Rheumatology, Chronic Fatigue Syndrome, Fibromyalgia, Polymyositis/Dermatomyositis

I. Chronic Fatigue Syndrome- A chronic state of sustained exhaustion that diminishes the sufferer’s physical and mental capacity. Symptoms are not fully or consistently relieved by rest. Progressive disease
II. Prevalence- 1-3% of the general population is affected. Primarily affects young women, often associated with the aftermath of viral illness

III. Signs and Symptoms Associated with Chronic Fatigue Syndrome/Fibromyalgia
a. Fatigue, malaise

b. Sore throat

c. Low-grade fever

d. Tender adenopathy- by history rather than documented physical sign

e. Generalized body aches and pains

f. Unrefreshing sleep

g. Depression

h. Weight loss

i. Bloating, irritable, paresthesias, SOB, abdominal pain

IV. Diagnosis of Chronic Fatigue Syndrome/Fibromyalgia- based on ruling out underlying medical and/or psychological illness

a. Anemia- especially iron deficient
b. HIV infection

c. Liver diseases- hepatitis
d. Hypothyroidism- associated with fatigue
e. Hyperthyroidism- functioning on overdrive
f. Systemic Lupus Erythematosis (SLE)

g. Multiple Sclerosis (MS)

h. Malignancy 

i. Viral Illness- mononucleosis
j. Medication use/abuse- toxicity levels

V. Diagnostic work-up for chronic fatigue syndrome/Fibromyalgia
a. Comprehensive history

i. Medication and/or drug use history

ii. Sleep history

b. Complete physical exam- including mental status exam

	During the past week, I have found that
	Disagree(( Agree
	My score

	1. My motivation is lower when I am fatigued
	1 2 3 4 5 6 7 8 9
	

	2. Exercise brings on my fatigue
	1 2 3 4 5 6 7 8 9
	

	3. I am easily fatigued
	1 2 3 4 5 6 7 8 9
	

	4. Fatigue interferes with my physical function
	1 2 3 4 5 6 7 8 9
	

	5. Fatigue causes frequent problems for me
	1 2 3 4 5 6 7 8 9
	

	6. My fatigue prevents sustained physical activity
	1 2 3 4 5 6 7 8 9
	

	7. Fatigue interferes with carrying out duties/respiration
	1 2 3 4 5 6 7 8 9
	

	8. Fatigue is among my 3 most disabling symptoms
	1 2 3 4 5 6 7 8 9
	

	9. Fatigue interferes with my work, family, social life
	1 2 3 4 5 6 7 8 9
	


c. Laboratory testing- assess associating psycho-social problems (occupational)
i. Cell profile with differential, urinalysis, urine culture

ii. Sedimentation rate

iii. Lyme serology

iv. Serum chemistries and BUN

v. TSH, T3, T4, and/or thyroid uptake studies

vi. PPD skin testing

vii. Rheumatoid factor (RF)

viii. Serum ANA levels

ix. HIV counseling and testing

x. Chest x-ray (CXR)

xi. Abdominal and/or pelvic sonogram

xii. Total body scanning

xiii. Prostate specific antigen testing (PSA), HCG levels, Ca125 levels

xiv. Monospot test

d. In chronic fatigue syndrome, ALL tests should be NEGATIVE for disease. Physical exam should also be within normal parameters. There should be NO physiologic cause for any associated symptomatology

VI. Treatment of chronic fatigue syndrome/Fibromyalgia- all patients seem to benefit from a comprehensive multi-disciplinary intervention

a. Optimal medical management

b. Pharmacologically treat any ongoing affective or anxiety disorder

c. Implement cognitive behavioral treatment program- emphasizing self-help initiative

d. Skilled therapist who can help adjust perception and behaviors

e. Reassurance that full recovery is eventually possible

f. Encourage patient to participate in activities of daily living

g. Exercise therapy/programs

h. Stress management

i. Support groups

Idiopathic Inflammatory Myopathies- Polymyositis, dermatomyositis

Can be either acute or chronic. Both are considered systemic connective diseases with no known cause resulting in muscle weakness. Associated with an autoimmune reaction. Deposits of IgM, IgG, and a third component of complement in the blood vessel walls of skeletal muscles.


Less common than SLE but more common than polyarteritis nodosa. Can affect patients of any age although there are specific childhood forms of both diseases. Peak statistics are from the 4th to 6th decade of life. Childhood forms have a peak incidence between 5 and 15 years of life. Women affected twice as often with an increased occurrence among blacks over whites. Increased risk of malignancy with dermatomyositis. Rare but possible for patients with dermatomyositis to have an underlying malignancy.

Key exceptions: 

Skin finding in dermatomyositis- pathognomonic for that disease


Dermatomyositis- must always rule out an underlying malignancy
I. Signs and symptoms associated with polymyositis

a. Muscle weakness- proximal muscle groups of the upper and lower extremities as well as the neck
b. Muscle pain and tenderness of affected muscles (polyarthralgia)- 25% of cases
c. Joint pain and swelling- may be associated with Raynaud’s phenomenon
d. Dysphagia
e. Muscle atrophy and contractures- late manifestation of advanced disease
f. Respiratory muscle weakness- especially bed-bound patients
g. Cardiac involvement- arrhythmias, conduction disturbances, abnormal systolic time intervals
h. Acute renal failure
i. Abdominal symptoms- GI ulcerations- hematemesis, melena
II. Signs and symptoms associated with dermatomyositis

a. Characteristic, pathognomonic, skin rash(es)- dusky, red- may appear in malar distribution mimicking the “classic” SLE “butterfly rash”
b. Erythema also occurs over other areas of face, neck, shoulders, and upper chest and back- (shawl sign)
c. Periorbital edema with a purplish hue- heliotrope rash

d. Gottron’s sign (Gotton’s papules)- scaly, patches (desquamatic dermatitis) over the dorsum of the PIP and MCP joints- highly suggestive of disease
e. Periungual erythema
f. Dilatation of nail bed capillaries- may be associated with splinter hemorrhages
g. A MALIGNANCY SHOULD BE CONSIDERED IN ANY ADULT WITH DERMATOMYOSITIS

III. Diagnostic work-up for polymyositis and dermatomyositis

a. Muscle biopsy- specific diagnostic test- false negatives may occur

b. Measurement of serum levels of muscle enzymes (transaminase, CK, aldolase)- usually elevated
c. ESR elevation
d. Presence of antinuclear (ANA), anti-Jo1- seen in patients with associated interstitial lung disease
e. CXR- usually WNL- may see interstitial fibrosis if lungs affected
f. Rheumatoid factor (RF) may be present
g. EMG abnormalities- muscle fibers affected
h. Make sure to search for occult malignancy (comprehensive H + P, cell profile, comprehensive biochemical panel, serum protein electrophoresis, U/A, age-appropriate screening tests) RE-SCREEN, if necessary associated with family history
IV. Differential diagnosis to consider with polymyositis and dermatomyositis

a. SLE
b. Sjogren’s syndrome
c. Hypo-hyperthyroidism
d. MS, Myasthenia gravis, Eaton-Lambert disease
e. Drugs (corticosteroids, alcohol, tryptophans, hydroxychloroquine, colchicines, statins, niacin, antifungals, macrolide antibiotics, protease-inhibitors, gemfibrozole)
f. HIV disease
V. Treatment of polymyositis and dermatomyositis

a. Curtail physical activities
b. Corticosteroids- 40-60mg/day- initial dose, 10-15 mg/day maintenance
c. Serial measurements of CK- response to treatment
d. Immunosuppressive drug therapy- methotrexate, azathioprine
e. Intravenous immune globin- for cases resistant to prednisone
