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ABSTRACT

BACKGROUND AND OBJECTIVES: Fibromyalgia is a 
chronic and idiopathic syndrome, characterized by a general 
distributed pain, more prevalent in women. Its pathophysiolo-
gy remains unclear. Its chronicity implies an exclusively symp-
tomatic treatment, often unsatisfactory. The lack of adherence to 
the established treatment is quite common. The objective of this 
study is to present a review of the adherence to the fibromyalgia 
syndrome treatment.
CONTENTS: The concept of adherence to the fibromyalgia 
syndrome treatment, its classification, the identification of its 
measurement options, and the detection of its causes are de-
tailed, revised and updated.
CONCLUSION: The review of the literature regarding the ad-
herence to the fibromyalgia syndrome treatment points to a large 
number of nonconformity of prescription, in general with the 
prevalence of the adoption of the reduction of the recommended 
dose and the interruption of the treatment, over possible over-
doses and self-medication. The study of the causes that led to the 
non-adherence to the treatment elects the characteristics of the 
syndrome as the great villain for its occurrence. However, other 
associated factors such as the age of the subject with fibromyal-
gia, the intensity of the pain, the established polypharmacy, the 
quality of the doctor-patient relationship and the socioeconomic 
variables were also listed. The patient’s quality of life was always 
higher in patients with higher adherence to treatment and per-
sistence. Patients’ quality of life indices may indicate the level of 
commitment to treatment adherence, and vice versa.
Keywords: Adherence, Compliance, Fibromyalgia, Nonphar-
macologic treatment, Persistence, Pharmacologic treatment, 
Therapeutic conformity.
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RESUMO

JUSTIFICATIVA E OBJETIVOS: A fibromialgia é uma sín-
drome crônica e idiopática, caracterizada por queixa dolorosa de 
distribuição generalizada, mais prevalente em mulheres. A sua 
fisiopatologia continua não totalmente esclarecida. Sua cronici-
dade implica em tratamento exclusivamente sintomático e mui-
tas vezes insatisfatório. A falta de adesão ao tratamento instituído 
é bastante comum. O objetivo deste estudo foi apresentar uma 
revisão sobre a adesão do tratamento da síndrome fibromiálgica.
CONTEÚDO: O conceito de adesão ao tratamento da sín-
drome fibromiálgica, sua classificação, a identificação das opções 
de sua mensuração, e a detecção de suas causas são detalhados, 
revisados e atualizados.
CONCLUSÃO: A revisão da literatura referente à adesão ao trat-
amento da síndrome fibromiálgica mostra um grande contingen-
te de inconformidade de prescrição, em geral predominando a 
adoção da redução da dose orientada e a interrupção do próprio 
tratamento, sobre possíveis sobredoses e automedicações. O es-
tudo das causas que levaram à falta de adesão ao tratamento elege 
as características da própria síndrome como a grande vilã para 
sua ocorrência; embora, tenham sido também elencados outros 
fatores associados como a idade do portador da síndrome fibro-
miálgica, a intensidade da dor, a polifarmácia instituída, a quali-
dade da relação médico-paciente, e as variáveis socioeconômicas. 
A qualidade de vida dos pacientes sempre foi maior naqueles cuja 
adesão e persistência ao tratamento foram maiores. Os índices de 
qualidade vida dos pacientes podem indicar o nível de compro-
metimento com a adesão ao tratamento, e vice-versa.
Descritores: Adesão, Conformidade, Conformidade terapêuti-
ca, Fibromialgia, Persistência, Tratamento farmacológico, Trata-
mento não farmacológico.

INTRODUCTION

Fibromyalgia (FM) is a chronic pain syndrome with complex, 
multifactorial, and yet not fully understood etiopathogenesis. 
The most striking FM feature is generalized musculoskeletal 
pain, associated with a sleep disorder, fatigue, cognitive alter-
ations, and psychic disorders.
FM prevalence ranges from 0.2 to 6.6% in the general popula-
tion, with women more affected than men, in a ratio of 9:1, be-
ing more frequent in the age group between 40 and 55 years. The 
prevalence of psychic disorders, especially depression, among 
FM patients ranges from 49 to 80%1. 
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Treatment adherence of fibromyalgia syndrome (FMS) can be 
defined as the extent to which the patient’s behavior is in line 
with the recommendations of the health care professional (or 
group of professionals)2 regarding drug use, a proper diet up or 
changes in lifestyle. Such recommendations aim at the remission 
or control of the syndrome, and the consensual obedience can 
make the difference between success or failure.

THE CONCEPT OF ADHERENCE AND ITS EVOLUTION

Research and discussion on adherence have evolved from a 
one-dimensional approach limited to the follow-up of a phar-
macological regimen, to the understanding of the factors in-
volved in the treatment success or failure. The focus has been 
extended beyond the patient. Nowadays, it is widely recog-
nized that several factors mediate the treatment of a disease 
or health condition.
The adherence model proposed by the World Health Orga-
nization (WHO) illustrates the participation of some factors 
in the adherence process, namely aspects related to the health 
care team, factors related to the treatment itself, aspects re-
lated to the disease, the patient and socioeconomic factors2.

Fibromyalgia characteristics and the importance symp-
toms refractiveness
Aspects related to fibromyalgia are particularly crucial factors 
in adherence to its treatment.
The acceptance of the diagnosis of a non-curable disease is far 
from tacit and is often associated with the denial of both the 
disease and its treatment. Even in the medical field, there are 
still questions about considering FM as an isolated entity. The 
poor findings in the physical examination of these patients are 
remarkable, being restricted to the presence of diffuse points 
of pain and often with itinerant preferential commitment.
One of the main reasons that lead a patient not to adopt or 
interrupt a prescription, whether pharmacological, dietary, 
behavioral or the combination of one or more previous rec-
ommendations, is the persistence of symptoms, especially 
painful ones.
The remarkable FM prevalence in 2% of the world popu-
lation, associated with the suffering attributed to it, to its 
pathophysiology not yet completely revealed, to the progno-
sis regarding the possibility of cure, and to the unsatisfactory 
results in the control of its symptoms3, especially the painful 
ones, make it a huge challenge when it comes to treatment 
adherence.

Adherence to pharmacological treatment in fibromyalgia
Inadequate adherence and persistence in pharmacological 
treatment are old problems. When the patient fails faithful 
obedience and adherence to the prescribed dosage, changes 
may occur, consequently changing the relationship between 
probable benefits and respective risks. In FM, there is a large 
gap to be shared with the patient about his/her diagnosis, ill-
ness, possible risks, and benefits on whether or not to adhere 
to a proposed treatment. Patient has in mind that whatever is 

the treatment, pharmacological or not, he will not be cured; 
and moreover, although making him suffer, it will not kill 
him: “He will die with it, not because of it”. In this scenario, 
the possible benefits and risks inherent to adherence seem to 
lose relevance from the point of view of the treatment target. 
It is important to invest in the education of the medical care 
team to clarify each prescribed item. An example is an orien-
tation not to use a particular drug which, although providing 
identifiable analgesia, may pose a risk to the integrity of vital 
organs.
Several studies agree that partial or total failure of adherence to 
pharmacological prescription regimes results in increased mor-
bidity and mortality due to a wide variety of diseases, as well 
as increased costs involved with the respective medical care4-8.

Measuring the adherence to the fibromyalgia treatment by 
patients
A number of non-compliance modalities have been compiled, 
among them, the lack of pharmacological compliance (also 
known as lack of adherence to pharmacotherapy), which cor-
responds to the disobedience to the recommendations made 
by the prescriber regarding time, dose and/or frequency of 
one or a set of drugs. Thus, on the other hand, pharmacologi-
cal adherence can be defined as “the extent to which a patient 
respects the use (by the expressly oriented route) of the drug 
(without substitutions, even if by similarity), at the recom-
mended dose and in the respective time interval prescribed”.
Adherence, or compliance, can be measured over a period 
and reported as a percentage. The definition is operational-
ized in prospective dose assessments and relates them to what 
was originally prescribed. The standardization of compliance 
is prepared for a patient whose prescription conceives the 
once-daily administration of the drug.
Electronic monitoring provides sufficient detail to calculate 
the number of doses taken daily, as well as whether doses have 
been taken at appropriate intervals (e.g., approximately 12 
hours for a dose twice a day). Additional details can be ob-
tained, such as the number of days with extra doses or the 
number of days in which none of them were administered9.

Persistence in adherence
Another non-compliance modality is the abandonment of a 
particular treatment before the end of the prescribed period. 
So, the persistence of pharmacological adherence can be de-
fined as “the time duration from the beginning of the therapy 
to its discontinuation”.
The continuity in taking any amount of drug is consistent 
with the definition of persistence. This definition can be op-
erationalized in prospective and retrospective assessments, 
determining the beginning of the treatment (or a point in 
time during a chronic treatment), and another point in the 
timeline defined as the end of the observation period.
Patients with FM can receive drugs whose stable analge-
sic effects are expected only after a relatively long period of 
administration. The therapeutic outcome obtained by these 
drugs should consider the persistence of treatment adherence. 
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Often, patients need clarification about the drug and are un-
aware of the elapsed time between start taking the drug and 
the analgesic effect. After a short period without the desired 
relief, they end up quitting the treatment. The history data 
provided by those patients in future medical visits erroneous-
ly reports such drugs as ineffective, not being considered for 
further testing9,10.
Persistence, by definition, is reported as a continuous variable 
in terms of the number of days for which the therapy was avail-
able. Persistence can also be reported as a dichotomous variable 
measured at the end of a predefined period (e.g., 12 months), 
considering patients as “persistent” or “non-persistent”.

Definitions and standardizations for persistence assess-
ment and treatment adherence
Clinical results of treatment are affected not only by how pa-
tients take their drugs but also by the period they are taken. 
Thus, adherence from one side and persistence from another 
should be defined and measured separately to characterize the 
behavior of comprehensively taking a prescribed drug.
The adherence and persistence approaches provide a richer 
understanding of behavior versus drug treatment. The adop-
tion of the proposed definitions focuses on the promotion of 
consistent terminology and methodology that may assist the 
conduct, analysis, and interpretation of scientific data collect-
ed in studies on pharmacological adherence11.
Definitions focus on future standardization in surveys to al-
low comparisons between reports and use of adherence and 
persistence data for drug-economic analyzes. Standardization 
may contribute to future health policy decisions based on 
consistent evidence. 
The definition is operationalized in retrospective assessments 
such as the number of doses dispensed in relation to the dis-
pensing period. Conformity with prescription is assumed 
when the drug is dispensed11.

Advantages of supervised home-administration regimens
Compliance with drug regimens and follow-up visits of psy-
chiatric patients was evaluated, and the criteria for good ad-
herence were met12 in less than one-third of them. Adherence 
was significantly related to the positive belief about the drug 
usefulness, treatment duration shorter than five years, phar-
macological dosage once or twice a day and drug supervision 
at home. When those with low adherence received the same 
dosage regimen, home supervision and when they received 
convincing counseling about the drug usefulness and possible 
efficacy, there was an improvement in adherence and a conse-
quent reduction in the rate of relapse, significantly lower than 
in the controlled group at the end of one-year follow-up. The 
importance of family support and understanding the patients’ 
cultural histories to ensure compliance were highlighted12.

The probable prognosis of the treated disease or syndrome 
and adherence
Even in diseases with potentially deadly outcomes such as 
cancer, there is a significant non-compliance rate of the pre-

scription, especially when the patient administers the drug13. 
Treatment duration, with no fixed time as in the case of FM, 
seems to have significant influence for the discontinuation or 
lack of adherence. 
The non-compliance transcends the limit of the categories 
of diseases and age group. However, this is more prevalent 
during adolescence, when the transition process from parents’ 
dependence to autonomy produces confusion over who is re-
sponsible for administering the drug.
Non-compliance may result in misjudgment of the efficacy of 
a drug or regimen that may require additional testing, dose 
modification, treatment course, and hospitalization.
Currently, in oncology referral centers, such as the AC Cam-
argo Cancer Center and the MD Anderson Cancer Center, 
a large percentage of pediatric cancer patients are treated ac-
cording to research protocols. In these scenarios, non-con-
formity may result in erroneous or inconsistent discoveries, 
potentially affecting the survey results and consequently its 
conclusions13.
With the availability of venous accesses and sophisticated but 
easy-to-operate pumps, it is increasingly possible to admin-
ister parenteral drugs at home. This adds a new dimension 
to self-administration that previously involved primarily oral 
therapy.
Several factors relating to patient, disease, health providers 
and treatment characteristics determine how well a given reg-
imen is followed. As it involves a significant number of de-
terminants, it is not often possible to identify non-compliant 
patients or to predict the patient’s level of adherence to treat-
ment with any degree of certainty. The main factors in any 
successful therapy include the availability of effective drugs 
and adherence to the therapeutic regimen13.
With the advent of more successful treatments for cancer in 
childhood and adolescence, the compliance factor is becom-
ing more important because today, therapy has a curative 
rather than palliative intent. However, this does not apply 
to FM, where therapies remain exclusively symptomatic. The 
availability of questionnaires, tests, and devices can help, to 
some degree, to examine the patient’s degree of adherence13.

Characteristics of the treated disease or syndrome and ad-
herence
Family and social support, individualized programs, remind-
ers to reduce forgetfulness, personalized needs assessment and 
education can reduce non-compliance. Compliance is a com-
plex and multifaceted issue that is still poorly understood and 
requires additional research13.
Regarding the aspects related to the disease, it is possible to 
highlight the symptoms magnitude, the disease characteristics 
and its evolution, chronicity and the impact on the patient’s 
life. Regarding chronic pain, a recent literature review showed 
that the rate of non-adherence to prescriptions for chronic pain 
ranged from 8 to 62%. It is in this universe that FMS falls14,15. 
Underuse was more frequent than overuse and was associat-
ed with active coping strategies and self-medication in most 
studies. Age, pain intensity, dosage, polypharmacy, quality 
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of the physician-patient relationship, the class of drugs pre-
scribed and the perception of the need for a continuous anal-
gesic drug were factors associated with non-adherence14.  
Socioeconomic variables also interfere with adherence. 
Among the several factors, we can list the cost of the drug, 
health policies, access to health service, waiting time versus 
service time, gender, educational level, and social class.  
Factors associated to the patient include lifestyle, social network, 
family context, age group, emotional state, associated diseases, 
cognitive aspects (e.g., dysfunctional beliefs and disbeliefs) to 
previous experience with the disease. Regarding beliefs, many 
patients resist the use of opioids, antidepressants, and anticon-
vulsants by the associated myths or stigmas. 
The aspects related to the healthcare team are the team-patient 
relationship, communication, professionals’ beliefs, among oth-
ers. This myriad of elements clearly indicates the complexity of 
the adherence process.   
Regarding treatment, its positive or undesirable effects, access 
to treatment, and complex therapeutic schemes are important 
factors to be highlighted.  
The communication skills of the physician and the healthcare 
team are essential in this context. The operation and effects of the 
drug or procedure should be clearly explained and the prescrip-
tions clear and legible. 
Despite the importance of the theme, and although theoretical 
discussions have been taking place since the 1950s, the subject is 
little investigated16 and it is even less investigated when it comes 
specifically to FM, whose consensus and unified terminological 
adoption occurred only in the late 1980s.  
Chronic pain is a public health problem and is classified as a dif-
ficult-to-control pain, characterized by frequent treatment fail-
ure. In the clinical context of the patients with FMS it is possible 
to more easily perceive some elements, among them the reduced 
effect of the drug, in many cases not occurring the complete re-
mission of the symptoms, the adverse effects (e.g. drowsiness, 
loss of libido, numbness, constipation), and its high cost17. 

Impact on the quality of life of patients with fibromyalgia 
Patients with FM have a tremendous negative impact on their 
quality of life (QoL), they feel a high degree of disability, even 
in daily tasks. This increase or predisposes to symptoms of de-
pression and anxiety, which in turn worsens pain and closes the 
chronicity cycle. This impact on QoL is directly related to the 
general economic cost of the disease.  
Compared to other chronic diseases, FM has been shown as a 
condition that mostly demands health care. The high costs gen-
erated by this condition are indirect. They involve loss of pro-
ductivity, decrease in the number of hours and days worked, 
unemployment and early withdrawal from the labor market. 
Direct and indirect costs increase according to the severity of 
the disease17. 

Adherence and persistence to the pharmacological treatment 
of fibromyalgia.
FM treatment includes non-pharmacological and pharmacolog-
ical approach. The non-pharmacological approach consists of 

a physical activity program and, in those patients with mood 
disorder, or without coping strategies, the cognitive-behavioral 
therapy13.
Pharmacological treatment includes pain moderators such as 
selective serotonin reuptake inhibitor antidepressants (alone) 
and so-called dual (serotonin and noradrenaline), non-se-
lective tricyclic agents (such as amitriptyline and cycloben-
zaprine) and anticonvulsant agents (such as pregabalin and 
gabapentin)3,18. 
Adherence to FM pharmacological treatment is considered low 
worldwide, and varies among the different drugs, with tricyclic 
agents being the most rapidly abandoned, and adherence was 
higher in the group that received more selective antidepres-
sants18-20,22. Among the more selective, noradrenaline and sero-
tonin reuptake inhibitors, also known as dual inhibitors, similar 
to tricyclics, produce central analgesia acting on descending in-
hibitory nerve pathways. In general, duals have a better tolerabil-
ity and adverse effects profile than tricyclics, which may explain 
their adherence and persistence rates3. 
The discontinuity rate in the general use of the standard tricyclic, 
amitriptyline (AMT), is around 35%, and the greatest motiva-
tor for discontinuity is its adverse effects. However, these stud-
ies included high doses of AMT, as in the case of treatment for 
depression. Also, in the case of very low doses, the unit dose 
method may overestimate the low adherence19.  Another motiva-
tor for discontinuation or non-initiation of AMT use and other 
tricyclics for analgesic purposes is the absence of official label 
documentation for this particular indication. The exclusive label 
of antidepressant may induce the potential reader to interpret 
that the prescriber may consider the pain, therapeutic targets, as 
of primary or predominantly psychoactive origin. Despite scien-
tific evidence of the tricyclics’ analgesic effect, in many countries, 
the leaflet remains obsolete, unchanged, due to costs of a review 
and update, incompatible with the low unit marketing price of 
these drugs.
The FDA approved only three drugs for the FM treatment. One 
is pregabalin, and the other two are dual antidepressants: dulox-
etine and milnacipran. Duloxetine has the best efficacy evidence 
for FM treatment, usually in a single daily dose of 60mg (ranging 
from 30 to 120mg), mainly when there is depressive morbidity 
associated, with or without anxiety. In addition to anxiety, de-
pression is also another morbidity that can prevent the patient to 
adhere to treatment. Di Matteo et al.4 concluded that the risk of 
non-adherence is 27% higher in this group, regardless the under-
lying disease to be treated.
Cui et al.20 evaluated the adherence of patients with fibromyalgia 
to the treatment with duloxetine and showed that one-third of 
them had a strong adherence, and among them, the predictive 
factors for better adherence were age above 35 years and previous 
use of selective antidepressants (serotonergic inhibitors or sero-
tonergic and noradrenergic). The same group of investigators, in 
a study involving more than 18,000 patients, concluded that ad-
herence and persistent use of duloxetine were similar in groups of 
patients with depressive disorder, FM and osteoarthritis, and sig-
nificantly higher than the results found for patients with chronic 
lower back pain21.
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A group of anticonvulsants called gabapentinoids are useful as 
analgesics in several situations. They act on the alpha2-delta sub-
units of receptors that control ionic channels of dynamic perme-
ability to voltage-dependent calcium. Inhibitory action in these 
subunits reduces the release of excitatory neurotransmitters in 
painful pathways, resulting in analgesia. The approval provid-
ed by the official US Food and Drug Administration (FDA) for 
these drugs in the FM treatment allowed the inclusion of that 
indication in the leaflet and the lay advertisement.
Sanchez et al.22 recorded data on the adherence and persistence 
of patients with FM, post-herpetic painful neuropathy and di-
abetic peripheral polyneuropathy treated with gabapentinoid 
known as pregabalin.
Sanchez et al.22 showed that the majority of patients prescribed 
with pregabalin received lower doses than those considered ideal 
for the best response (450mg). Costs with the pharmacy were low-
er due to the use of lower doses. However, both the therapeutic re-
sult and adherence were significantly lower in the same group. The 
total medical costs among the group using recommended doses 
and those using lower doses were comparable, suggesting that the 
prescription of the recommended therapeutic dose can increase 
adherence without increasing the costs involved.

Adherence to the treatment of fibromyalgia and the physi-
cian-patient relationship 
Dobkin, Sita and Sewitch23 evaluated 142 patients with FM re-
cruited from tertiary and community centers. They measured 
adherence, pain, psychological changes, coping, the perception 
of social support, and the number of associated diseases.
They also compared the physician’s and the patient’s interpreta-
tion regarding the state of health of the FM-carrier. The results 
showed that the greater adherence to treatment is related to the 
lower psychological changes degree and the lower physician/pa-
tient disagreement regarding the patient’s health state23.
Data on health status differed between therapist and patient 
perspectives. The physician generally attributed less attention 
to the patient’s emotional well-being in relation to the note he/
she attributed to himself/herself in his/her own assessment. Such 
discrepancy may lead to a lack of confidence by the patient, be-
lieving that the physician attributed his/her symptoms not to an 
organic cause but to an “emotional problem”23.
Regarding the presence of psychological changes such as depression 
and anxiety, the study is in agreement with others that also showed 
the negative association of these factors with the adherence.
Lack of hope and self-motivation, present in these cases, may 
impair the patient’s commitment to any change, including 
treatment23.

Patient’s faithfulness or achievement and his/her adherence 
to treatment
The challenge of “win the patient” for his/her own disease’s treat-
ment, in the case of FM, begins with the diagnosis.
Fibromyalgia, or fibromyalgia syndrome, is a diagnosis of ex-
clusion, and it is only given after thorough medical history and 
physical examination, and a series of unchanged complemen-
tary tests.

It is not uncommon for the fibromyalgia patient to feel frustrat-
ed by not finding the expected explanation for his/her symp-
toms. In an attempt to reduce such frustration, Hyland et al.24 
studied an original narrative to explain to the patient the FM’s 
dysfunctional pain. 
Hyland et al.24 studied the physician-patient relationship in the 
chronic pain research context of Kenny25, which stated that po-
tentially curative interactions between physicians and their pa-
tients, which are not based on the biogenic model of the visible 
body or the psychogenic model of invisible pain, are needed to 
aid communication between patients with chronic pain and 
their physicians. 
The narrative proposes that the patient’s body is comparable to a 
computer, with FM being a predominant problem of program-
ming (or “software”) rather than structure (or “hardware”). This 
narrative invites the patient with FM to engage in non-pharma-
cological measures that may contribute to reprogram the “com-
puter”. The strategy also favors the patient by communicating 
that he/she can be the protagonist in a struggle that he/she will 
continue to face despite the difficulties.
The authors evaluated the patients’ opinions regarding the pro-
posed narrative and found great acceptance with a welcome 
perception25-27. 
Several studies on adherence to treatment agree on the impor-
tance of the physician-patient relationship. The multidisciplinary 
team should clearly and patiently explain the diagnosis, the lim-
itations of the medicine regarding the FM etiopathogenesis and 
the treatment of other chronic diseases.
The flexibility of access to the physician for clarification of ques-
tions that may arise regarding the dosage or adverse effects of the 
prescribed drug is a safety factor that may increase adherence to 
the treatment.
The proportion of patients who show significant improvement 
(reduction of at least 50% in pain) with currently available phar-
macological treatment is low, generally 10 to 25% higher than 
placebo, and it is necessary to treat 4 to 10 patients to obtain 
the mentioned improvement. Therefore, dose optimization and 
the emphasis on the association of non-pharmacological therapy 
may motivate persistence when obtaining better results.

Quality of life of patients with fibromyalgia
QoL indicates the level of the basic and supplementary condi-
tions of the human being. These conditions involve physical, 
mental, psychological and emotional well-being, social rela-
tionships such as family and friends, as well as health, educa-
tion and other parameters affecting human life. The economist 
Galbraith created the concept in 1958, which conveys a differ-
ent view of the priorities and effects of quantitative economic 
objectives.
According to Galbraith, political-economic and social goals 
should not be marked in terms of quantitative economic growth 
and material growth in living standards, but rather in qualitative 
improvement of human living conditions, which would be pos-
sible only through a better development of social infrastructure 
and the elimination of disparities, both regional and social, and 
to the defense and preservation of the environment.
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Obtaining a good QoL depends on the adoption of healthy 
habits, body care, balanced nutrition, healthy relationships, 
time for leisure and several other habits that make the individ-
ual feel good. As a consequence, the individual can use humor 
to deal with stressful situations, giving the sense of control over 
his/her own life.
QoL is different from the standard of living, although there 
is confusion between these two terms. Standard of living is a 
measure that quantifies the quality and quantity of goods and 
services that a particular person or group may have access to.
FM, as already described, is a condition that is not yet fully 
understood, persistent, without cure, with an exclusively symp-
tomatic treatment28,29 and that certainly does not promote a 
good level of QoL.
Pharmacological and non-pharmacological measures to mini-
mize pain, relieve depression and improve sleep, provide lim-
ited success and are associated with adverse effects30. Even al-
ternative forms of treatment do not bring great relief31. Many 
people have never experienced complete relief from their 
symptoms, even ephemerally31. Thus, what remains for those 
who suffer from FM is limited to managing the syndrome, i.e., 
learning to live and dealing with a wide variety of symptoms in-
cluding diffuse pain, fatigue, non-restorative sleep, depression, 
anxiety, irritable bowel syndrome, multiple chemical sensitivity 
syndrome, premenstrual syndrome, stiffness, cognitive impair-
ment, and restless legs syndrome.
Several studies have examined the QoL of patients with FM 
and found that their QoL is extremely low compared to other 
groups32-37. In Brazil, a sample of women with FM was stud-
ied and revealed a lower pain threshold and worse QoL than a 
control group of healthy women, although no correlation was 
found between pain measurements and QoL38. Not only the 
lack of adherence to pharmacological treatment schemes occurs 
and implies a worse FM control, but physical activity programs 
are also affected by the lack of commitment in its execution 
and assiduity. 
People with FM seem to have smaller social support networks 
than patients with other chronic diseases39,40, which probably 
contribute to lower QoL rates.
The ability to work also has an impact on QoL. People with FM 
lose it due to their symptoms. Such patients report a consider-
able negative impact on their QoL, and their level of perceived 
disability also seems to be influenced by their mental health 
condition. The psychological distress is greater compared with 
patients with other pain conditions41.
A significant number of fibromyalgia patients may use alcohol 
or other drugs in an attempt to obtain a bearable distance from 
reality, while others, unfortunately, choose suicide. The risk of 
these outcomes can be predicted and at least reduced with the 
evaluation and multiprofessional follow-up during patients’ 
monitoring41.

Fibromyalgia patients’ needs under their own perspectives
The satisfaction or non-satisfaction of patients in relation to 
their healthcare providers can have an impact on their attitudes 
and on how they deal with the disease, and thus have a nega-

tive impact on QoL and the ability to manage their symptoms 
effectively18,42.
When asked what they expected from their professional care-
givers (physicians, nurses, physiotherapists, psychologists, 
technicians, and attendants), more than half expected their 
support and access to further and better information about 
their illness. Nearly a third of FM patients simply wanted to 
know if they actually believed that the disease with which they 
were diagnosed really existed. These desires took precedence 
over the development of more effective drugs, more funding for 
research and better diagnosis18,24,43.
Patients are more satisfied when their physicians adopt a thera-
peutic set, not limited to the prescribed drugs, and use a greater 
variety of methods to deal with FM symptoms, showing more 
concern with them. The use of positive coping strategies can 
be therapeutic and reduce the severity of symptoms. Exercises 
and stress management techniques such as relaxation exercis-
es, meditation, prayer, hobby, and conversation with friends, 
family, or healthcare professionals are forms of therapy for 
FM18,24,44.
The detection of the possibility of the domino effect or even a 
“vicious circle” that QoL problems can produce, and their clear 
communication, have a positive impact. For example, these ef-
fects are felt in the restrictions of daily activities caused by FM 
symptoms, which in turn can lead to a state of depression, and 
depression can progressively limit their activities, producing an 
even more pronounced depression24,45.
The lack of support and trust between FMS patients and their 
healthcare providers only increases the stress. When comparing 
other chronic pain conditions, the population suffering from 
FM is the one that receives less professional and social support. 
Support groups, whether traditional or using modern electron-
ic means, can help46.
Fibromyalgia patients plead and need to be empowered to 
manage their symptoms. Such empowerment involves provid-
ing support, teaching on how to deal with strategies, and also 
opportunities to explore nontraditional therapies to manage 
their syndrome47. 

CONCLUSION

The current review of the literature regarding adherence to FMS 
treatment shows a large contingency of prescription non-con-
formity, with the predominance of target dose reduction and 
discontinuation of treatment when compared to the rare cases 
of overdoses and self-medication.
The study of the causes leading to the lack of adherence and 
persistence to the treatment selects the characteristics of the 
syndrome itself as the great villain for its occurrence; although 
other associated factors such as the age, pain intensity, the poly-
pharmacy instituted, the quality of the physician-patient rela-
tionship and the socioeconomic variables were also listed.
The QoL of the patient was always higher in those whose ad-
herence and persistence to the treatment was higher. Patients’ 
QoL indexes may indicate the level of commitment to adhere 
to treatment, and vice versa. 
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