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Tanim

e Fibromiyalji Sendromu (FMS) yaygin vicut agrisi ve
belirli anatomik bodlgelerde hassas noktalarin varlig
ile karakterize, etiyolojisi tam olarak bilinmeyen
kronik bir kas-iskelet sistemi sorunu

e Yillik prevalansi %2-4

e 25-55 yaslari arasinda ve kadinlarda daha sik

Burkham J, Harris ED. Fibromyalgia: a chronic pain syndrome. Kelley’s Textbook 2005




Yeni tanimlama

* Agrinin anormal santral islenmesi bozuklugu
(hastaligi) olup,

* Agrinin yani sira yorgunluk, duygudurum ve bilissel
fonksiyonlarda degisiklik gibi noropatik karakterde
farkl semptomlarla karakterizedir

e FMS’deki agri tanimu:

— Allodini, hiperpati ve hiperaljezinin eslik ettigi (sinovitin
olmadigl) generalize hassasiyet

Smith HS et al. Fibromyalgia Syndrome: A discussion of the Syndrome and Pharmacotherapy. American Journal of
Therapeutics 2010.




1990 ACR Tani Kriterleri

 En az 3 ay sureli yaygin agri
— Vucudun sag veya sol yarisinda,
— Aksiyel iskeleti de kapsayan belin alt veya Ust yarisinda agri
Ve

— Tanimlanmis 18 noktanin en az 11’inde 4 kg basin¢
uygulayacak bir palpasyonla agri

* Dislama Kriterleri
— Baska hastaliklarin varligi fibromiyalji tanisini ekarte ettirmez

Wolfe F, Syth HA, Yunus MB et al. ACR 1990 criteria for the classification of fibrromyalgia. Arthritis Rheum 1990; 33:160-
172.




ACR TANI KRITERLERI YETERLI Mi?




e Hassas nokta kavrami???

Harden RN et al. A critical analysis of the tender points in fiboromyalgia. Pain Med 2007




* Eslik eden semptomlar??

Tutukluk,

Subjektif yumusak doku sisligi,
Uyusma, karincalanma, gli¢stzltk
Bas agrisi

Depresyon, anksiyete

Hafiza ve bilissel bozukluklar
Reynaud fenomeni

Kuru agiz-kuru goz

Irritabl barsak sendromu
Uretral Sendrom

Carpinti, gogus agrisi

Cene agrisi

Vestibuler yakinmalar




FMS alt gruplar??

Grup 1: Agriya karsi artmis duyarhlik, psikolojik
bozukluk yok

Grup 2: Kronik agriya bagli depresyon ve FMS
Grup 3: Depresyon ve FMS
Grup4: Somatizasyon bozukluguna bagli FMS

Giesecke T et al. Subgrouping of fibromyalgia patients on the basis of pressure-pain threshold and psychological factors.
Arthritis Rheum 2004
Miler W, et al. The classification of fibromyalgia syndrome. Rhematol Int 2007.




FMS alt gruplar

e 1. dusuk hassasiyet, orta derecede
depresyon/anksiyete, sorun biyitme egilimi, agri
kontroll

e 2. vyuksek hassasiyet, yuksek derecede
depresyon/anksiyete, sorun biylitme egilimi, disuk
derecede agri kontrolQ

e 3. yuksek hassasiyet, dusuk derecede
depresyon/anksiyete, sorun biylitme egilimi,
viksek derecede agri kontrolu

Giesecke T et al. Subgrouping of fibromyalgia patients on the basis of pressure pain thresholds and psychological factors.
Arthritis Rheum 2003




Yeni tani kriterleri

* Yeni kriterler, yaygin agrinin yanisira yorgunluk, uyku
bozuklugu, bilissel disfonksiyon ve somatik
semptomlarin siddetini de degerlendirmekte

 Hassas nokta sayisi kullanilmamaktaFMS tanimini
agridan baska semptomlart da ekleyerek
genisletmekte

e Semptom iliskili FMS siddetini o6lcme imkani
sunmakta

Wolfe F, et al. Clinical Diagnostic and Severity Criteria for Fibromyalgia. ACR/ARHP Meeting 2009




Fibromyalgia Moldofsky Questionnaire

* 6 madde
— Yaygin agri
— Duyarlilik
— Enerji
— Dinlendirmeyen uyku
— Pskolojik stres
— Bozulmus fonksiyonellik

Moldofsky etal. ACR 2008 Meeting




Degerlendirme Olcekleri

1-} Bunlan yapabilyor rmuJasunuas &

Al Ahfvearig gwapariak

B Carmagar vk ek {mrmag e kil iba)
o) Yok pdgirmmak

) Elde bulasik vikamak

o) Habh sipirmmak

3 o b ol i i b

@0 Blirkac sokak ylrdimok

) Arkadeazi/akraba ryarether

N Bahga iglai

i¥ Armbia bl rma

So00000000
R G e )
(SECEVLINAE AL HE AR
Wl 0 10 L ke i

F-) Gegen hafta iginde kag gon kendiniz iyl hissettiniz 7
1 b= = =1 [ (=3 E

A=} Sagemn hafta iginds NasialifoonE nadaerd e kag glhn e gitmeedinde 7 (Ev hanema
ismniz lsog ermkimz

1 & b & 5

4} Ige gittiginizde afdnnz ya do hastabgmazia gk difer sonanianniz iginiz yspammre
vl laciar etkibyor 7

Hig evtiilsrmiyor Cook wilkiliyor
S5-) N clarecs agrnmz war 7

A &nrm ﬁ- Dargoribrmoz

adrm war
B=) Ma dorecn yorguniuk Risssdbyarsunue 7

— -

"u"ﬂrs.' T T} |.=| T ,pn“ ?ﬂq 1||:n|:=|. EOALEITY

T-) Sabafilan nasil uyaniyorsumugz

Iyl diindmrrrrig ol ekl werguin olormi
-} Hea dardcs aabah tutukiuBunue war 7

Tutburkl oo yolo okl ko Jiarm v
B=) Kandinizi me derscs gargin, sinirt veya sndigell hissesciyorsurus 7

Sergin hissotrmyorum ok gerginim

10=) Fendinizi e denscs Uelntlil sweaye sciin hisseciyorsumnue 7

v LG s o rieTy




informa

T RLF L

e Relhiability and Validity of the Turkish Version of the
Fibrofatigue Scale

Duygu Geler Eulen
Berfu Akbas

Muge Bireakeigil

Gulein Gulsen
Gunes Yavuzer

ABSTRACT. Ohjective: To valid ate transl sted Turkash verson of the Fibrofatgues Scales [FFE]

Methods: The Turkizh verson of FFS was administered to a consecutive sample of 2 patients
with fibromyalgia syndrcms [FS, 78 women], mean age was 37 years and mean aymptom du-
ration was 2.3 years. The Turkizh version of the Fibromyalgia Impact Questionnars, the Beck
Peprassion Inventory [B DI], and the Madical Cutcome Survey Short Formm =36 [SF-34] were doc-
umented. Esliability was tested by the test-to-test rmhabibity [intraclass comel aton coefficient] and
internal consistency [Crombach’s alpha coefficients]). Constroct validity was assessad by associas
ton with B DI and SF -36 [Speaman”s oormel ation cosfficient]. Pared f-test was wied o determine
the statistical significance of ch:‘mg}a score [responsivensss).

Results: The test-retest reliaka i.rg and internal consistency of the FFS wers sxcellent with
intracl ass cormel ation coefficientof 0.98 [0.97-099] and Cronbach’s alpha of 0 74 The cormrel stions
bataresn the FFS and the Fibromyalgia Impact Cuestionnaire items [tho = 0.546], BDI fha =0.32],
and suhscales of SF-26 [rho value ranging from —0 333 to —0.553] wers adaquata. The FFS scom
improved significantly after 3 four wesk ph{j.h: | mtrt? program [P < Q001)

Conclusions: The Turldsh FFS 15 a reliable and vahd instrament for detacting and measunng
functon a disability and symptom saventy in Turkish patienis wath FIMS,




FIBROMIYALJI-KRONIK YORGUNLUK SKALASI
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yok veya gecici

zaman zaman belirgin agri ve aci

uzamis ve rahatsiz edici agri/aci, etkili agri kesici alma ihtiyaci
Asiri derecede rahatsiz edici, dayanilmaz agri

yok

zaman zaman kullanmakla/hareketle artiyor

belirgin rahatsiz edici, otururken veya yatarken rahat pozisyon bulmada
gucluge sebep olan kas gerginligi

fiziksel gevsemeyi imkansiz kilan acili/agrili kas gerginligi

genelde gucum yerinde, yorgunluk hissetmiyorum

¢cabuk yorulurum ama dinlenmemi (isime ara vermemi) gerektirmez
belirgin yorgunluk ve enerji kaybl, sik sik ara verme ve dinlenme ihtiyaci

hemen hemen her aktivitede asiri yorgunluk/tUkenmislik hissi




Konsantrasyon kaybi:
yok

dUsuncelerimi zaman zaman toplamada gugluk

A~ WON-20

okumayi ve konusmayi engelleyecek derecede konsantrasyon kaybi ve
dusunceyi toparlamada zorluk

Ciddi duzeyde kisitlayici konsantre olamamak
normal (her zamanki gibi)
zaman zaman hatirlayamama
rahatsiz edici veya sosyal yagsami etkileyen unutkanlik
ciddi hafiza kaybi

inirlilik-huzursuzluk:
Kolay sinirlenmem

Kolay sinirlenirim ama sinirlilik halim gcabuk gecer

Genelde huzursuzum veya ofkeliyim, patlamalarim olur
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Kontrol etmesi zor veya imkansiz olacak kadar surekli sinirlilik/huzursuzluk/ofke
icindeyim




Uzutlmem gerektigi durumlarda GzalGrim
Cogu zaman uzuntuliyam, ama iyi hissettigim de olur
Beni higbir sey mutlu edemez, genelde Uzginim

Surekli Gzuntull ve kederliyim

CoOoOabhwN-=2O

yku bozuklugu:
yok

Uykuya ge¢mekte hafif zorluk, az uyuma, hafif uyku, veya normalden derin ve uzun

Uyku saatim az, en az 2 saate 1 uyaniyorum, veya normalden fazla uyuyorum
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Ciddi uyku bozuklugu, 2-3 saaten az uyku veya butun gunu uykuda

gegciriyorum

Otonom bozukluk (¢carpinti, nefes darligi, bas donmesi, artmis terleme, el ve ayaklarda sogukluk, agiz
kurulugu):

yok

ara sira duygusal stres altindayken var

rahatsiz edici ve sosyal yasami engelleyecek kadar sik ve yaygin bozukluklar (
yukaridakilerden 2 veya daha fazlasi)

gunluk yasam aktivitelerimi engelleyecek kadar ¢ok




Irritabl barsak (karinda agri veya rahatsizlik hissi, gaz, gerginlik, sik tuvalete ¢cikma,
ishal/kabizlik):
yok
zaman zaman duygusal stres altindayken var
rahatsiz edici ve sosyal yagsami engelleyecek kadar sik
gunluk yasam aktivitelerimi engelleyecek kadar ¢ok sik
as agrisi (basta rahatsizlik, agri veya aci hissi):
yok veya gecici
zaman zaman belirgin
uzun sareli, rahatsiz edici, etkili, ilag almayi gerektiren
ciddi bas agrisi
nfeksiyon:(hafif ates, bogaz agrisi, grip gibi):
yok

zaman zaman belirgin

tedavi gerektirecek kadar sik
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ciddi, yasami engelleyecek boyutta bulgularla birlikte







Tedavi Stratejisi

* Etiyopatogeneze gore
e Klinige gore




Etiyopatogenez-1

* Genetik faktorler:
— S5HT2A, D4, COMT reseptor polimorfizmi
* Imminolojik mekanizmalar:
ANA pozitifligi
Dermal-epidermal bileskede IgG depolanmasi

NK hicre aktivitesinde azalma, Thelper/Tsupressor oraninda bozulma
Sitokin artisi

Enfeksiyon ve ai ile immiun sistemde degisiklik
e Periferik teoriler:
— Fokal kas kontraksiyonu, lokal hipoksi, ATP azligi
— Sempatik sinir sistemi asiri aktivitesi
— Kas ve deri nosiseptorlerinin sensitizasyonu




Etiyopatogenez-2

* Santral teoriler:
— Otonomik ve noroendokrin disfonksiyon
— Agrinin islenmesi
— Noroplastisite

— Agrinin modulasyonu:

e Seratonin ve norepinefrin dizeyinin BOS’da azalmasi

Tan AA. Fibromyalji néropatik agri midir? In (Tan E, ed). Noropatik Agri Kitabi Nobel 2007




Santral sensitizasyon

Pathophysiology:
Peripheral and Central Sensitization

Imamura M et al. Fibromyalgia: from treatment to rehabilitation. Eur J Pain 2009




Agrinin devamliligl ve ek noroplastik degisiklikler
devam eden kisir donguye ve sonuc olarak kronik ve
direncli hastaliga neden olur.

Daha uzun sureli hastalik daha cok ve daha direncli

agriya yol acar.

Tedavi santral sensitizasyonda rol alan SSS yapilarini
hedef almalidir

Pronosiseptif girdiyi inhibe eden ve modulasyon
sinyalini arttiran ilaclar tedavide kullaniimalidir




Farmakolojik Tedaviler

Etkinlik icin glcla kanit
e Amitriptyline, 10-50 mg (yatarken)
Cyclobenzaprine, 10-30 mg (yatarken)
Pregabalin, 300-450 mg/giin
Gabepentin, 1600-2400 mg/giin
Duloxetine, 60-120 mg/glin
Milnacipran, 100-200 mg7gun
Orta duzeyde kanit
e Tramadol, 200-300 mg/gln

e SSRIs (fluoxetine, sertraline)

ZayIf dizeyde kanit

— pramipexole, gamma hydroxybutyrate, growth hormone, 5-hydroxytryptamine,
tropisetron, s-adenosyl-methionine

Kanit yok

— opioids, NSAIDS, benzodiazepene and nonbenzodiazepene hypnotics, melatonin,
magnesium, DHEA, thyroid hormone, guaifenesin

Gur A. Open Acsess Rheumatology Reports 2009; Goldenberg JAMA 2004; 292:2388-95.




ABD’de FMS Klinik Calismalar websitesi
listesinde yer alan yeni ilaclar:

rotigotine,
sodium oxybate,

eszopicone,
reboxetine,
guetiapine,

nabilone,
dronabinol,
naltrexone,
esreboxitine,
armodafinil,
Neurotropin
etoricoxib.




Farmakolojik Tedavi

* FDA onayliilaclar:
— Duloksetin
— Pregabalin
— Milnasipran




Pregabalin

* |kinci jenerasyon GABA yapisal analogu

 Voltaja duyarli kalsiyum kanallarinin® alfa 2
delta alt unitesine baglandiktan sonra
depolarizasyonla induklenmis Ca girisini ve
glutamat, noradrenalin ve substans P gibi
eksitatuar norotransmitterlerin salinimini azaltir.

* FDA onayi1 300 ve 450 mg icindir




Pregabalin avantajlari

Diger ilaclarla etkilesim minimal

KCFT.lerini bozmaz ama kreatinin klirensi tedaviye

naslamadan dnce 6lcmek gerekir, bu degere gore
doz ayari yapilir.

Dispepsisi ve irritabl barsak hastaligi olanlarda
tercih et.

RKC’da saglikli génulltlerde yavas-dalga uykuyu
belirgin sekilde arttirmis (Hindmarch, Sleep 2005)

Hauser W et al. Omperative Efficacy and harms of DLX, MLN and PGB in FMS. J Pain 2010




Pregabalin dezavantajlari

* Fibrofog olanlarda nérokognitif degisiklikler
nedeniyle (dikkat bozuklugu, konfluzyon gibi)
kullanimi kisithidir (Katz RS et al. J Clin Rheumatol 2004))

e Intihar egilimi

* Yoksunluk sendromu olabileceginden yavas yavas
kesilmels




Pregabalin yan etkiler

Anjiyoodem

Hipersensitivite reaksiyonlari
Periferal 6dem

Bas donmesi, sersemlik

Ylz, cilt, boyunda sisme
Rabdomiyoliz

Kardiyak PR intervalinde uzama
Trombositopeni

Libido azalmasi

Intahar egiliminde artis

Smith HS. Fibromyalgia Syndrome: A discussion of the syndrome and pharmacotherapy. Am J Therapeutics 2010




FMS’da Pregabalin kullanimi icin anahtar
noktalar

450 mg/giin ikiye bolinmis doz en iyi dozdur

Cogu yan etki doz bagimlidir

lacin tolere edilebilirligi uzun titrasyon perioduna
oaghdir

-MS’de uyku bozuklugunda da etkindir
Bu oneriler sadece primer FMS icin gecerlidir.

Tzellos TG et al. Gabapentin and pregabalin in the treatment of fibromyalgia. J clinical Pharmacy and Therapeutics 2010)




Duloksetin

FDA onayi aldigi diger durumlar:

— Diabetik polinéropati

— Major depresyon

— Jeneralize anksiyete bozukluklari

5-HT ve NE geri alim inhibitortdir (5/1 oraninda)
Yani endojen agri inhibitor mekanizmalari Gzerinden
etkili

60-120 mg/glin etkin dozudur.




Duloksetin yan etkiler

* Basagrisi, somnolans, bas donmesi,uykusuzluk

 GIS: diyare, bulanti, karin agris|

e KVS: Kan basinci artisi, ortostatik hipotansiyon,
senkop, carpinti




Duloksetin avantaj-dezavantajlar

Anksiyete/depresyon olsun olmasin agrida etkilidir

Yasli, hipovolemik hastalarda hiponatremi ve sADH
sendromu acisindan dikkat edilmeli

Kesilirken azaltarak kesilmeli

Gerilim tipi bas agrisi/migreni olanlari yakindan
takip et




Milnasipran

5-HT ve NE geri alim inhibitort (oran 1/3)

Endojen agri inhibitor mekanizmasi Gzerinden etkili
Onerilen doz 50 mgx2/giin

Maksimum doz 200 mg/glin (2’ye bolinmiis dozda)
CYP450 uzerinde etkili degil

Renal yolla atilimi var. Renal yetmezlikte doz ayari gerekmekte (%50
daha duslik doz ile) ve titrasyonu daha uzun stirede yapilmali

Yan etkiler: Paroksismal hipertansiyon ve aritmi

Agrinin yanisira yorgunluk ve fiziksel performans tzerinde de olumliu
etkileri var

Gerilim tipi bas agrisi/migreni olanlari yakindan takip et
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TREATMENT i
o e ELSEVIER

Critical Review

Comparative Efficacy and Harms of Duloxetine, Milnacipran, and
Pregabalin in Fibromyalgia Syndrome

wWinfried Hauser,* ¥ Frank Petzke,! and Claudia Sommer?

* Pepartmrent of internal Aedicine |, Khinfkum Saarbriicken, 2-86779 Saarbridcloen, Gorma me

fepartment of Anesthesiology and Postapen ive nfensive Care Medicine, Uiniversity of Cologne. 2-5059238 Coalogre
ety T AT

Lorepartment of Newrology University of Wiesbung, D-87080 Wiirsburg, Genmany

Y Departarent of Fsychosomatic Medicine, Technische Universitat Manchen, D-81675 Manchen, Germany.

Abstract: Duloxetine (DLX), milnacipran (MLMN), and pregabalin (PGE) are the only drugs licensed by
the Us Food and Drug Administraticon (FDA&) for fieromyalgia syndrome (FRS). Evidence on the come-
parative benefits and harms |5 still accruing. The authors searched PMEDLIMNE, SCOPUS, Cochrane Cene-
tral Register of Controlled Trials, and scught unpublished data from the databases of FDA, US
Mational Institutes for Health, and Industry through May 2009 for randomi zed contrelled wials. Ouwt-
romes of interest were symptom reductiocn (pain, fatigue, sieep disturbance, depressed mood, res
duced health-related gquality of life), and adverse events. 17 studies with 7. 730 patients met the
ineludion eriteria. The I drugs were superior to placebo except DL for fatigue, MLN for sleep distur-
bance, and PGE for depressed mood. Adjusted indirect comparisons indicated no significant differ-
ences for 3I0% pain rellef and dropout rates due to adverse svents between the I drugs.
Significant differences In average symptom reductien were found: DLY and PGE were superior to
MILM in reducticn of pain and sleep disturbances. DL was superior o MLMN and PGER in reducing de-
pressed mood. MLM and PGE were superior to DLY in reducing fatigue. The risk of headache and nau-
sea with DL and PLM was higher compared with PGE. The dsk of diarrhea was higher with DL
compared to MLM and PGE. There is evidence for the short-term (up to & months) efficacy of DL,
PLK, and PGSE. Differsnces with regard to the occurrence of the key symptoms of FMS and to
drug-speciflc adverse svents may be relevant for the cholce of medication.

FEHpEEthE.‘ This articlhe presents comparativa dats on the efficacy and harms of duloxatine, mifne-
dipran, and pregabalin in fibromyalgis syndrome. The resulis can help clinfcians in choosing medics-
thon since the 3 drugs have differant effacts on the ey symptoms of fibromyalgia syndromes amd
differemces in side affects, contraindications, and waernings.

& 20710 by the American Pain Society
Kay words: Fibwvonrnalgia spadraome, diudoxetine, manacipran, peegabalin, spstema fic revien
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* Anlamli fayda: en az %30 agri azalmasi

e cevabin olmamasi: yan etkiye bagli ilacin birakilmasi
veya %30’dan daha az agri azalmasi

* %30 agri azalmasi icin NNT degerleri:
— DLX: 7,2
— MLN:19
— PGB: 8,6




Table 3. Most Frequent Side Effects in Randomized Controlled Trials (Parallel Design) with
Duloxetine, Milnacipran and Pregabalin (All Dosages Pooled Together)

Dl o Tinge

SmfF EFRECT

Sumt RCTs IV = 876 (%)

Praceeo N = 535 (%)

NNH (95% C1)

RR (55% CT)
F: PuaLLe

Mauses
Headache
Diry mowth
Insamnia
Constipation
Hyperbidmnosis
Dizziness
Cnarrhea
Fatigue

Somnolence

257 {29.3)
175 {20.00
158 (1B.1)
127(14.5)
118013.5)
24 (96)
96 (10.5)
102 (11.6)
127(14.5)

84 (8.6

51(11.4)
B4 (12.00
29(54)
48 (9.2)
19(3.6)
61(1.1)
3B [6.7)
42 [ 7.8)
3B{7.1)

15(2.8)

564572
125 (8.4,23.8)
7.9(6.3,10.5)
187 (11.551.0)
1001 (7.9,13.9)
11.8(9.4,15.8)
23.6(13.9.79.0)
266 (145,147
13.5(9.4,23.8)

147 (109,22.8)

2541923310
0% < 0007

1.61 [1.20,2.17)
0%, .00
31602.11.4.72)
0%, < 0001

2.47 (0.57,10.71)
A%, 23
3.50(2.23,579)
0%, < 0001
£71(2.3413.95)
0%, 0001

262 (1.534.50)
27%; 0004
158(1.11,2.29)
% 0.0

2.07 (1.47,2.97)
0%, < 0001
266 (1.78,398
0%, < 0001




ATLNACELAN

SioE ERECT

Sum RCT W = 1,460 (%)

Praceso W = 824 (%)

NNH (85% CT)

RR 95% C1)
|"‘1; P AL

hlauses
Headache
Dry mouth
Insormnia

Constipation

Hyperhidrosis

Dizriress
Diarrhaa

Fatigue
Somnolence

336 (367)
255 (170.5)
A4/655 (6 &)
171011.7)
232 (15.9)
12518 6)
156 (10.3)
68 (4 6)

hA
hR

124 [19.9)

B4 (13.5)

6223027

57 (9.7)
22 [3.5)
10(1.6)
32 (3.2)
40 (6.4)

MR
MA

5.1(4.3,6.3)
25.0(19.7,144)
255148, 923)
BENOBBALT
B.1(68100)
14.4(115,19.2)
19.4{134,35.5)

5.7 (-253,29.1)

1.84 [1.55,2.18)
0%, < 0001
1.30 {1.04,1.84)
D%, .02

2,46 [1,08,5 69)
0%, .04

1.35 (1.01,1.79)
0%; .04

4,47 (2.91,6.86)
0%, < D001
.00 2.64,9.47)
D%, < D00
1.94 (1.34,2.81)
0%, 0004,

72 149,105

0%; .09

PREGABALMN

SICE EFFECT

Sum RCTS N = 2,064 (%)

Praceeo W = 683 (%)

NIVH (95% O

RR [(95% CI)
I‘i; P yvaluE

Dizziress
Somnolenoe
Fatigue/asthenia

Weight gain

143 (38.4]
424 (205)
158(7.7

231(11.1)

67 (9.8)
3309
31 (.04)

17 (.02)

35(3.2,39)
6.4 {5.5,7.5)
321 (19.8,84 &)

11.5(9.9,14.5)

287 [3.064.85)
0%, < 0001
4.21[2:965.94)
0%, « 0D
1.67 (1.15.2.43)
D%, 0007
4 58 2.44,6.82)
0%, « 0001




RR {85% CI)
SiE BFFECT Sum RCTS W o= 20648 %) Praceio A = 657 (%) MH (959 O F; P vaiuE

Peripheral edema 146(7.1) 15(.2) 20.5{15.5,30.1) 3,52 (2.01,6:18)
0%, <0001

Headachs 145 7.0 BE(12.9] =141[-32.1,11.8 257,91
0%, 007

Dry mouth 168 (8.1) 11102 15.3(12.4,19.9 498 (2.72.8.10)
0%, < 0001

Nausea 441741 . 08) 27/387 (.07) -896 3 (-24. 4,498 97 (64,1.48)
0%, B9

Diarrhea BEMS17 (00 30505 [.0B) -B4.6([-117,265%) T4 (42,1.48)
a0%, 46

Constipation B5/741 (0% 187387 {.05) 243(14.1,83.8 3,54 (50,30.74)
74%, 19




Sonuclar-1

DLX ve PGB MLN’a gore uyku bozukluklari ve agriyi
azaltmada daha etkin

DLX, PGB ve MLN’a gore depresif duygudurumu
azaltmada daha etkin

MLN ve PGB, DLX’e gore yorgunlugu azaltmada
daha etkin

Basagrisi ve bulanti DLX ve MLN’da daha fazla
Diyare DLX'de daha fazla.




Sonuclar-2

Yoksunluk sendromu her 3 ilacda da var

KiIsa vadede yani 6 aylik izlemde her Uc ila¢ da
nlaseboya ustin

DLX yorgunluk, MLN uyku bozuklugu, PGB ise depresif
duygudurum icin iyi secenek degil

Agri Uzerindeki etkinlik acisindan aralarinda fark yok
DLX ve MLN en sik yan etkisi GIS ve bas agrisi

PGB en sik yan etkisi ndrobilissel yan etkiler, kilo alimi
ve periferal 6dem




Table 5. Summary of Prescribing Information of Duloxetine, Milnacipran, and Pregabalin Given by

the FDA

DimioG ENOEAGE RFCOAMMAENTED W FS

It PELAR LA TR O

WA iessin s Ands FrE Ca LATnOwES

L EoHE NTERACTHINT
FREGRARCF AN BUREG
P ClaTaC PaTiEN TS

L AST L=DrailE

Dudoxetime B0 mofd once & day

Milnacipran 100 mgfd two divided
dosages, may inoneased

1o 200 g

Pregabakin
two divided dosages

1

Concomitant wse of
monoaminoocydase
inhibiiors

2 Uincorstrodled msrmow-
angle glauooma

3 Sasbstaris aloohol use
or ewidence of chronic
Izt clarm agpe

4 Severs renal

im padrrm et

Concomitant wuse of

O OErTers Coasy da e
nhbntors

2 Uncontrolled narrona-
angke glauvcoma

3. Substartial alcohol L=e
ar ewidence of chronic
Iyer damags

150 Mg up 10 300 mod in Known Fyperseredny

agans pragabalin

1. Swaciolality

£, Hapatotowic iy

2. Orihestatic
PypoTEns o ﬂﬁIjS}'r'll:DDE
4 Serotonin- or
negroleptic synodromea-
like reactions

S abnormal Blesding
B, Discontinuation

sy rlromae

7. Activaton of mania
E. Blood pressure control
5. My ponaliremia

10 Glucose cortnsl m
diabates

1 1. Slone gasine
erpEng

12, Urtnany hesiation
and reterntion
Suicidafity

2. e FETOTOM ATy

3, Sercionin syrdrone
5. abnormal blaooing
B, Discontinuation
Syrdrome

¥, Elevated blood
Pressurne

B Urinary hestation and
T2 ey

O, Selfures
Angioederma

2. Hy parsensitrvity
reactions

3. Inchegsed Seirure
frequency in patierds
with seirure disorders
in case of rapid
digcortiruelion

i, DNEFIress ard
somnolance and mpair
patierds’ abdlity 1o drive
or aperale machirmer

1. inhibitors of CYP162 or

Thiordazing should bs
avaided

2. Potent inhibitors of
CYP2DE may increasa
cluloxetine concertraticn
3 Dulooostine is

& maderate inkibitar of
P2 DEe

Use anly if potential
bBersfits justfies 1he
potertial risks

Mol apgroved

Mo clinically stgmificamt

pharmacokiretic drug
Interactions

Use only if potential
beraiits justifies the
potential risks

Mot approved

Mo climically sigmiticant

pharmacokinafic drug
inier actions

Use gnly If potemtial
beradits justifies tha
polertial risks

Mot approvea
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RESEARCH ARTICLE Open Access

Pregabalin in fibromyalgia - responder analysis
from individual patient data

Sebastian Straube?, Sheena Derry2 R Andrew Moore®2, Jocelyn Paine? and Henry J MaQuay?

Abstract

Background: Population mean changes are difficult to use in clinkcal practice Responder analysis may be better, but
needs validating for level of regponse and treatment duration. Aconsensus group has defined what constitutes
minimal, moderate and substantial benefit based on pain intensity and Patient Global Impression of Change soores
Methods: We cbtained individual patient data from four mndomi sed double bhnd trals of pregabalin in iteormyalgia
lasting eight to 14 weeks. We caloulated response fior ali efficacy cutcomes using any improvement (= (86), minimal

Increasing level CfFE‘}Fu:ﬂ‘iE a significant difference between pregabalinand placebo and a Frend towards kower
(betber) MNTs at higher doses Maximum response rates occurred 3t 4-6 weeks for higher levels of response, and were
constant thereafter. NNTs (with 95% confidence intenals) for = S0% improvernant in pain intensity compared with
placeboafter 12 weeks were 22 (11 10 870) for pregabalin 300 mag, 16 (9.3 1o 59) for pregabalin 450 mg, and 13 (81 to
31) for pregabalin 600 mg daly, NINTs for 2 508 improvement in sleep interference compared with placebo after 12
weeks were 13 (82 to20) for pregabalin 200 mg, 84 60 to 14) for pregabalin 450 mg. and 84 (6.1 to 14) for pregabalin
600 mg. Other cutcomes had fewer respondents at higher response levels, but generally did not discriminat e bet wisen
pregabalin and placebo, or show any dose response, Shorter duration and use of ‘any improvement’ over-estimated
treatrment effect compared with longer duration and higher levels of response

ConcClusions: Respond e analyds is useful in fibromyalgia, particularly for pain and deep cutcomes. Some fibromyalgla
patients treated with pregabalin experience a moderate or substantial pain response that is consistent over tirme. Short
triaks using “any Improvernmant’ 3 an outcome overestimate treatrment effects




Sonuclar

Daha yuksek doz PGB’de daha dusik NNT degeri saptanmis
Maksimum yarar 4-6 hafta arasinda cikmis sonra sabit devam etmis

12. haftadan sonra orta ve ylksek oranda agri azalmasi olan
hastalarin bu oranlari azalmaya baslamis. Bu donemde
nonfarmakolojik tedavilerin eklenmesi dnerilmis

Zaman uzadikca agri ve uyku bozuklugu icin NNT degeri artiyor (her 3
dozda da)

— llac1 birakma

— Yan etKki

— Daha yuksek doza ihtiyac

PGIC'de iyilesme 600 mg’da 450 mg’a gore daha dusik
450 mg optimal doz




FMS’de farmakolojik tedavi secimi

Anahtar semptomlara

Yan etki profiline

Eslik eden hastaliklara

Hastanin tercihine gore yapilmal




Kullanilan ilacin etkisi goraltr ve yan etkisi ortaya cikmaz ise
en az 6 ay devam edilmeli

FMS heterojen klinik antiteler grubu

Noral mekanizmalardaki kompleks yolaklar hastalar arasinda
degisiyor olabilir

Farkh yolaklar farkli agri paternleriyle direkt uyumlu degil

Kronik agri beyinde fonksiyonel, yapisal, kimyasal degisiklikler
ile karakterize

llaclara fizyolojik cevaplarda kisisel farkliliklar olabilir

Genetik, norobiyolojik calismalar FMS'de hedef tedaviyi
belirlemede faydali olabilir

Straube S et al. Pregabalin in fibromyalgia-responder analysis. BMC Musculoskletal Disorders 2010




FMS alt gruplarina gore tedavi

Grup 1: Agriya karsi artmis duyarlilik, psikolojik
bozukluk yok---SSRI

Grup 2: Kronik agriya bagli depresyon ve FMS-SNRI, TAD
Grup 3: Depresyon ve FMS-dusuk-tam doz TAD, SNRI

Grup4: Somatizasyon bozukluguna bagli FMS-
psikoterapi ve psikoaktif ilaclar

Miler W, et al. The classification of fibromyalgia syndrome. Rhematol Int 2007.




FIBRO Metodu (mVASFIQ)

Fatigue---modafinil* (50-400 mg/glin),
— Sabah dozu ile basla, gerekirse 6gle dozu ekle

— KCFT ve BFT bozuk olan hastalarda dikkatli takip
— Alkol ve ilag bagimliligi olanlara énerilmez

Insomnia--- ,Ketiapin (25-100 mg)3

— PGB uzun suretedavide etkili olamayabilir
Blues---SNRI, TAD
— MLN 6ncelikle tercih edilebilir.
Rigidity---Siklobenzaprin (10 mgx4-5)4, Tizanidin?
Ow---(pain)
1Schwartz TL et al. Modafanil treatment for fatigue associated with fibromyalgia. J Clin Rheumatol 2007
2Hindmarch | et al. A doubleblind study in healthy volunteers to ases the effects on sleep of pregabalin
compared with alprazolam and placebo. Sleep 2005

3 Hidalgo J et al. An open-label study of quetiapine in the treatment of fibromyalgia. Biol Psychiatry 2007
4 Tofferi JK et al. Treatment of fibromyalgia with cyclobenzaprin Arthritis Rheum 2000.




Tedavi Kilavuzlari




Kanita Dayali Tip

Kanit Tipi

Kanitlar, iyi dizayn edilmis ¢ok sayida meta analizden ve kontrolli
calismadan elde edilmistir.

Kanitlar, en az iyi dizayn edilmis bir deneysel calismadan elde edilmistir.

Kanitlar iyi dizayn edilmis non-randomize, kontrolli, tek-grup, pre-post,
kohort, zaman, eslestirilmis vaka kontrolli deneysel ¢calismalardan elde
edilmistir.

Kanitlar iyi dizayn edilmis karsilastirmali ve korrelasyon taniml
calismalar gibi deneysel olmayan calismalardan ve olgu calismalarindan
elde edilmistir.

Kanitlar olgu sunumlarindan ve klinik deneyimlerden elde edilmistir.




Kanita Dayali Tip

ONERI| DERECELERI

Kanitlar dizey I’ e dayalidir veya I, I11, IV dizeyde kanit
saglayan pek cok calisma mevcuttur.

Kanitlar dizey I, Ill, IV” e dayalidir ve bulgulari genellikle
tutarhdir.

Kanitlar Il, lll, IV* e dayalidir ancak bulgular tutarl
olmayabilir

Cok dusuk dlizeyde veya hemen hi¢c olmayan ampirik
kanitlar mevcuttur.




EULAR 2008




Ceenveral

Full undersianding of fibromyalgia requines
comprehensive assessment of pain, function, and
psychosocial context. Flbromyalgia should be recognised
as a complex and heterogencous condition where there is
abnormal pain processing and other secondary (eaturnes

Optimal treatment requires a multidisciplinary 5;}3[:.'?5‘3‘“1‘.'"
with a combination of non pharmacological an :
pharmacological treatment modalities tatlored according to
pain intensity, function. associated leatures such as
depression, fatigue and sleep disturbance In discussion
with the paticnt

Hﬂl‘hf"l.lrﬂﬂtﬂll‘ltll Management

Heated pool treatment with or without exercise is elfective
in fibromvyalgia

Individually tallored exercise programunes including
acrobic exercise and strength training can be beneficial 1o
some patients with lHbromyalgia

Cognitive behavioural therapy may be of benelit 1o some
patients with libromyalgia

Cher theraples such as relaxation, rehabi litation,
physiotherapy and paychological supporn may be used
depending on the needs of ithe individual pationt

p‘lﬂrm:u:ﬂnﬂlr:l.l AManagement

Tramadol is recommended for the management of padn In
fibromyalgia

Simple analgesics such as paracetamol and other weak
opiokds can also be considered in the treatment of
fibromyalgia Conicosterodds and strong oplodds are not
recommended.

Antidepressants: amiiriptvline. fluoxatine. duloxetine,
milnacipran, moclobemide and pirlindole, reduce pain and
often improve functon, therefore they are recommended
for the treatment_of fibromyalgia

Tm-pimrm, pramipexole and pregabalin reduce pain and
are recommended Tor the treatment of fibromyalgia




APS-2005

(American Pain Society)




Interventinns

7. Begin treatment of FMS by confirming the diagnosis of FMS and explaining what the condition 15 and what itis
nct, (Panel consensus) Patient educabon 15 crtical to optimal management of FMS, (B)

B. Use multiple strategies and include both pharmacologic and nonpharm acologic therapes in the m anagement of
FMS. (A)

Pharmacologic Therapies

9. For initial trestment of FMS, prescribe a tricvelic antideer essant for sleen, in particdlar 10 to 30 mg amitriptyline
or cyclobenzapnne at bedime &} —— -

10.Use selechve serctoren reuptake inhibitors (SSRIS) such as tlucketine, aone or in combmation wath icyclics, for
pan rehef, (B) The doses of al antidepressants shoud be individuali zed and any concurrent mood disturbances
treated. (Panel consensus)

11. Do not use non-steroidal anti-inflammatory drugs (NSAIDs) as the pnmary pan medcation for people with FMS.
A) Thereis no evidence that NSAIDS are effective when used alone to treat FMS patents. NSAIDS, including COX -

2 selachive agarts and acetaminophen, may provide some analgesia when used with other medicabions. (C)

12, Use tramadd (S0 to 100 mg two or three tmes daily) for pan relief in people with FMS. The dose of tramadol
should be increased dowly over time and should be tapered gradusly when discontinued. Tramadol can be used
aone or in combination with acetaminophen, (B)

13, Use opioids for management of FMS pain only after all other pharmacologic and nonpharm acologic ther apies
have been exhausted. (Panel consensus)

14.Use sleap and anti-anxiaty madications such as trazodone, benzodiazenines, nonbenzodiazenine sedatives, or

L-dopa and carbidopa in FMS, espacially if sleep disturbances such as restess leg syndrome are prominent. [A )

15. D0 not use corticosteroids in the treatment of FMS unless there is concurrent joint, bursa, or tendon
infl e G0N

16. &sk patiants about their use of complementary products and practices and have sufficient knowledge of them to
}t_'IE' atﬂe IJ;*:_ Eﬁ.:;iqg guEstions ConCarring eficacy and igenaly possble negative interactions with prescnbed
reatment.




Nonpharmacologic Theraples

17.Provide 3| patients with basic information on FMS and trestment options, and educate them about pain
management and selff-management programs & an intidl part of treatment. (A)

18, Incorperate cognitive-behavicral ther apy into a mulbmodality treatment approach to reduce pain, enhance self-
eificacy, and improve funchon, (A)

19, Encourage and support pecole with FMS to perform moderately intense aercbic exercise (60-75% of age-
adjusted maximum heart rate (210 minus the person's age]) two to three times per weex. (A) [n ind viduds who
ae decondtioned, this rate can be achieved with very |ow levels of exercise,

20, Advise peaple with FMS to avard exercise-induced pain by stretching to the point of slight resistance, not to the
pant of pain. This is especially important in a subgroup of individuds who have Joint hypermobility, (8)

21, Begin exercise programs for people with FMS 2t 3 level just below their capaoty, and progress in frequency,
durdhion, o intensity as their levels of fitness and strength increase, Exercise progression should be sow and
qradual, or participants will experience a marked, exercise<nduced exacerbation of pain that may lead to
disconbnuation of the exercise program. (Panel consensus)

22, Encourage people with FMS to perform muscle-strengthening exertise two times per wesk. (B)
23, Encourage ongoing exercise to mantain exertise-nduced gans, (B)

Ei\.pffer clinician-assisted treatments such as clinical hypnags and biofeedback (B), acupuncture (C), chiropractic
manipulabon, therapeutic massage (B), and baneotheraoy (A), which may be helpful for pain relief,

23.Use multidisciplinary approaches that incorporate two or more strategies to decrease pain and imprave funchion
In FMS, ESpeaany in peopie who have not responded to ampler approaches, (A)




AWMEF-2009
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TABLE 1

General dlagnostic principles

Structured assessment of pain (pain slketch)
Thorough history:

¢ Gererlsymptoms (fatigue, weakness), further physical
complaints (e.g., ireqular bowel habits, abdominal pain,
dyspepsia, urinary ymploms, sicca symptoms, general
irftability) and mental-health complaints (e.q., deturbances
of sleep or concantration, lack of drive)
Accompanying llnesses
Cument medications
Im paired activities of daily living
Subjective notions of causation and fears elating toillness
Psychosocial stressors

Physical examination of the entire body

Planned ancillary diagnostic testing for the rapid exclusion of
other conditions




Oblkatory laboratory testing In the Inltka | eva luation
of chronlc widespread pain

¢ Ensthrocyte sedimentation rate, C-eactie protein, complete
bibad count (povides evidence of polymyalyia heumat ica
or heumatoid arthntis)

¢ Ceatine kinase (evidence of muscle disease)

¢ Senum calcium (evidence of hypercalcemia)

¢ Basal thyroid-stimulating homaone (evidence of
hypothymidism)




TABLE 3

Inlications for speclallzed psychothera peutic
ewa luation In patients diagnosed with FIS (1)

¢ The patient reports cument, severe peychosocial stressors

¢ The patent reports cument or earlier psychiatric treatment
andfr use of peychotopic drugs

¢ The patent reports severe biographical stress factors
(including traumatic stress factors)

¢ Evidence of maladaptive response todeeaze (eq.,
catastophzing, inappropriate self-potective or coping
strateqieq)

¢ Patient's beliefs about psychosomatic iliness




im portant things to tell the patlent when AVIS Is
Inith lly dlagnosed

The symptoms are permanent in most patients.

The symptomsdo not lkad o invalidism or shorten life
expectancy.

Total reliet of symptoms 1S not possible in most cases,

The goals of teatment are improvement and mainte nance of
the quality of Iife {functional ability in everyday situations) and
reduction of symptoms.

Reqular physical activity, such a3 cardiascularexemcee,
contributes to symptom reduction and o impmved adaptation
to the symptoms.




Recommendations for the stratified treatment of fibromyalgia syndrome

{The avel of tmatmant and the thampaut: opions shoukd be chosen by shamd decision -makdng of tha patiant and treating
physian, n tho ghtof the aathnt's proRronces Ang Accom panying INossos, If any)

LMH 1
& Cognitve tehaviorsl therapy and operant Merapy for pain, including palent education @rade 1a evoence, grade A

recommendaticn, Strong consensys)

& Apmbic @ndurance trainng adapted O the patent’s ndivideal pefcrmance Bvel Qrade 1a evidence, grade A recommendatcn,
SIrO) CoMEan S

& Pool-based ex@rces / aquahc pgging (rade 1aevoence, gmde A Boom mendat on, Consensus)

& Spa tharapy athing in thermal s pings) Drade 12 evidence, grade A recommandation, Strong consensus)

& Amitriptyling 25-50 mgtd Grade Taevidencs, grade A eaom mendalson, Srong consensus

& [iagncsis and treatmant of comorbd physcal and mental (Inesses Qrade §evidanos, open recomimendation, Sirong
DONEBNSLE

Lavvial 2
& Jiitimoctal Dreat mend I:I'EQI.IH"EH"I'IE' ni o ma:h:anr:amm "‘ll'jl?_-'l_ﬂlg' or otear 1‘;132' . 3_‘:I|'u$1lru} mosEment lhErMJf oo inaied
with pochotherapeytic method) (gmde 14 evidence, gode A Boommendation, Sirong oonsensys
- Mainky oul patient; (oanhd npatient, when outpatient eatmen! & Inadsquale o in possibe
— (Fain lher&m o m‘.y:hc-auma‘lr: medcine wad in an aste h:d-;{.nlﬂ,l_ ofeEs a trreumah;ic-gmm fﬂ']lﬂf_ﬂ-cm ats
B NaiEanon Cenlen

Ll 3
- .SIn:rtT term l:luk:u:ehrie 60120 mQAd of Tipcoeting 2040 mgAd or m:lr!a.l:mfan II}ID—ECID mQul or parcesting 2040 mg/d

* Short-term: memramﬂmm i apery ura:le Zhevidence, grade B mmmmmm CONSERSHS) of Thempaylic
writing farade 2bevidence, giade B recom mendation, Sirong consansus)

& Multimodal intenal/bocsier therapy Grade b evidencs, open reodmmendation, Strong conSensus)

* Short-temn com pementary | herapestic Bchhgques homaoathy, wgetarian diel Qrade 20 evidenca, open recommendation,
COMBNSUE -




Karsilastirma

APS ve AWMF sistemik derleme ve meta-analizleri,
EULAR RKC.lari baz almis

EULAR farmakolojik, APS ve AWMF nonfarmakolojik

tec

avilere daha fazla yer veriyor.

AWMF ilk defa tabakali tedavi 6neriyor. Diger
kilavuzlardan farkli olarak alternatif ve tamamlayici

ted

avileri son asamada éneriyor.

AWMPFde uzun donem tedavi icin de oneriler var

(aerobik egzersiz, psikoterapi ve muldimodal tedavi)



Nonfarmakolojik tedavi stratejileri: Etkinlik Dizeyleri

Gucli Kanit

Egzersiz
Fiziksel ve Psikolojik faydalar

Aerobik performansi ve agri esigini yukseltebilir
ve agriyi rahatlatabilir
Egzersiz surekli olmali birakilinca etkinlik kaybolur

Bilissel terapi

Agri, yorgunluk, fiziksel fonksiyonlar ve ruhsal
durumda dizelme

Genellikle aylarca siren uzun streli diizelme

Hasta egitimi
Agri, uyku, yorgunluk ve yasam kalitesinde diizelme

Kombinasyon (multidisipliner terapi)

Orta Duzeyde kanit
Gucglendirme ve germe egitimi
Akupunktur, lazer
Hipnoterapi
EMG biofeedback
Balneoterapi
Transkraniyal elektrik stimulasyonu

Zayif dizeyde Kanit
Manuel terapi
Masaj tedavisi

Ultrason

Kanit yok
Hassas nokta enjeksiyonu
Fleksibilite egzersizleri

Gur A. Curr Pharm Design 2006, Goldenberg DL, et al. JAMA. 2004;292:2388-2395; Williams DA, et al. J Rheumatol.
2002;29:1280-1286; Busch AJ, et al. Cochrane Database Syst Rev. 2002
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RESEARCH ARTICLE Open Access

Efficacy of different types of aerobic exercise in
fibromyalgia syndrome: a systematic review and
meta-analysis of randomised controlled trials

Winfried Hauser*1.2, Petra Klose?, Jost Langhorst?, Babak Morad4, Mario Stemnbach®, Marcus Schilterwwolf® and
Angela Busch?

- Abstract

Introduction: The efficacy and the optimal type and volume of aemobic exencise (AE) in fibrorrpralgia sy ncrcme (FMS)
are not establishad We therefcre assessed the efficacy of different types and wolurmes of AE in FS

Methods: The Cochrane Library, EMBASE, MEDLIME, Psychinfioand SPCRTDISCUS fthrough April 2009 and the
reference sections of original studies and systernatic reviews on AE in FMS were systermatically reviewed. Randomised
controdled trials (RCTs) of AE compared with controls (treatment a2 wiual attention placebo, active themapy) and head-
to-head comparisons of different types OF AE were included. Two authors independently extracted articles using
predefined data fields, including study quality indicaton

Results: Twenty-eight RCTs comparing AE with controls and seven ECT} comparing different types of AE with a total of

-ntﬁval ) by random effect madels JIE recduced pain i{rjl (-0 46, -Gl?} P« 0001), fatique (022 (-0.38, 005); P=
0009, depressed mood (0,32 (053, 012), P= 0007 and lirnitations of health-related quality of kife (HROOL) (040 (-
060, 0208 P< 0001), and improved physical fitness (D65 (0.38, 0.95); P <0001 ), post treatment. Pain was ggrificanthy
reduced post treatment by lnd-based and water-based AE exercises with shight 1o moderate intensity and frequency
of two Of three tirmes per wesk. Positive effects on depressed mood, HROODL and physical fitreess could be maintained
at nliow-up. Continuing exercise was associated with positive outcomes at follow-up. Risks of Dias analyses did not
change the robustness of the results. Few studies reportad a detailed exenci se protacod, thus limiting subgroup
anahyses of different types of exercise

Conclusions: An aerobac exerc se programme for FMS patient s shoukd conisist of lnd-based o wat er-based exercises
with shght to rmoderate iInten sty two of three times per week for at least 4 weeks. The patient shoulkd be motvated to
continue exercise after participating in an exenc se progranmme,




Aerobik Egzersiz

e Kanitlar:

— Agri1, yorgunluk,
arttirmakta

— Uyku Uzerinde pozitif etki saptanmamis (medikasyon
eklenmeli)

— Uzun donem takipte agri ve yorgunluk Gzerine etkisi gecmis
— Su ici egzersizlerin karada yapilan egzersizlere tstunligu yok

— Hafif-orta diizeyde aerobik egzersiz etkin (MHR<%50 etkin
degil)

— Haftada 2-3 kez ve en az 4-6 hafta surmeli

— Germe ve kuvvetlendirme egzersizleri eklemenin ek yarari
gorulmemis

Hauser et al. Efficacy of different types of aerobic exercise in FMS. Arthrirtis Research&Therapy 2010
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Acrobic exercise in libromyalgia: o practical review

Eric BN, Thoomwmss « Froanacis B oo
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Klinisyen icin oneriler

Hastanin bazal fiziksel fonksiyon ve agri siddetine gore egzersizi
bireysellestir

Dusuk yogunlukta basla ve dereceli olarak hasta toleransina
gore arttir

Egzersiz en azindan baslangicta gozetim altinda olmali ki
egzersiz sonrasi agriyi artisi varsa egzersizler modifiye edilsin

FMS semptomlarinda artis olursa egzersiz yogunlugu azaltilmal
ama siklik ayni kalmali

Dusuk-orta siddette haftada 2-3 kez egzersiz yogunlugu
semptomlar, psikolojik stres ve fiziksel performans lGzerinde
etkilidir.

Son nokta MHR %60-70’inde 20-30 dk stireyi basarmak
olmalidir

Thomas EN, Blotman F. Aerobic exercise in fibromyalgia. Rheum Int 2010
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Physical Therapy Modalitiesin Management of F b romyalzia

Al Gaax*

* Fizik tedavi uygulamalari,

— Agri

— Yorgunluk

— Konddusyon

— Kas kuvveti

— Uyku problemleri




Kesikli US ve interferansiyel akim kombinasyonu agri ve uyku bozuklugunda
etkin (Almedia etal, Pain 2003)

FMS, jeneralize kas-iskelet sistemi agrisi oldugu icin TENS kullanimi limitli.
Kullanim yerine gore etkin bulan yayinlar var (Offanbacher et al Scand J
Rheumatol 2000, Minor MA et al, Rheum Dis Clin N AM, 1999)

Laser: doz ve sure ile ilgili bir standart yok. FMS semptomlarinin cogu
Uzerinde etkin bulan calismalar var (Gur A, Laser Med SC 2002, Rheumatol
Int 2002)

Magnetoterapi: RKC'da tim vicut PEMF uygulamasinin 3 aylik takibinde agri
ve yasam kalitesi dizeyinde artis saptanmisken depresyon diizeyinde
etkinlik gorilmemis (Sutbeyaz ST et al. Clin J Pain 2009)
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The use of electrothermal and
phototherapeutic methods for the treatment
of fibromyalgia syndrome: a systematic review

A utilizacdo dos recursos eletrotermofototerapéuticos no tratamento da
sindrome da fibromialgia: uma revisao sistematica

Patahia A, Ricol, Carcdma M. K Daas, Pairkcia Dirussa
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Hasta egitimi

Sendromun tipik semptomlarini tanimlamalk,
Sebepleri, sureci ve tedaviyi anlatmak

Agir kaldirma, kotu postur gibi aliskanliklari
duzeltmek

Gunluk yasam aktivitelerini dizenlemek, is
vogunlugunu derecelendirmek, molalari
planlanamak, egzersiz icin zaman ayirmak

Lera S et al. J Psychosomatic Res 2009




Bilissel-Davranissal Tedavi

SSS ve PSS, farkli seviyelerde agrinin islenmesi
nakkinda egitim

Psikolojik ve mental stresle basa cikma yollar

Jyku kalitesini arttirici davranissal teknikler

Amaclarin basarilmasi, kendine guven ve mental
saglik icin tatmin edici aktiviteler 6nermek

Psikososyal destek




SON SOZ

Hastaya vakit ayriimali,
Semptomlar detayli bir sekilde irdelenmeli

Kisiye g0

re dzellestirilmis farmakolojik ve

nonfarmakolojik tedaviler kombine edilmeli

Hastaya
Farmako

nastaligl ve tedavisi konusunda egitim verilmeli
ojik ve nonfarmakolojik tedaviler yakindan

takip edi

ip, dogru zamanda dogru mudahaleler

vapilmali

HAsta sa

hiplenilmeli



Tesekkurler




