
Editorial

Sleep and fibromyalgia: it is time to think big

There is no doubt that sleep disruption is a distinct clinical feature
of fibromyalgia (FM). As noted by Diaz-Piedra and colleagues [1],
there is a robust literature documenting the presence of sleep prob-
lems among patients with FM. Almost all women with FM self-
report poor sleep quality and objective measures of sleep have
frequently documented evidence of disordered sleep. This line of
research is consistent with the Sleep and Pain Diathesis (SAPD) [2]
model which posits that a syndrome of generalized widespread pain
(the cardinal symptom of FM) can develop with onset of any form
of sleep disruption.

The purpose of Diaz-Piedra and colleagues’ study was to dem-
onstrate that FM patients have objective sleep disturbances that
correspond to their subjective complaints. To this end they were
successful. Women with FM reported poor subjective sleep quality
and poor sleep quality was related to percent wake time. More-
over, individuals with FM differed from healthy controls in terms of
lower sleep efficiency (primarily due to excessive time in bed), greater
time spent in N1 sleep, and a greater number of arousals. These data
are consistent with a substantial body of literature documenting a
heterogeneous set of sleep abnormalities in patients with FM.

Diaz-Piedra’s study contributes to a growing body of literature com-
paring individuals with FM to healthy controls or other pain
populations. This literature is composed of small studies that have
used very different selection criteria. As noted by Diaz-Piedra et al.
in a comprehensive review, there are substantial differences among
studies for a number of important parameters [3]. The studies re-
ported in Table 1 of their article in this issue of the journal reflect
this heterogeneity [1]. For instance, several studies excluded pa-
tients based on bed-time and/or time in bed [4–6]. Studies differed
on wash-out duration for sleep related medications, ranging from two
days [7] to two weeks eg [4,5]. Perhaps the biggest difference was in
age. At the low end, the mean age was 42.5 [4,5] and at the high end,
the average age was 52 [7]. Moreover studies differed in how par-
ticipants were matched, with all studies matching for age, while several
matched on age, menopause status and body mass index (BMI) [4,5],
and one matched for age, BMI, sex, and respiratory function [8]. Still
another study reported a high degree of discordance in menopause
status between individuals with FM and controls [9]. Many of these
limitations were also noted by Diaz-Piedra et al. in their review. Al-
though as a whole these data suggest the presence of disordered sleep,
it is difficult to determine the nature of FM-related sleep disruption
given the inclusion of many variables in the data.

Another layer of heterogeneity relates to referral source. The pa-
tients studied by Diaz-Piedra et al. and those in the studies reviewed
by Diaz-Piedra et al. were selected primarily for the presence of FM,
and excluded if there were indications of a primary sleep disorder
[1,3]. However, there exists another body of small studies that have

assessed sleep in FM patients referred to sleep clinics [10,11]. Patients
in these studies have a high likelihood of having a primary sleep
disorder such as obstructive sleep apnea or periodic limb move-
ment disorder and differ from patients in the studies reviewed by
Diaz-Piedra et al. on other patient characteristics such as BMI. It is
difficult to gain a complete picture of sleep in FM patients because
of the disconnection of these two bodies of research.

The small study approach is limiting in yet another regard: it
reduces our ability to determine whether patients with similar sleep
profiles are similar in other regards. Although the SAPD model posits
that sleep is a causal factor, it does not specify that all sleep dis-
orders have the same etiology or would have a similar response to
treatment. For instance, it may be the case that FM patients with
primary sleep disorders have different characteristics than those with
more diffuse sleep complaints. Or, it may be that there is a unify-
ing sleep-related pathology that cuts across all groups, as is suggested
by Rosenfeld and Stern [11]. Regardless of which of these suppo-
sitions is true, identifying subgroups of patients with similar sleep
complaints could be a useful first step in understanding the range
of etiologies that result in an FM phenotype, which would aid in
the development of more effective treatments and perhaps pre-
vention strategies. It is time to move beyond small studies. It is time
for a large epidemiological study of sleep in patients with FM that
purposefully includes patients with a wide range of BMI; a study
that documents rather than excludes comorbid medical and psy-
chological comorbidities, and carefully documents menopause status.
It is time for a clear picture, rather than a series of snapshots of very
different patient populations.
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