conducted 2 to 
3 times per week at intensities ranging from 40% to 80% 
of one repetition maximum [60].

A systematic review analyzed the effects of strengthen-
ing exercises on mental health-related variables, includ-
ing seven studies that reported data on depression 
and anxiety. Improvements in these parameters were 
observed, particularly with protocols that began at low 
intensity and gradually increased [61].

A 2024 systematic review of 15 randomized trials indi-
cated that resistance training in women with FM signifi-
cantly improves pain, functionality, and disease severity. 
However, the evidence was classified as low quality, high-
lighting the need for further studies. Strength train-
ing may also enhance treatment adherence, even in the 
absence of immediate symptom relief [62].

A 2024 meta-analysis of 11 clinical trials involving 530 
FM patients demonstrated that resistance exercise, com-
pared to no intervention, reduces pain, tender points, and 
depression while improving physical function. Compared 
to flexibility exercises, resistance training reduced the 

impact of FM, but its effects on pain control and physical 
function were similar to those of aerobic exercise [63].

What are the therapeutic benefits of flexibility exercises in 
the management of FM?
CONSENSUS: Flexibility exercises in patients with 
FM demonstrate lower efficacy compared to aero-
bic and strength training exercises across most clinical 
parameters.

A systematic review incorporating four clinical trials 
comparing stretching exercises with aerobic training, 
strength training, or laser therapy demonstrated statis-
tically significant improvements across nearly all evalu-
ated parameters in both groups, with no single technique 
proving superior. However, the included studies exhib-
ited low methodological quality and a lack of standard-
ization in training protocols [64].

A systematic review of 12 randomized trials involving 
743 participants indicated that flexibility training does 
not provide clinically significant improvements in qual-
ity of life, pain, fatigue, or physical function compared to 
aerobic exercise. Only a low certainty of improvement 
in stiffness was observed. The training was well toler-
ated, with a low dropout rate, but its long-term efficacy 
remains uncertain [65].

Are there other modalities of physical activity/
rehabilitation that are effective in the treatment of FM?
Consensus: Among alternative exercise modalities, 
vibrating platform training, exergaming, and Tai Chi have 
demonstrated evidence supporting their efficacy in the 
management of FM and may be considered as recom-
mended therapeutic options.

Randomized studies suggest that vibrating platform 
training may enhance pain sensitivity, static balance, 
and quality of life in patients with fibromyalgia (FM), 
with improvements observed immediately following a 
12-week intervention. However, these effects were not 
sustained after a three-month follow-up period [66, 67].

Two systematic reviews indicated that vibrating plat-
form training can improve balance and reduce disabil-
ity rates in FM patients. However, caution is warranted 
due to the limited number of trials and inconsistencies in 
study protocols [68]. Although short-term benefits have 
been reported, the long-term efficacy and feasibility of 
this intervention remain uncertain, necessitating further 
high-quality research [69].

A systematic review of nine randomized controlled 
trials, including 466 female patients, demonstrated 
that exergame training—a combination of video gam-
ing and physical activity—has beneficial effects on gen-
eral functioning, pain perception, quality of life, exercise 
capacity, health perception, and fatigue severity in FM 
patients. Exergame training is considered a promising 
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non-pharmacological therapeutic option for FM manage-
ment [70].

Tai Chi has demonstrated significant benefits for 
FM patients, including reductions in pain, fatigue, and 
depression, along with improvements in sleep quality 
and overall well-being, as evidenced by multiple studies 
[71–75]. It may be as effective as, or even more effec-
tive than, aerobic exercise, particularly when practiced 
over extended periods [74]. A meta-analysis of clinical 
trials supported these findings, highlighting the positive 
effects of Tai Chi in reducing FM symptoms and enhanc-
ing sleep quality [75]. Furthermore, clinical guidelines 
recognize Tai Chi as a viable therapeutic approach within 
the multidisciplinary management of FM, providing both 
physical and psychological benefits to patients [76].

Is there evidence supporting the superiority of multimodal 
physical activity interventions over single-modality 
exercise in the management of FM?
CONSENSUS: The combination of aerobic and strength 
training exercises has been shown to be more effective 
than either modality alone.

Evidence indicates that the combination of differ-
ent exercise modalities is more effective than isolated 
approaches in the management of FM. Two meta-anal-
yses showed that aerobic exercise plus resistance pro-
vided greater improvements in quality of life, pain, and 
physical function compared with modalities performed 
alone. [77, 78]. Such findings suggest that a multimodal 
exercise approach offers a more comprehensive strategy 
for managing FM symptoms. [77] It is recommended that 
programs be 13 to 24 weeks long, with 30 to 60-minute 
sessions and progressive intensity. [78].

Is acupuncture effective in the treatment of FM?
CONSENSUS: Acupuncture is recommended for the 
treatment of pain in FM.

Acupuncture, a traditional Chinese medicine prac-
tice encompassing both manual acupuncture and elec-
troacupuncture, has demonstrated significant benefits 
in patients with fibromyalgia (FM), including improved 
quality of life, reduced depression, and pain relief when 
compared to placebo [79].

A meta-analysis investigating the effects of true acu-
puncture compared to a control group identified efficacy 
primarily in pain relief and enhancement of overall well-
being [80].

Overall, acupuncture, including cranial acupunc-
ture, has been shown to be effective in the short-term 
(up to six weeks) management of FM, particularly for 
pain reduction and decreased disability when combined 
with other treatments, such as pharmacological therapy 
[81, 82]. Additionally, acupuncture is considered a safe 

technique [83]. However, current evidence does not sup-
port its efficacy in reducing fatigue [82].

Are neurostimulation techniques, such as transcranial 
direct current stimulation (tDCS) and repetitive 
transcranial magnetic stimulation (rTMS), effective in the 
management of FM?
CONSENSUS: tDCS and rTMS are effective in reducing 
pain associated with FM.

Neuromodulation, a therapeutic approach that stimu-
lates the central nervous system (CNS) and/or periph-
eral nervous system, has been extensively studied for 
the management of FM. It has demonstrated efficacy in 
addressing various aspects of the syndrome, including 
pain intensity, pressure pain threshold, fatigue, catastro-
phizing, and quality of life [84–91].

The primary non-invasive neuromodulation techniques 
targeting the CNS tDCS and rTMS. The most commonly 
stimulated areas for pain relief are the dorsolateral pre-
frontal cortex (DLPFC) and the primary motor cortex 
(M1) [84].

A meta-analysis of 40 randomized controlled trials 
(RCTs) involving 1,541 participants found that high-
frequency rTMS applied to M1 is effective in improv-
ing pain control and functionality in FM patients. tDCS 
applied to M1 was effective for pain, depression, and 
anxiety, with additional benefits for depression and func-
tionality when applied to the left DLPFC [84]. In con-
trast, Sun et al. reported beneficial effects on pain in FM 
patients when low-frequency rTMS was applied to the 
DLPFC [86].

Another meta-analysis, which included 14 RCTs (6 
tDCS and 8 rTMS) with 565 participants, found that 
tDCS applied to M1 was the only intervention that sig-
nificantly reduced pain in the short and medium term. 
Both neuromodulation techniques demonstrated ben-
efits, such as improvements in pressure pain threshold, 
catastrophizing, and quality of life when applied to M1, 
as well as reduced fatigue when applied to the left DLPFC 
[90]. However, their effects on anxiety and depression 
remain inconclusive [90, 92]. Nonetheless, a meta-anal-
ysis conducted by Yang CL et al. identified a moderate 
benefit of neuromodulation in alleviating depression in 
FM patients [93]. The effect size and neuroplastic changes 
induced by these interventions may be influenced by the 
duration of treatment [94].

Is cognitive behavioral therapy effective treatment of FM? 
What about other forms of psychological therapy?
CONSENSUS: Cognitive Behavioral Therapy (CBT) 
and Acceptance and Commitment Therapy (ACT) have 
demonstrated evidence supporting their efficacy in the 
treatment of FM. However, there is currently no robust 
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evidence supporting the effectiveness of other psycholog-
ical therapy modalities.

Cognitive Behavioral Therapy (CBT) is a structured 
psychotherapeutic approach in which the therapist and 
patient collaborate to identify and modify maladaptive 
thoughts and behaviors that contribute to distress. The 
primary objective is to help patients reframe their per-
ceptions of emotions and actions by analyzing significant 
life situations [95].

In Acceptance and Commitment Therapy (ACT), the 
focus is not on challenging the content of thoughts but 
rather on understanding their functional role within the 
patient’s life context. Instead of attempting to suppress or 
alter thoughts, ACT facilitates a change in the patient’s 
relationship with their thoughts and internal experiences 
[96].

Cognitive-behavioral therapies have demonstrated sig-
nificant improvements in key symptoms of FM, including 
sleep quality, pain, anxiety, and depression. High-quality 
evidence from a systematic review and meta-analysis 
indicated that CBT is effective in reducing pain and 
enhancing quality of life in the short term [97].

CBT and ACT have been shown to be more effective 
than standard treatment in improving FIQ scores, pain, 
sleep, and depression, although they did not result in sig-
nificant improvements in fatigue [98]. When combined 
with physical therapy interventions, CBT has contributed 
to reductions in depression and disability, in addition to 
enhancing the overall quality of life in FM patients [99].

Psychological interventions such as CBT and ACT have 
proven effective in alleviating symptoms of depression 
and anxiety in FM patients. As such, they can be reliably 
integrated into multidisciplinary treatment approaches, 
supporting emotional adaptation to chronic pain. Future 
research should prioritize the investigation of change 
mechanisms and multiple moderating factors to enable 
the development of personalized psychological interven-
tions for FM management [100].

Is there scientific evidence supporting the effectiveness 
of complementary and alternative therapies in the 
management of FM?
CONSENSUS: There is currently no scientific evidence 
supporting the efficacy of complementary and alternative 
therapies in the treatment of FM.

Alternative and complementary therapies have gained 
increasing attention in the management of FM; however, 
their efficacy remains uncertain due to methodological 
limitations and conflicting study results.

Traditional Chinese medicine, when combined with 
conventional therapy, has demonstrated greater efficacy 
in pain relief and overall health improvement. However, 
these findings should be interpreted with caution due to 

the heterogeneity of studies and potential adverse events 
[101].

Hyperbaric oxygen therapy has shown benefits in alle-
viating pain, fatigue, and sleep disturbances, but the lack 
of robust systematic reviews prevents definitive conclu-
sions regarding its efficacy and safety [102].

Myofascial release and lymphatic drainage thera-
pies provide moderate evidence for pain reduction and 
improvements in sleep quality and overall quality of life, 
although available data remain limited [103, 104].

Among manual therapies, only general osteopathic 
treatment has demonstrated positive effects on pain, 
whereas other modalities such as cupping, spinal manip-
ulation, homeopathy, and topical capsaicin lack sufficient 
or conclusive evidence to support their recommendation 
[105–107].

Balneotherapy and hydrotherapy require further inves-
tigation to establish their long-term benefits [108].

Conversely, massage therapy administered for a dura-
tion of five weeks or more has shown immediate benefits 
in reducing pain, anxiety, and depression, making it a via-
ble therapeutic option. However, high-quality evidence 
supporting its formal recommendation remains lacking 
[109].

Further well-designed studies are necessary to estab-
lish the role of these complementary and alternative 
approaches in the management of FM.

What is the role of spirituality and religiosity in the 
management o FM?
Consensus: Spirituality and religiosity play a significant 
role in the management of FM.

Spirituality and religiosity may play a significant role 
in the management of fibromyalgia (FM). For many 
individuals, these practices provide emotional and psy-
chological support, aiding in coping with chronic pain 
and the challenges associated with the condition. Stud-
ies suggest that spiritual and religious practices can help 
reduce stress, anxiety, and depression—common comor-
bidities in FM—while fostering a sense of peace, purpose, 
and resilience, thereby facilitating adaptation to physical 
symptoms.

Activities such as meditation and prayer, commonly 
integrated into spiritual practices, have also been associ-
ated with improved sleep quality and pain relief. How-
ever, it is essential to recognize that spirituality and 
religiosity serve as complementary approaches rather 
than substitutes for conventional medical treatment, 
which includes pharmacotherapy, physical therapy, struc-
tured exercise programs, and psychological support [110, 
111].
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Conclusion
The management of fibromyalgia (FM) requires a com-
prehensive, interdisciplinary approach integrating phar-
macological and non-pharmacological strategies. This 
consensus highlights the importance of patient monitor-
ing, education, and multimodal interventions, including 
exercise, psychological therapies, and neuromodulation 
techniques. While certain therapies, such as aerobic and 
resistance training, cognitive-behavioral therapy, and 
acupuncture, demonstrate efficacy, others require further 
high-quality research to establish their clinical relevance. 
These updated guidelines reinforce evidence-based rec-
ommendations, aiming to optimize patient outcomes and 
improve quality of life through personalized and integra-
tive care.

Abbreviations
AAPT	� ACTTION-American Pain Society Pain Taxonomy
ACR	� American College of Rheumatology
ACT	� Acceptance and Commitment Therapy
CAM	� Complementary and Alternative Medicine
CBT	� Cognitive Behavioral Therapy
CNS	� Central Nervous System
CS	� Central Sensitization
CSI	� Central Sensitization Inventory
DLPFC	� Dorsolateral Prefrontal Cortex
FIQ	� Fibromyalgia Impact Questionnaire
FIQR	� Revised Fibromyalgia Impact Questionnaire
FM	� Fibromyalgia
FODMAP	� Fermentable Oligosaccharides, Disaccharides, Monosaccharides, 

and Polyols
FSQ	� Fibromyalgia Survey Questionnaire
HRQoL	� Health-Related Quality of Life
M1	� Primary Motor Cortex
OA	� Osteoarthritis
OMERACT	� Outcome Measures in Rheumatology
PNS	� Peripheral Nervous System
PROs	� Patient-Reported Outcomes
QoL	� Quality of Life
RA	� Rheumatoid Arthritis
RCT	� Randomized Controlled Trial
rTMS	� Repetitive Transcranial Magnetic Stimulation
SBR	� Brazilian Society of Rheumatology
SF-36	� Short Form Health Survey 36
SpA	� Spondyloarthritis
SSS	� Somatic Symptom Severity Score
tDCS	� Transcranial Direct Current Stimulation
WPI	� Widespread Pain Index

Author contributions
Participated in the initial group that formulated the guideline questions, 
wrote, and reviewed the manuscript R. E. Heymann M. C. Rezende A. S. Braz A. 
Ranzolin E. S. Paiva M. R. de Assis Participated in Group II - Guideline Voting R. 
E. Heymann M. C. Rezende A. S. Braz A. Ranzolin E. S. Paiva M. R. de Assis A. P. 
M. G. Reis A. P. F. Golmia A. B. A. Maia D. S. Silva F. A. Chiuchetta I. Guimarães J. E. 
Martinez J. R. Provenza J. M. F. T. Costa M. P. V. Correia M. A. G. Pontes Filho M. A. 
Goldenfum M. A. F. Machado M. M. Fraga N. S. R. Neto R. N. Fernandez Provided 
methodological support for the guidelines G. T. B. Araújo

Funding
All stages of the article’s development were funded by the Brazilian Society of 
Rheumatology.

Data availability
No datasets were generated or analysed during the current study.

Declarations

Competing interests
The authors declare no competing interests.

Author details
1Hospital Israelita Albert Einstein, São Paulo, SP, Brazil
2Pain specialist certified by the Brazilian Medical Association, Campo 
Grande, MS, Brazil
3Hospital Universitário Lauro Wanderley, Universidade Federal da Paraíba, 
João Pessoa, PB, Brazil
4Hospital das Clínicas de Pernambuco, Recife, PE, Brazil
5Centro Universitário de Brasília, Brasília, DF, Brazil
6University Hospital of Brasília, Brasilia, DF, Brazil
7Universidade Tiradentes, Aracaju, Sergipe, Brazil
8Universidade Federal do Paraná, Curitiba, PR, Brazil
9Hospital da XV, Curitiba, PR, Brazil
10Axia Bio MSc, São Paulo, SP, Brazil
11Pain specialist certified by the Brazilian Medical Association, 
Florianopolis, SC, Brazil
12Pontifícia Universidade Católica de São Paulo, São Paulo, SP, Brazil
13Pontifícia Universidade Católica de Campinas, Campinas, SP, Brazil
14Hospital de Aeronáutica de Recife, Recife, PE, Brazil
15Universidade Federal do Rio de Janeiro, Rio de Janeiro, RJ, Brazil
16Pain specialist certified by the Brazilian Medical Association, São Paulo, 
SP, Brazil
17Hospital São Lucas, Pontifícia Universidade Católica do Rio Grande do 
Sul, Porto Alegre, RS, Brazil
18Member of the International Association for the Study of Pain, Ribeirão 
Preto, SP, Brazil
19Faculdade de Medicina de Assis, Assis, São Paulo, Brazil
20Universidade Federal de São Paulo, São Paulo, SP, Brazil
21Universidade Santo Amaro, São Paulo, SP, Brazil
22Pontifícia Universidade Católica de Goiás, Goiânia, GO, Brazil
23Member of the Pain Committee of the Brazilian Society of 
Rheumatology, São Paulo, Brazil

Received: 16 March 2025 / Accepted: 2 December 2025

References
1.	 Siracusa R, Paola RD, Cuzzocrea S, Impellizzeri D. Fibromyalgia: pathogenesis, 

mechanisms, Diagnosis and treatment options update. Int J Mol Sci. 2021, 
Apr, 9;22(8):3891

2.	 Lahat-Birka N, Boussi-Gross R, Ben Ari A, Efrati S, Ben-David S. Retrospective 
analysis of fibromyalgia: exploring the interplay between various triggers and 
Fibromyalgia’s severity. Clin J Pain. 2024, Oct, 1;40(10):578–87

3.	 Santos AM, Burti JS, Lopes JB, Scazufca M, Marques AP, Pereira RM. Prevalence 
of fibromyalgia and chronic widespread pain in community-dwelling elderly 
subjects living in São Paulo, Brazil. Maturitas. 2010, Nov;67(3):251–55

4.	 Assumpção A, Cavalcante AB, Capela CE, Sauer JF, Chalot SD, Pereira CA, 
Marques AP. Prevalence of fibromyalgia in a low socioeconomic status popu-
lation. BMC Musculoskelet Disord. 2009, Jun, 8;10:64

5.	 Senna ER, De Barros AL, Silva EO, Costa IF, Pereira LV, Ciconelli RM, Ferraz 
MB. Prevalence of rheumatic diseases in Brazil: a study using the COPCORD 
approach. J Rheumatol. 2004, Mar;31(3):594–97

6.	 Vervoort VM, Vriezekolk JE, Olde Hartman TC, Cats HA, van Helmond T, van 
der Laan WH, Geenen R, van den Ende CH. Cost of illness and illness percep-
tions in patients with fibromyalgia. Clin Exp Rheumatol. 2016, Mar-Apr;34(2 
Suppl 96):S74–82

7.	 Skaer TL. Fibromyalgia: disease synopsis, medication cost effectiveness and 
economic burden. Pharmacoeconomics. 2014, May;32(5):457–66

8.	 Heymann RE, et al. Brazilian consensus on the treatment of fibromyalgia. In: 
Rev bras reumatol. Vol. 50(1): English, Portuguese; 2010 Jan-Feb. p. 56–66. 
PMID: 21125141

9.	 Axia.BioFarmacoeconomia e pesquisa em saúde. Available at: ​h​t​t​p​:​/​/​w​w​w​.​a​x​i​
a​b​i​o​b​r​a​z​i​l​.​c​o​m​​​​​​​

10.	 Carrasco-Vega E, et al. Questionnaires for the subjective evaluation of 
patients with fibromyalgia: a systematic review. Eur J Phys Rehabil Med. 2023, 
Jun;59(3):353–63

http://www.axiabiobrazil.com
http://www.axiabiobrazil.com


Page 11 of 13Heymann et al. Advances in Rheumatology           (2026) 66:10 

11.	 Häuser W, et al. Validation of the fibromyalgia Survey Questionnaire within a 
cross-sectional survey. PLoS One. 2012;7(5):e37504

12.	 Daltrozo JB, Paupitz JA, Neves FS. Validity of fibromyalgia survey question-
naire (2016) assessed by telephone interview and cross-cultural adaptation 
to Brazilian Portuguese language. Adv Rheumatol. 2020, 16;60(1):37

13.	 Paiva ES, Heymann RE, Rezende MC, et al. A Brazilian Portuguese Version of 
the Revised fibromyalgia impact Questionnaire (FIQR): a Validation study. Clin 
Rheumatol. 2013;32(8):1199–206

14.	 Lupi JB, Carvalho de Abreu DC, Ferreira MC, Oliveira RDR, Chaves TC. Brazil-
ian Portuguese Version of the Revised fibromyalgia impact Questionnaire 
(FIQR-Br): Cross-cultural Validation, reliability, and construct and structural 
Validation. Disabil Rehabil. 2017;39(16):1650–63

15.	 Mease P, et al. OMERACT fibromyalgia working group. Fibromyalgia syndrome 
module at OMERACT 9: domain construct. J Rheumatol. 2009;36(10):2318–29

16.	 Döhmen A, Kock M, Fischer F, Rose M, Obbarius A, Klapproth CP. Are 
OMERACT recommendations followed in clinical trials on fibromyalgia? A 
systematic review of patient-reported outcomes and their measures. Qual 
Life Res. 2023;32(6):1521–36

17.	 Gupta A, Silman AJ, Ray D, Morriss R, Dickens C, MacFarlane GJ, Chiu YH, 
Nicholl B, McBeth J. The role of psychosocial factors in predicting the onset of 
chronic widespread pain: results from a prospective population-based study. 
Rheumatol (Oxford). 2007, Apr;46(4):666–71

18.	 Adams LM, Turk DC. Central sensitization and the biopsychosocial approach 
to understanding pain. J Appl Behav Res. 2018;11:12125 PM

19.	 Herrero Babiloni A, De Koninck Beetz GP, De Beaumont L, Martel MO, Lavigne 
GJ. Sleep and pain: recent insights, mechanisms, and future directions 
in the investigation of this relationship. J Neural Transm (vienna). 2020, 
Apr;127(4):647–60

20.	 Afolalu EF, Ramlee F, Tang NKY. Effects of sleep changes on pain-related 
health outcomes in the general population: a systematic review of 
longitudinal studies with exploratory meta-analysis. Sleep Med Rev. 2018, 
Jun;39:82–97

21.	 Aili K, Andersson M4, Bremander A4, Haglund E, Larsson I, Bergman S. Sleep 
problems and fatigue as predictors for the onset of chronic widespread 
pain over a 5- and 18-year perspective. BMC Musculoskelet Disord. 2018, 
3;19(1):390

22.	 Mundal I, Gråwe RW, Bjørngaard JH, Linaker OM, Fors EA. Prevalence and 
long-term predictors of persistent chronic widespread pain in the general 
population in an 11-year prospective study: the HUNT study. BMC Musculo-
skelet Disord. 2014, 20;15:213

23.	 Druce KL, McBeth J. Central sensitization predicts greater fatigue indepen-
dently of musculoskeletal pain. Rheumatol (Oxford). 2019;58(11):1923–27

24.	 Van Damme S1, Becker S2, Van der Linden D. Tired of pain? Toward a better 
understanding of fatigue in chronic pain. Pain. 2018;159(1):7–10

25.	 Arnold LM, Bennett RM, Crofford LJ, et al. AAPT diagnostic criteria for fibromy-
algia. J Pain. 2019;20(6):611–28

26.	 Sullivan MD, Vowles KE. Patient action: as means and end for chronic pain 
care. Pain. 2017;158(8):1405–07

27.	 Gorzewski AM, Heisler AC, Neogi T, Muhammad LN, Song J, Dunlop D, 
Bingham CO 3rd, Bolster MB, Clauw DJ, Marder W, Lee YC. Predicting disease 
activity in rheumatoid arthritis with the fibromyalgia Survey Question-
naire: does the severity of fibromyalgia symptoms matter? J Rheumatol. 
2023;50(5):684–89

28.	 Wallace BI, Moore MN, Heisler AC, Muhammad LN, Song J, Clauw DJ, 
Bingham CO, Bolster MB, Marder W, Neogi T, Wohlfahrt A, Dunlop DD, Lee 
YC. Fibromyalgianess and glucocorticoid persistence among patients with 
rheumatoid arthritis. Rheumatol (Oxford). 2022;61(4):1556–62

29.	 Berrichi I, Taik FZ, Haddani F, Soba N, Fourtassi M, Abourazzak FE. Prevalence 
and associated factors of central sensitization in patients with chronic inflam-
matory rheumatic disease. Curr Rheumatol Rev. 2024, Oct, 17. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​
r​g​/​​1​0​.​​2​1​7​4​​/​0​​1​1​5​​7​3​3​​9​7​1​3​​0​9​​8​8​5​2​4​1​0​1​1​1​0​5​2​1​3. Epub ahead of print. PMID: 
39421987

30.	 Guler MA, Celik OF, Ayhan FF. The important role of central sensitization 
in chronic musculoskeletal pain seen in different rheumatic diseases. Clin 
Rheumatol. 2020;39(1):269–74

31.	 Nijs J, et al. Central sensitisation in chronic pain conditions: latest dis-
coveries and their potential for precision medicine. Lancet Rheumatol. 
2021;3(5):e383–92

32.	 Moore MN, Wallace BI, Song J, et al. Correlation of fibromyalgia Survey 
Questionnaire and quantitative sensory testing among patients with active 
rheumatoid arthritis. J Rheumatol. 2022;49(9):1052–57

33.	 Varrassi G, et al. Is fibromyalgia a fashionable Diagnosis or a medical mystery? 
Cureus. 2023, Sep, 7;15(9):e44852

34.	 Paroli M, et al. Janus kinase inhibitors: a New tool for the treatment of axial 
Spondyloarthritis. Int J Mol Sci. 2024, May, 29;25(11):5922

35.	 Sarzi-Puttini P, et al. Fibromyalgia position paper. Clin And Exp Rheumatol. 
2021, May-Jun;39(Suppl 130):186–93

36.	 Clauw DJ, Häuser W, Cohen SP, Fitzcharles MA. Considering the potential 
for an expanded view of fibromyalgia pathogenesis. Nat Rev Rheumatol. 
2020;16(11):645–60

37.	 DJ CLAUW. From fibrositis to fibromyalgia to nociplastic pain: how rheu-
matology has contributed to understanding chronic pain. Ann Rheum Dis. 
2024;83(11):e225327

38.	 Doebl S, Macfarlane GJ, Hollick RJ. “No one wants to look after the fibro 
patient”: understanding models, and patient perspectives, of care for fibro-
myalgia. Pain. 2020;161(8):1716–25

39.	 Geraghty AWA, Maund E, Newell D, Santer M, Everitt H, Price C, Pincus T, 
Moore M, Little P, West R, Stuart B. Self-management for chronic widespread 
pain including fibromyalgia: a systematic review and meta-analysis. PLoS 
One. 2021, Jul, 16;16(7):e0254642

40.	 Huang HX, Apriliyasari RW, Tsai PS. The effect of health education on 
symptom severity in patients with fibromyalgia: a systematic review and 
meta-analysis. Health Educ Res. 2024, Nov;1:cyae035. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​9​3​​/​
h​​e​r​/​c​y​a​e​0​3​5. Epub ahead of print. PMID: 39485707

41.	 Antunes M, Couto L, Gomes Bertolini SM, Da Rocha Loures FN, Basso Schmitt 
A, Marques A. Effectiveness of interdisciplinary health education programs 
for individuals with fibromyalgia: a systematic review. J Educ Health Promot. 
2021;10(1):64

42.	 Duhn P, Wæhrens E, Pedersen M, et al. Effectiveness of patient education as 
a stand-alone intervention for patients with chronic widespread pain and 
fibromyalgia: a systematic review and meta-analysis of randomized trials. 
Scand J Rheumatol. 2023;52(6):654–63

43.	 García-Ríos MC, Navarro-Ledesma S, Tapia-Haro RM, et al. Effectiveness of 
health education in patients with fibromyalgia: a systematic review. Eur J 
Phys Rehabil Med. 2019;55(2)

44.	 Elma Ö, Yilmaz ST, Deliens T, Coppieters I, Clarys P, Nijs J, Malfliet A. Do 
Nutritional factors interact with chronic musculoskeletal pain? A systematic 
review. J Clin Med. 2020;9(3):702

45.	 Lim KT, Lim KH, Zhou X, et al. Dietary supplements for pain relief in patients 
with fibromyalgia: a systematic review and meta-analysis of randomized 
controlled trials. Am J Chin Med. 2022;50(5):1197–218

46.	 Pagliai G, Giangrandi I, Dinu M, Sofi F, Colombini B. Nutritional interventions 
in the management of fibromyalgia syndrome. Nutrients. 2020;12(9):2525

47.	 Lowry E, Marley J, McVeigh JG, McSorley E, Allsopp P, Kerr D. Dietary interven-
tions in the management of fibromyalgia: a systematic review and best-
evidence synthesis. Nutrients. 2020;12(9):2664

48.	 Silva AR, Bernardo A, Costa J, et al. Dietary interventions in fibromyalgia: a 
systematic review. Ann Med. 2024;51(sup1):2–14

49.	 Nadal-Nicolás Y, Miralles-Amorós L, Martínez-Olcina M, Sánchez-Ortega M, 
Mora J, Martínez-Rodríguez A. Vegetarian and vegan diet in fibromyalgia: a 
systematic review. Int J Environ Res Public Health. 2021;18(9):4955

50.	 Martín J, Torre F, Padierna A, Aguirre U, González N, Matellanes B, Quintana 
JM. Interdisciplinary treatment of patients with fibromyalgia: improvement of 
their health-related quality of life. Pain Pract. 2014, Nov;14(8):721–31

51.	 Andrade A, Vilarino GT, Serafim TT, Pereira Júnior AA, De Souza CA, 
Sieczkowska SM. Modulation of autonomic function by physical exer-
cise in patients with fibromyalgia syndrome: a systematic review. PM&R. 
2019;11(10):1121–31

52.	 García-Hermoso A, Saavedra JM, Escalante Y. Effects of exercise on functional 
aerobic capacity in adults with fibromyalgia syndrome: a systematic review of 
randomized controlled trials. J Back Musculoskelet Rehabil. 2015;28(4):609–19

53.	 Ma J, Zhang T, Li X, Chen X, Zhao Q. Effects of aquatic physical therapy on 
clinical symptoms, physical function, and quality of life in patients with 
fibromyalgia: a systematic review and meta-analysis. Physiother Theory Pract. 
2024;40(2):205–23

54.	 Calles Plata I, Ortiz-Rubio A, Torres Sánchez, et al. Effectiveness of aquatic 
therapy on sleep in persons with fibromyalgia. A meta-analysis. Sleep Med. 
2023;102:76–83

55.	 Bravo C, Rubí-Carnacea F, C3olomo I, Sánchez-de-la-Torre M, Fernández-Lago 
H, Climent-Sanz C. Aquatic therapy improves self-reported sleep quality in 
fibromyalgia patients: a systematic review and meta-analysis. Sleep Breath. 
2024;28(2):565–83

https://doi.org/10.2174/0115733971309885241011105213
https://doi.org/10.2174/0115733971309885241011105213
https://doi.org/10.1093/her/cyae035
https://doi.org/10.1093/her/cyae035


Page 12 of 13Heymann et al. Advances in Rheumatology           (2026) 66:10 

56.	 Correyero-León M, Medrano-de-la-Fuente R, Hernando-Garijo I, et al. Effec-
tiveness of aquatic training based on aerobic and strengthening exercises in 
patients with fibromyalgia: systematic review with meta-analysis. EXPLORE. 
2024;20(1):27–38

57.	 Bidonde J, Busch AJ, Schachter CL, et al. Mixed exercise training for adults 
with fibromyalgia. Cochrane Musculoskeletal Group, ed. Cochrane database 
Syst Rev. Vol. 2019. 2019(5

58.	 Andrade A, De Azevedo Klumb Steffens R, Sieczkowska SM, Peyré Tartaruga 
LA, Torres Vilarino G. A systematic review of the effects of strength training in 
patients with fibromyalgia: clinical outcomes and design considerations. Adv 
Rheumatol. 2018;58(1):36

59.	 Vilarino GT, Branco JHL, De Souza LC, Andrade A. Effects of resistance training 
on the physical symptoms and functional capacity of patients with fibromy-
algia: a systematic review and meta-analysis of randomized clinical trials. Ir J 
Med Sci. 1971-. 2023, 192(4):2001–14

60.	 Bastos ACRDF, Vilarino GT, De Souza LC, Dominski FH, Branco JHL, Andrade A. 
Effects of resistance training on sleep of patients with fibromyalgia: a system-
atic review. J Health Psychol. 2023;28(11):1072–84

61.	 Vilarino GT, Andreato LV, De Souza LC, Branco JHL, Andrade A. Effects of 
resistance training on the mental health of patients with fibromyalgia: a 
systematic review. Clin Rheumatol. 2021;40(11):4417–25

62.	 Rodríguez-Domínguez Á, Rebollo-Salas M, Chillón-Martínez R, Rosales-
Tristancho A, Jiménez-Rejano J. Clinical relevance of resistance training in 
women with fibromyalgia: a systematic review and meta-analysis. Eur J Pain. 
2024;28(1):21–36

63.	 Wang JJ, Tam KW, Hsiao HY, Liou TH, Rau CL, Hsu TH. Effect of resistance 
exercises on function and pain in fibromyalgia: a systematic review and 
meta-analysis of randomized controlled trials. Am J Phys Med Rehabil. 
2024;103(4):275–83

64.	 Lorena SBD, Lima MDCCD, Ranzolin A, Duarte ÂLBP. Effects of muscle stretch-
ing exercises in the treatment of fibromyalgia: a systematic review. Rev Bras 
Reumatol. 2015;55(2):167–73

65.	 Kim SY, Busch AJ, Overend TJ, et al. Flexibility exercise training for adults with 
fibromyalgia. Cochrane Musculoskeletal Group, ed. Cochrane Database Syst 
Rev. Vol. 2019. 2019(9)

66.	 Mingorance JA, Montoya P, Miranda JGV, Riquelme I. The therapeutic effects 
of whole-body vibration in patients with fibromyalgia: a randomized con-
trolled trial. Front Neurol. 2021, Jun, 2;12;658383. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​3​3​8​9​​/​f​​n​e​u​
r​.​2​0​2​1​.​6​5​8​3​8​3. PMID: 34149596; PMCID: PMC8208732

67.	 Adsuar JC, Del Pozo-Cruz B, Parraca JA, Olivares PR, Gusi N. Whole body vibra-
tion improves the single-leg stance static balance in women with fibromyal-
gia: a randomized controlled trial. J Sports Med Phys Fit. 2012;52(1):85–91

68.	 Collado-Mateo D, Adsuar JC, Olivares PR, et al. Effects of whole-body vibra-
tion therapy in patients with fibromyalgia: a systematic literature review. Evid 
Based Complement Alternat Med. 2015, 2015;719082. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​5​
5​​/​2​​0​1​5​/​7​1​9​0​8​2

69.	 Moretti E, Tenório A, Holanda L, Campos A, Lemos A. Efficacy of the whole-
body vibration for pain, fatigue and quality of life in women with fibromyal-
gia: a systematic review. Disabil Rehabil. 2018;40(9):988–96

70.	 Chen Z J, Zheng K, et al. Benefits of exergame training for female patients 
with fibromyalgia: a systematic review and meta-analysis of randomized 
controlled trials. Arch Phys Med Rehabil. 2022;103(6):1192–200.e2

71.	 Jones KD, Sherman CA, Mist SD, et al. A randomized controlled trial of 8-form 
Tai Chi improves symptoms and functional mobility in fibromyalgia patients. 
Clin Rheumatol. 2012;31(8):1205–14

72.	 Wang C, Schmid CH, Rones R, et al. A randomized trial of Tai Chi for fibromyal-
gia. N Engl J Med. 2010;363(8):743–54

73.	 Romero-Zurita A, Carbonell-Baeza A, Aparicio VA, et al. Effectiveness of a 
Tai-Chi training and detraining on functional capacity, symptomatology and 
psychological outcomes in women with fibromyalgia. Evid Based Comple-
ment Alternat Med. 2012, 2012;614196. ​h​t​t​p​s​:​​​/​​/​d​o​​i​.​​o​r​​g​​/​​1​0​​.​1​1​​​5​5​​/​2​​0​1​2​/​6​1​4​1​9​6

74.	 Wang C, Schmid CH, Fielding RA, et al. Effect of Tai Chi versus aerobic exercise 
for fibromyalgia: comparative effectiveness randomized controlled trial. BMJ. 
2018;360:K851

75.	 Cheng CA, Chiu YW, Wu D, et al. Effectiveness of Tai Chi on fibromyalgia 
patients: a meta-analysis of randomized controlled trials. Complement Ther 
Med. 2019;46:1–8

76.	 Robbins R, Helmer D, Monahan P, et al. Management of chronic multi-
symptom illness: synopsis of the 2021 US department of veterans affairs 
and US department of defense clinical practice guideline. Mayo Clin Proc. 
2022;97(5):991–1002

77.	 Chen J, Han B, Wu C. On the superiority of a combination of aerobic and 
resistance exercise for fibromyalgia syndrome: a network meta-analysis. Front 
Psychol. 2022;13:949256

78.	 Albuquerque MLL, Monteiro D, Marinho DA, Vilarino GT, Andrade A, Neiva HP. 
Effects of different protocols of physical exercise on fibromyalgia syndrome 
treatment: systematic review and meta-analysis of randomized controlled 
trials. Rheumatol Int. 2022;42(11):1893–908

79.	 Almutairi NM, Hilal FM, Bashawyah A, et al. Efficacy of acupuncture, intrave-
nous lidocaine, and diet in the management of patients with fibromyalgia: a 
systematic review and network meta-analysis. Healthcare. 2022;10(7):1176

80.	 Zheng C, Zhou T. Effect of acupuncture on pain, fatigue, sleep, physical func-
tion, stiffness, well-being, and safety in fibromyalgia: a systematic review and 
meta-analysis. J Pain Res. 2022;15:315–29

81.	 Valera-Calero JA, Fernández-de-Las-Peñas C, Navarro-Santana MJ, Plaza-
Manzano G. Efficacy of dry needling and acupuncture in patients with 
fibromyalgia: a systematic review and meta-analysis. Int J Environ Res Public 
Health. 2022;19(16):9904

82.	 Kim J, Kim SR, Lee H, Nam DH. Comparing verum and sham acupuncture in 
fibromyalgia syndrome: a systematic review and meta-analysis. Evid Based 
Complement Alternat Med. 2019, 2019;1–13

83.	 Chang ZX, Chen H, Tao XW, Song YY, Gu YH, Ni GX. Acupuncture therapy 
for fibromyalgia: a systematic review and meta-analysis of randomized 
controlled trials. J Pain Res. 2019;12:527–42.

84.	 Cheng YC, Chen WY, Su MI, Tu YK, Chiu CC, Huang WL. Efficacy of neuromod-
ulation on the treatment of fibromyalgia: a network meta-analysis. Gen Hosp 
Psychiatry. 2024;87:103–23

85.	 Cheng YC, Hsiao CY, Su MI, Chiu CC, Huang YC, Huang WL. Treating fibromyal-
gia with electrical neuromodulation: a systematic review and meta-analysis. 
Clin Neurophysiol. 2023;148:17–28

86.	 Sun P, Fang L, Zhang J, Liu Y, Wang G, Qi R. Repetitiv7e transcranial Magnetic 
stimulation for patients with fibromyalgia: a systematic review with meta-
analysis. Pain Med. 2022;23(3):499–514

87.	 Su YC, Guo YH, Hsieh PC, Lin YC. Efficacy of Repetitive transcranial Magnetic 
stimulation in fibromyalgia: a systematic review and meta-analysis of ran-
domized controlled trials. J Clin Med. 2021;10(20):4669

88.	 Lloyd DM, Wittkopf PG, Arendsen LJ, Jones AKP. Is transcranial direct current 
stimulation (tDCS) effective for the treatment of pain in fibromyalgia? A 
systematic review and meta-analysis. J Pain. 2020;21(11–12):1085–100

89.	 Zhu C, Yu B, Zhang W, Chen W, Qi Q, Miao Y. Effiectiveness and safety of 
transcranial direct current stimulation in fibromyalgia: a systematic review 
and meta-analysis. J Rehabil Med. 2017;49(1):2–9

90.	 Conde-Antón Á, Hernando-Garijo I, Jiménez-Del-Barrio S, Mingo-Gómez MT, 
Medrano-de-la-Fuente R, Ceballos-Laita L. Effects of transcranial stimulation 
by direct current and transcranial magnetic stimulation in patients with 
fibromyalgia. Systematic Rev. Neurol. 2023;38(6):427–39

91.	 Hou W-H, Wang T-Y, Kang J-H. The effects of add-on non-invasive brain stimu-
lation in fibromyalgia: a meta-analysis and meta-regression of randomized 
controlled trials. Rheumatol (Oxford). 2016, Aug;55(8):1507–17

92.	 Knijnik LM, Dussán-Sarria JA, Rozisky JR, Torres ILS, Brunoni AR, Fregni F, 
Caumo W. Repetitive transcranial magnetic stimulation for fibromyalgia: 
systematic review and meta-analysis. Pain Practice. 2016 Mar;16(3):294–304.

93.	 Yang C-L, Qu Y, Huang J-P, Wang T-T, Zhang H, Chen Y. Ying-Chao Tan, efficacy 
and safety of transcranial direct current stimulation in the treatment of fibro-
myalgia: a systematic review and meta-analysis. Neurophysiologie Clinique. 
2024;54(1):102944

94.	 Teixeira PEP, et al. The analgesic Effect of transcranial direct current stimula-
tion in fibromyalgia: a systematic review, meta-analysis, and meta-regression 
of potential Influencers’ of clinical Effect. Neuromodulation. 26(4):715–72

95.	 Andrew C, et al. The empirical status of cognitive-behavioral therapy: a 
review of meta-analyses. Clin Phychol Rev. 2006;26(1):17–31

96.	 Vowles KE, Sowden G, Ashworth J. A comprehensive examination of the 
model underlying acceptance and commitment therapy for chronic pain. 
Behav Ther. 2014;45:390–401

97.	 Mascarenhas RO, Souza MB, Oliveira MX, Lacerda AC, Mendonça VA, 
Henschke N, Oliveira VC. Association of therapies with reduced pain and 
improved quality of life in patients with fibromyalgia: a systematic review and 
meta-analysis. JAMA Intern Med. 2021, Jan, 1;181(1):104–12

98.	 Kundakci B, Kaur J, Goh SL, Hall M, Doherty M, Zhang W, Abhishek A. Efficacy 
of nonpharmacological interventions for individual features of fibromyalgia: 
a systematic review and meta-analysis of randomised controlled trials. Pain. 
2022;163(8):1432–45

https://doi.org/10.3389/fneur.2021.658383
https://doi.org/10.3389/fneur.2021.658383
https://doi.org/10.1155/2015/719082
https://doi.org/10.1155/2015/719082
https://doi.org/10.1155/2012/614196


Page 13 of 13Heymann et al. Advances in Rheumatology           (2026) 66:10 

99.	 Mozhi A, Arumugam N. Effects of cognitive behavioral therapy in patients 
with fibromyalgia: a single blind, randomized controlled study. Rev Pesqui In 
Fisioter. 2021;11(1):40–49

100.	 Cojocaru CM, Popa CO, Schenk A, Suciu BA, Szasz S. Cognitive-behavioral 
therapy and acceptance and commitment therapy for anxiety and depres-
sion in patients with fibromyalgia: a systematic review and meta-analysis. 
Med Pharm Rep. 2024;97(1):26–34

101.	 Cai L, Chen Z, Liang J, et al. Effectiveness of non-pharmacological traditional 
Chinese medicine combined with conventional therapy in treating fibromy-
algia: a systematic review and meta-analysis. Front Neurosci. 2023;17:1097475

102.	 Chen X, You J, Ma H, Zhou M, Huang C. Efficacy and safety of hyperbaric 
oxygen therapy for fibromyalgia: a systematic review and meta-analysis. BMJ 
Open. 2023;13(1):e062322

103.	 Algar-Ramírez M, Úbeda-D’Ocasar E, Hervás-Pérez JP. Efficacy of manual 
lymph drainage and myofascial therapy in patients with fibromyalgia: a 
systematic review. Schmerz. 2021;35(5):349–59

104.	 Ughreja RA, Venkatesan P, Balebail Gopalakrishna D, Singh YP. Effective-
ness of myofascial release on pain, sleep, and quality of life in patients with 
fibromyalgia syndrome: a systematic review. Complement Ther Clin Pract. 
2021;45:101477

105.	 Salazar-Méndez J, Cancino-Valderrama V, Aguilar-Román G, Guzmán-Muñoz 
E. Efficacy of cupping therapy in individuals with fibromyalgia. A systematic 
review of randomized clinical trials. J Bodyw Mov Ther. 2023;36:256–62

106.	 Schulze NB, Salemi MM, de Alencar GG, Moreira MC, de Siqueira GR. 
Efficacy of manual therapy on pain, impact of disease, and quality of life 

in the treatment of fibromyalgia: a systematic review. Pain Physician. 2020, 
Sep;23(5):461–76

107.	 Perry R, Leach V, Davies P, Penfold C, Ness A, Churchill R. An overview of 
systematic reviews of complementary and alternative therapies for fibromy-
algia using both AMSTAR and ROBIS as quality assessment tools. Syst Rev. 
2017;6(1):97

108.	 Naumann J, Sadaghiani C. Therapeutic benefit of balneotherapy and 
hydrotherapy in the management of fibromyalgia syndrome: a qualitative 
systematic review and meta-analysis of randomized controlled trials. Arthritis 
Res Ther. 2014;16(4):R141

109.	 Hui LY, Yun WF. Feng C qing, Yang X feng, Sun Y hua. Massage therapy for 
fibromyalgia: a systematic review and meta-analysis of randomized con-
trolled trials. In: Manchikanti L, editor. PLoS one. Vol. 9(2): 2014. p. e89304

110.	 Wolfe F, Walitt B, Rasker JJ, Häuser W. Primary and secondary fibromyalgia are 
the same: the universality of polysymptomatic distress. J Rheumatol. 2019, 
Feb;46(2):204–12

111.	 Alexandra B, et al. Relevance of religiosity for coping strategies and disability 
in patients with fibromyalgia syndrome. J Relig Health. 2021, Jan;61(1):524–39

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Brazilian Society of Rheumatology’s fibromyalgia treatment guidelines – part I: monitoring and non-pharmacological management
	﻿Abstract
	﻿Introduction
	﻿Materials and methods
	﻿Process stages
	﻿First stage: preparation of questions and bibliographic research
	﻿Second stage: voting on the recommendations


	﻿Recommendations
	﻿What standardized assessment instruments are available to evaluate the impact of FM and the efficacy of therapeutic interventions in affected patients?
	﻿What should be the target symptoms of FM treatment?
	﻿What tools can be used to identify central sensitization in other rheumatic diseases?
	﻿Should FM be considered a disease or syndrome?
	﻿What is the best translation for the English term “fibromyalginess”?
	﻿Is patient and family education an effective intervention in the management of FM?
	﻿Are diet and nutritional supplements effective in treating FM?
	﻿Is there evidence supporting the superiority of treatment by a interdisciplinary team compared to medical treatment alone?
	﻿Which aerobic exercise modalities have demonstrated effectiveness in the management of FM?
	﻿What are the benefits of strength training in the management of FM?
	﻿What are the therapeutic benefits of flexibility exercises in the management of FM?
	﻿Are there other modalities of physical activity/rehabilitation that are effective in the treatment of FM?
	﻿Is there evidence supporting the superiority of multimodal physical activity interventions over single-modality exercise in the management of FM?
	﻿Is acupuncture effective in the treatment of FM?
	﻿Are neurostimulation techniques, such as transcranial direct current stimulation (tDCS) and repetitive transcranial magnetic stimulation (rTMS), effective in the management of FM?
	﻿Is cognitive behavioral therapy effective treatment of FM? What about other forms of psychological therapy?
	﻿Is there scientific evidence supporting the effectiveness of complementary and alternative therapies in the management of FM?
	﻿What is the role of spirituality and religiosity in the management o FM?

	﻿Conclusion
	﻿References


