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Abstract

Aim

To identify the main biological, psychological and sociological problems and potential solutions for

patients diagnosed with fibromyalgia by use of Group Problem-Solving Therapy.

Background

Group Problem-Solving Therapy is a technique for identifying and solving problems, increasing

assertiveness, self-esteem and eliminating negative thoughts.

Design

Qualitative phenomenological interpretive design: Group Problem-Solving Therapy sessions
conducted with patients suffering fibromyalgia were studied; participants recruited via the
Rheumatology Department at a general hospital and associations in Catalonia, Spain with sessions

conducted in nearby university setting.

Methods

The study included 44 people diagnosed with fibromyalgia (43 female, 1 male) from 6 Group

Problem-Solving Therapy sessions. Data collected from March-June 2013.

A total of 24 sessions were audio recorded, all with prior informed consent. Data were transcribed
and then analysed in accordance with established methods of inductive thematic analysis, via a

process of reduction to manage and classify data.
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Findings

Five themes were identified: (1) Current problems are often related to historic trauma; (2) There are
no ‘one size fits all’ solutions; (3) Fibromyalgia is life-changing; (4) Fibromyalgia is widely

misunderstood; (5) Significant impacts on physical, psychological and social are described.

Conclusion

The majority of patients’ problems were associated with their previous history and the onset of
fibromyalgia; which may be related to trauma in adolescence, early adulthood or later. The solutions

provided during the groups appeared to be accepted by the participants.

These findings can improve the self-management of fibromyalgia patients by helping to enhance

adaptive behaviours and incorporating the female gender approach.

Keywords: fibromyalgia; problem solving therapy; difficulties; solutions; qualitative study;

interpersonal relations; trauma; phenomenology; nursing.

Summary statement

Why is this research needed?

. The evidence suggests that patients who follow Group Problem-Solving Therapy (GPST)

express feelings of healthy anger, which can mitigate the effects of fibromyalgia.

. There is limited research about the effects of GPST in FM and care for people

fibromyalgia has often been found to be of poor quality.
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What are the key findings?

. GPST improves understanding of the difficulties and solutions identified by patients,
increasing the salience of the association between female gender perspective and

fibromyalgia.

. This research further establishes the importance of patients and nurses working together

to identify and address the main problems affecting those diagnosed with fibromyalgia.

. GPST enhances perceived control for patients; contributing to the development of skills

to fight the disease and its symptoms.

How should the findings be used to influence policy/practice/research/education?

. Reports on a standardized intervention for fibromyalgia patients, which can be used by

nursing staff to provide their patients with tools to help manage their disease.

. There is a need for more research with patients diagnosed with fibromyalgia, to
further capture their views and experiences, so as to improve care.
. Healthcare policies need to include care models such as GPST in fibromyalgia, so

as to encourage healthy behaviours and techniques for self-care and coping.

Introduction

Fibromyalgia (FM) is pain in the muscles, ligaments, tendons and fibrous parts of the body. It mainly
affects non-articular muscles. Its main features are widespread pain and exaggerated sensitivity at
multiple points, known as ‘tender points’ or ‘trigger points’ (Galindo 2004). It occurs in 2-4% of the
population (Sumpton & Moulin 2014) and 90% of those diagnosed are women. The most common
age of onset is between 30-60 years, but it can occur at any age including adolescence and old age. It

is recognized as an increasingly important health problem (Garcia & Alda 2004) and it is a significant
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economic burden on society (Garcia & Alda 2004, Winkelman et al. 2011), responsible for up to 75%

of the indirect costs of lost productivity.

The treatment of FM is controversial and complex, particularly due to the inter-relatedness of
depression and chronic pain in the condition (Catala & Aliaga, 2003). Recommendations as to how to
address this issue differ between countries; with varying combinations of tricyclic antidepressants,
selective serotonin reuptake inhibitors, wide-ranging analgesia, psychological interventions (e.g.
cognitive behaviour therapy) and graduated aerobic exercise being advocated (e.g. Carvile et al.
2008, Winkelman et al. 2012, Fizcharles et al. 2013). Whilst pharmacological treatments have aimed
to minimise the impact of chronic pain in FM, increasingly psychological interventions focus on
strategies to incorporate into daily life; so as to help people to accept chronic pain and teach them

to live as normal a life as possible despite the pain (Comeche & Vallejo, 2012).

The most effective strategy appears to be to combine pharmacological and nonpharmacological
interventions (Hassett & Williams 2011, Ablin et al. 2013, Lee et al. 2014). Interdisciplinary
treatment programs are suggested to have led to improvements in subjective pain (Hassett &

Williams 2011, Sarzi-Puttini et al. 2011).

Background

Given the difficulties experienced by women with FM and sufferers’ low quality of life, we believed
that it would be helpful to develop and implement a program using group cognitive-behavioural
therapy techniques; i.e. Group Problem-Solving Therapy (GPST). This is a group approach that brings
together techniques for identifying and solving problems, increasing assertiveness and self-esteem
and eliminating negative thoughts. The GPST was therapeutic intervention and research tool with a

phenomenological approach with content analysis (Grbich 2007).
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GPST, based on Problem Solving Therapy (PST), is a non-specialized therapy, relatively short and easy
to learn that can be used at any level of health care setting to care for patients and families (Ferre et
al, 2008). After use, patients with FM appear to obtain an improvement in both somatic and

psychological symptoms (Menga et al., 2014, Kashikar-Zuck et al., 2013, Thieme & Turk, 2012).

The intervention program consisted of four sessions: three sessions at one-week intervals and a
fourth session at one month following the third session. During the first session, the participants
identified their main problems. They were suffering at the physical, psychological, or social level.
They also explored their problems to know when they happened, where they occurred and who was
involved. The second session consisted of finding potential solutions to these problems. The
solutions could be put forward by the person themselves or by other members of the group. In the
third session, the implementation of possible solutions was designed and in the fourth sessions, the
reported results of implementation at home were evaluated. Many times the identified solutions did
not completely solve the identified problems. However, improved coping and management of

emotions to face problems that often had no solution was reported (Montesé-Curto et al. 2015).

Chronic pain involves a set of physiological, emotional, cognitive and behavioural issues involved in
pain perception. One of the characteristics of chronic pain is its resistance to conventional analgesia.
Therefore, most psychological therapies do not directly aim to eliminate pain; rather, they focus on
getting patients to accept the suffering associated with a chronic disorder and learn a range of
strategies to help them maintain as normal a life as possible despite the pain (Comeche & Vallejo

2012).

GPST is not a specialized therapy; it is a relatively brief intervention that is easy to learn and to
implement at any level of care (Ferré et al. 2008). Zurilla and Goldfried in 1971 developed a stepped
problem-solving strategy for finding new solutions to a given situation or problem, defining a
problem as the failure to find an effective response to a situation or event. GPST was as effective as

other psychosocial therapies and medication treatments and significantly more effective than other
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supportive treatment (Bell & D’Zurilla 2009). GPST interventions conducted by nurses have been
highly successful in treating depression (Mynors-Wallis et al. 1995, Vazquez 2002, Bell & D’Zurilla
2009, Ferré-Grau et al. 2014). They have also proved to be useful in a wide range of stressful
situations, although they are most commonly used to cope with physical or psychological iliness; i.e.
situations where there is a perceived impact on interpersonal relationships, personal status and/or
situations involving important decision making. Anxiety and depression (Pérez-Pareja et al. 2004,
Montesé-Curto et al. 2010, Shipley 2010, Aguglia et al. 2011, Caro & Winter 2011, discomfort (Valls
2007), overload of family/work responsibilities, low family support, significant difficulties in
childhood (Montesé-Curto et al. 2010) and gender violence are all more prevalent in patients with
fibromyalgia (Sallinen et al. 2010). It is therefore also important to seek to increase patients’ skills for
coping with such situations (Comeche & Vallejo 2012). GPST appears to help patients to express
feelings of healthy anger, which can mitigate the effects of fiboromyalgia (Van Middendorp et al.

2010).

The study

Aims

To identify the main biological, psychological and sociological problems and solutions for patients

diagnosed with FM by use of GPST.

Design and participants

This qualitative study was part of larger randomized controlled trial on the perception of discomfort
and psychosocial difficulties in patients diagnosed with FM and predominant neck pain (Montesé-
Curto et al, 2015). In this trial, the participants were recruited from individuals attending a
rheumatology department at a general hospital and via three FM associations. Male or female
patients were eligible for the trial, if they had been diagnosed with FM and were willing and able to

participate in a 2-hour discussion. Exclusion criteria were the presence of a cognitive impairment,
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such as Alzheimer’s Disease, an uncontrolled psychiatric disorder or hearing difficulties. Group
Problem-Solving Therapy (GPST) took place in the local university setting between July 2012 and
December 2013. The 44 patients of the trial that were assigned to the group that was administered
GPST were randomly divided into six groups. For the present article, data were collected from the
different sessions of GPST and a phenomenological approach of patients’ speech was made and

drew on the socio-anthropological symbolic interaction perspective set forth by Blumer (1999).

Phenomenology in this context is defined as a methodological approach that captures the
‘experience’ of people (i.e. with FM; which explores and identifies subjective experience,
how it is perceived and what it means for individuals (Burns & Grove, 2004). In this way,
phenomenology aims to describe and explore understandings of a particular phenomenon

(Streubert & Carpenter 1999).

Ethical considerations

The Ethics Committee of Joan XXIIl Hospital in Tarragona (Catalonia, Spain) gave its approval for the
trial in February 2013 (40P/2012). Since all the participants had given informed consent to
participate in the trial, the 44 participants to the GPST section of the study received a further

briefing on the GPST sessions and signed the Participant Information and Consent Form.

Data collection

Each group was led by two professors from the School of Nursing trained in problem-solving
therapy. One of the professors took audio recordings and notes while the groups explained their
experiences to the other professor. A total of 24 sessions were recorded, all with prior consent. The
GPST intervention consisted of four two-hour sessions. The first three sessions occurred at weekly
intervals and the fourth session took place one month later. During the first session, the participants
identified the main problems they had at the physical, psychological and social level. They also

explained when the problems occurred and who was involved. The second session consisted of
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finding solutions to these problems. The main problem was identified first, if it had not been well
defined in the previous phase and a minimum of 10 solutions were identified for each problem. The
identified solutions were implemented during the third session. The solutions could be put forward
by the person talking about the problem, the other members of the group, or the two people
leading the sessions. The solutions provided often could not solve the problem completely; the aim
was to make participants aware that the difficulties that arise in people’s lives can be assessed
differently and addressed more effectively, as can the negative feelings derived from these
experiences, such as anger and frustration. Finally, the effectiveness of the GPST was evaluated in
the fourth session. An assessment was made of the effectiveness of the solution provided or the
extent to which it reduced the negative experience. The main aim was not to solve all the patients’

problems, but for them to see that almost all problems may have a solution (Montesé et al. 2015).

Data analysis

Data were transcribed and analysed in accordance with established methods of inductive thematic
analysis, via a process of reduction to manage and classify data (Hsieh & Shannon 2005, Milne &
Oberle 2005). Content analysis was used to analyse the information. Conventional content analysis is
generally used with a study design whose aim is to describe a phenomenon, in this case to identify
the main problems affecting patients diagnosed with FM (Hsieh & Shannon 2005). This type of
design is often appropriate when the research literature on a phenomenon is limited. The data were
transcribed verbatim after GPST sessions. Members of the research team repeatedly read the
transcripts to get an initial awareness. They then generated codes and grouped them into
categories. These were further agreed on by other researchers in the team. These categories were
then grouped into themes with consensus of the whole group. Thus, the researchers avoided using a
priori categories. Rather, categories were encouraged to emerge from the data; i.e. by researchers
immersing themselves in the data so as to allow new ideas to emerge (Kondracki & Wellman 2002);

also described as inductive category development (Hsieh & Shannon 2005). We classified into
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themes those problems that were prioritized by participants; i.e. the physical, psychological and

social impacts (problems and solutions; Table 2).

Rigor

The number of participants was considered suitable for a phenomenological study since it involved a
large volume of in-depth data (Streubert & Carpenter 1999). It was considered that there was
saturation when the data provided, instead of providing new explanatory elements, only increased
the volume of them. This is like the concept known as "theoretical saturation" (Glaser & Straus
1967). We considered this achieved in the GPST study, if in the second and third session there were
problems or solutions that were not identified in the previous sessions. If so, they were also included

for later analysis.

To enhance the rigor of data analysis, all audio-recorded data were transcribed and then
independently cross-checked for accuracy by five researchers (PM, MM, MTC, SR, ALL). The
transcriptions were then read repeatedly by three members of the research team (MLP, MGM, LSC).
A content analysis of the transcripts was then independently conducted by the first (PM) and second
author (MGM) with highlighting of words, phrases and paragraphs that stood out in the transcripts.
After this process, a meeting with the seven other researchers allowed to reach a consensus on the
final encoding, which was subsequently incorporated into the transcripts. Meaning units were then

grouped together and organized into themes (Saks & Allsop 2007).

Findings

The general overview of the profile of the participants obtained in the trial study indicated that: (1)
the average age of the participants was 61.1 years SD 8.2 years; (2) with 97.7% (42) of the sample

female; (3) 46.5% were retired or drawing some sort of pension and only 7.0% were active workers;
(4) mean number of years between the onset of symptoms and diagnosis of the disease was 9.8 (SD

8.3) years and the mean number of years the patients had lived with the diagnosis was 11.6 (SD 7.4)
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years; (5) mean score for satisfaction with the healthcare system was 7.1 (SD 3.1); for satisfaction
with medication was 5.2 (SD 2.6); and for satisfaction with nonpharmacological therapies, it was 7.2
(SD 2.9) (Table 1). The satisfaction scale was a Likert scale where the minimum satisfaction was 0

and the maximum 10.

Regarding the qualitative analysis of this study: five themes were identified through the data analysis
(Table 2). These themes consisted of: (1) Current problems are often related to historic trauma; (2)
There are no ‘one size fits all’ solutions; (3) FM is life-changing; (4) FM is widely misunderstood; (5)

Significant impacts on physical, psychological and social are described.

Theme 1: Current problems are often related to historic trauma or chronic stress

When exploring their current problems, patients with FM usually refer to the past, identifying events
or factors which they believe caused the disease. Their stories suggest that ‘suffering’, ‘anger’ or
perceived ‘stress’ can take two forms: an acute episode of serious stress which is perceived as very

stressful, or more chronic, persistent stress.

In most cases patients relate the onset of FM to trauma during childhood, adolescence, early
adulthood or later. Intimate partner violence, childhood abuse, the sudden loss of loved ones (e.g. in

traffic accidents) and complications during childbirth are all common in people with FM.

In other cases the onset of FM is related to more recent negative experiences. The traditional role of
women is important in understanding FM; women are expected to multitask from childhood,
including doing the housework and caring for a family and for many of the women in our study this is
not a positive experience. They believe that for them the FM appears after a series of events that

the person cannot stand.
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Theme 2: There are no ‘one size fits all’ solutions

Various solutions were proposed for reducing pain. Not every solution works for all women,
although most could be used as a guide. Each woman should be treated individually. Whilst one
woman may feel better taking Voltaren another may prefer Tramadol and some women do not
benefit from any pain medication. In terms of non-pharmacological treatments, some FM sufferers
feel better after swimming and massages are generally beneficial. There are also people who have

taken tranquimazin and derivatives of morphine for many years and now they do not take it.

Theme 3: FM is life-changing

There is a before and after in your life when the disease appears. Sufferers felt that the
disease had changed their lives and they were not the person before; some tried to adapt
and accept the changes the disease forces on them. Some have had to leave their offices
and their work. In the workplace they say they want you to get to everything but the person

cannot do it.

Theme 4: FM is widely misunderstood

Sufferers felt misunderstood by the society, friends and partner/ family, healt system:
doctors, specialists and fiends. In the health system, there are some professionals who
begin to understand the disease but others do not and people feel misunderstood. They
believe that it is a disease that has little information available and that if all the
professionals with more training available, things would change. They argue that some well-

trained specialists and general practitioners do understand them perfectly.
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Theme 5: Significant impacts on physical, psychological and social are described

The impact of the disease affects the physical, psychological and social dimensions of life. In
the physical dimension, the manifestations that most concern them are the following:
ongoing pain, fatigue or overload, difficulty with daily activities, memory problems, difficulty
in mobility and allergies. In the psychological dimension it appears that depression, anxiety
and rage dominate; and in the social dimension, loneliness, lack of support from a partner

and abuse stand out.

Discussion

The results suggest that the impact of FM in people's lives is considerable and also that GPST had
distinguished the main problem situations in the lives of people with FM; providing solutions to
improve their coping, their recovery and improvement in symptoms. The type of relationship
counselling that we implemented in the GPST was like that described elsewhere in the literature in
studies on cognitive-behavioural therapy and that improved functional capacity and pain. (e.g.
Kashikar-Zuck et al. 2011, Botella et al. 2013, Sumpton & Moulin 2014). We also have observed that
the coping strategies or solutions (as we refer to in the results) can be incorporated in the
management of the disease for both clinicians and people themselves; since it has been seen that
this disease requires a multi-faceted approach where self-management of symptoms is the key

(Sumpton & Moulin 2014).

As our participants had all been living with FM for considerable time, early and effective
intervention is important because symptoms tend to persist unless ameliorated. This makes
cognitive behavioural therapy approaches such as GPST, an important tool for improving mood and

daily functioning (Joffe et al. 2014, Kashikar-Zuck et al. 2013).
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When we explored the current problems, they used to go back to the past, identifying elements that
related to the origin of the disease. As shown by Hallberg and Carlsson (1998), there are numerous
examples of early loss, traumatic life history, high degree of responsibility early in life and over-
compensatory perseverance. There is an association between birth trauma’, adversity and the
development of chronic pain in later life (Afari et al. 2014, Low & Schweinhardt 2012). Among these
traumas, physical and/or mental trauma due to abuse and violence also appears as exacerbating the
impact of FM, leading to a loss of self-esteem. However, this remains mostly hidden in our society.
Also, intense pain was related with depression and anxiety (cf. Sallinen et al. 2010). For this reason,
the authors recommend during the treatment of FM that healthcare professionals remain sensitive
to detection and monitoring of gender violence; as well as awareness of the possible comorbidity of

depression and anxiety in FM (see also Ozer et al. 2014).

The most frequently discussed symptom was pain. The participants pointed out that long bouts of
engaging in one activity could significantly worsen pain the day after (cf. Arnold et al. 2008). The
symptoms found and the impact of FM were similar to reports in other qualitative studies (i.e.
Cunningham & lJillings 2006, Hallberg & Carlsson 1998, Sturge-Jacobs 2002). However, recent studies
have shown that lower levels of physical inactivity are associated with lower pain, fatigue and impact

of disease (Segura-Jiménez et al. 2017).

The severity and unpredictability of the symptoms made it difficult to function at work, or in social
or leisure activities and that the lack of understanding or general acceptance of FM contributed to
social withdrawal and isolation (Arnold et al. 2008). Like Arnold et al. (2008) in our study pain is an
important element, but there is a restrictive effect of the disease that prevents persons with FM
from performing multiple activities. There are also elements of loss of identity and perceived
incomprehension and loneliness, so that the negative impact of the disease is evident in the lives of
patients (Wuytack & Miller 2011). Another important concern is memory loss. According to Seo et al.

(2012), the memory deficit in patients with FM can be attributed to the deficiencies in the neuronal
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activation of the frontoparietal red memory and can be as much a contributor as the depression and
the anxiety associated to the pain. Satisfaction with non-pharmacological treatments is higher in our
study. These results agree with evidence on the effectiveness of medicinal plants or natural products
in improving symptoms compared to the use of a drug or placebo (de Souza et al. 2013). There is

also a spontaneous improvement of pain in FM and a shorter need for medication over time (Poyhia

et al. 2001)

What this paper brings to the debate are the solutions to the problems perceived by the group —the
result of reflecting on their experience using GPST — and the importance of emotions in the

management of symptoms and of asking for help and of not wanting to do it all alone.

Changing thoughts relating to fear, anxiety and avoidance of activity is important in FM, because if
such thoughts remain unchanged they help to sustain the experience of pain (Torres et al. 2013).
Consequently, an intervention targeting thoughts and emotions would appear to be effective. Our
study followed a similar approach to others which have demonstrated that a change in the focus of
activities and beliefs about the disease could reduce symptoms and improve pain tolerance and
functional status (Friedberg et al. 2012, Thieme & Turk 2012). According to Velasco et al. (2006),
patients in their sample spoke of difficulties in fulfilling the traditional female gender role. Very high
limits are imposed on the labour, domestic and emotional tasks that they have to fulfill due to
female gender enculturation in traditional Spanish society. They believe that the tasks have to be
performed by them and perfectly, so they do not ask for help from the partner. Several studies have
analyzed female gender identity and its association with FM (Valls 2007, Briones-Vozmediano et al.

2016).
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Conclusions

By using GPST, this study has developed a new analytical approach to perceived difficulties in FM;
i.e. from the perspective of the patient. Relating the triggers of FM with previous traumas, or with
work overload that women relate to domestic multitasking, suggests an explanation as to why the

same treatments do not achieve similar outcomes for all sufferers of FM.

We also highlight that FM changes lives, particularly in the feeling of being misunderstood. This
misunderstanding is reduced by the detailed analysis GPST provides of the physical, psychological
and social impact FM causes in people's lives. This last point is important, since GPST includes
identification of both problems and the solutions and can thus be incorporated into the
interventions of nursing care. The GPST approach leads to a better understanding of the disease. The

results can be used as a reference for nursing clinical practice and as a model for developing

therapeutic relationships with people with FM, to assist them in social interactions and

daily life. Experienced patients can be immensely helpful in this process. The results of this study

can be used to draw up a standardisable intervention for FM patients which can be used by nursing

staff to improve care. The introduction of a female gender perspective to the analysis of negative
experiences can improve understanding of the disease and help to deconstruct the traditional family

model found in some societies.

Limitations

Despite all patients being diagnosed with FM, most of the participants were women. The findings,

therefore, may not represent the perspective of the male population.
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Also, the fact that the participants lived mainly in a semi-urban environment of an area of Spain (but
with an important rural environment in its surroundings) and that the average age was high, so that
the experiences of the disease may be perceived in a different way to the one that could be

perceived in a more urban environment and with a younger population needs to be noted.

Another limitation is in the way of conducting the groups. Although all the nurses were trained to
unified criteria for conducting the GPST, the fact that they had different areas of professional

expertise could influence group dynamics/relationships.

It was also observed that there were groups that were more proactive than others in the detection
and management of solutions. Since, in some groups, there were more participants who were
members of a local FM Association; this may have influenced these groups. However, it is
noteworthy that in some other groups where members of the association were present, they did not
dominate discussions. Therefore, it seems more likely that any influencing effect could be explained
by the presence of people who had had the disease for a long time and who had achieved a greater

management of its impacts; i.e. that FM experience is the key factor.

Author contributions

All authors have agreed on the final version and meet at least one of the following criteria

[recommended by the ICMIJE (http://www.icmje.org/recommendations/)]:

e substantial contributions to conception and design, acquisition of data, or analysis and

interpretation of data;

e drafting the article or revising it critically for important intellectual content.
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Table 1. Socio-demographic and clinical data of the FM patients that participated in the GPST
groups

Socio-demographic data
n= 44*
Gender (n females, %)
42 (97.7%)
Age, M (SD)
61.1(8.2)
Employment status, n2 (%)
Unemployed 3 (7.0%)
Active worker 3(7.0%)
Paid employment but on sick leave 1(2.3%)
Retired/pensioner 20 (46.5%)
Permanent disability 6 (14.0%)
Others 7 (16.3%)
Missing
3 (7.0%)
Clinical data (M, SD)
Time between the onset of symptoms and diagnosis (years)
9.8 (8.3)
Time living with the diagnosis (years)
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11.6 (7.4)

Satisfaction with the healthcare system (0-10)

7.1(3.1)
Satisfaction with medication (0-10) 5.2(2.6)
Satisfaction with non-pharmacological treatments (0-10) 7.2(2.9)

Note: One participant presents missing data in all study variables.
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Table 2. Significant impacts physical, psychological and social are described

Themes Categories Codes Issues and Problems Codes Solutions

Theme 1 Acute episode of | I suffered abuse from my music teacher when I was little” (G6) “Live in the present, the past
serious stress cannot be changed”

Current “My boyfriend died when I was 24 years old a month before I was

problems are
often related
to historic
trauma or
chronic stress

Chronic stress

married when | was 23 years old and my mother when | was 20
years old” ““ I never made the grief, I kept it in a box” (G4)

“I had a very stressful job for 12 years and could not do more. I was
planning to hit the railroad track”(G2)

“The disease is slapped the world gives you”(G1)

“For me it [FM] is the sum of the events someone experiences,
when it exceeds the limits you can tolerate” and “It is a result of
feeling day after day like not doing anything (G3). I’ve always been
a very hardworking person. Now | do the chores; | complain all the
time, but I do them”. (G1)

“Make contact with people who
have experienced the same
stressful situations”

“Change one’s state of mind.
Accept that you cannot achieve
everything”

“Ask for the support you need”

Theme 2

There are no
‘one size fits
all’ solutions

Each woman
should be
treated
individually

“For me the medicines do not feel good, since I take natural
products | feel much better. | try to take as few medications as | can,
some paracetamol and nothing else” (G4).

“I have to take a lot of medication but | do not feel well. I've even
taken morphine derivatives” (G2)

“Recognize that each individual
needs a different therapy”

“You have to do what works
for you”

Theme 3 They feel they “You are not the same person.” (G3). “Remember that there are other
are not the same people who are worse off”
FM is life- person “Who has seen and who sees you. Illness changes your life”(G4)
changing
“I have no motivation to do anything.” (G1, G3, G4, G5)
“The solution is in your hands.
“With the pain you are very afraid, I see myself under a bridge | If you look at yourself things
begging. I look for the way but | do not see it. | was going to hunt, | change and for good”
work, but now I can not do it”(G2)
“I have fibromyalgia for many years but I still have not adapted”
(G3)
Theme 4 Society “It’s not a well-known disease.” (G5) “More disclosure about the
disease in the media”
FM is widely “People say they understand but they do not really.” (G6)
misunderstoo “Attend and participate in
d society with other patients”
Healt System “I feel helpless when it comes to the health system.” (G1, G2, G3,

G4, G5, G6)

“You go to see a doctor in a private office and he prescribes you a
lot of medication. You go to the public health care center and he
does not prescribe you anything.” (G3, G1)

“My doctor is not bothered about my illness.” (G2, G4, G6)

“The doctor told me that my pain was not going to kill me. I feel
very angry about how she treated me” (G1)

“They told me that it was fine for me to stay in bed so I wouldn’t

“You have to find a general
practitioner o rheumatologist
who understands you”

“Seek  help from patient
associations when you are not
happy with the health system”
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Partner/Family

have to work. Sure, if you break a bone everybody can see it but
that’s not the case with this disease.” (G5)

“The rheumatologist of a specialized service and another that we
witness in a proven way perfectly understands us”(G1, G2, G3, G4,
G5, G6).

“My husband does not want to know about everything that I have.
He helps me but he is old-fashioned. I don’t like to complain, so I
just deal with it on my own” (G1,G3,G4,G5).

“My husband does not understand me. It's difficult to talk to him”
(G1, G3, G4, G5)

“Your friends see you looking so smart that they do not believe that
you have the illness” (G1,G2,G3,G4,G5,G6)

“Try to find common ground
with your partner”.

“Go to some couples therapy
together”

“Share complaints only with
those who have the same
problem so they can understand
what the matter is”

“Avoid being with others who
don’t understand the disease”

Friends
Theme 5 Ongoing Pain “Overload increases my pain.” (G1, G2, G3, G4, G5, G6) “Rest”
Significant “The pain is horrible. I can’t get up. Sometimes I urinate in ~ bed | “Look for the reasons for the
impacts because I can’t move.” (G3) pain, and try to change negative
physical, emotions”

psychological
and social are
described

“I have to change my mindset. Instead of thinking that I'm feeling
bad, I think that I'm fine.” (G6, G3, G2)

“The pain is there but I’'m used to it.” (G4, G2, G6)

“This week I have been in really bad pain. I have been in a lot of
pain but I went out every day. I forced myself.” (G6, G4, G2)

“Meditation is the best for me. It leaves my mind go blank.” (G6)

“Avoid thinking about the
pain”

“Perform only those activities
that you can  manage.
Otherwise the next day will be
worse.
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“Strong emotion increases the pain.” (G1, G2, G3, G4, G5, G6)

“I have stopped using conventional medicine. The emotion and
stress threw my whole body out of kilter and increased pain. | was
taking huge amounts of = medication and now I don’t take any.
Why did it have to be this way?” (G6)

“Get used to pain”
“Accept pain”

“Endeavour
activity.

to perform an

“Explore the emotions
associated with the pain and try

to address the causes”

daily activities

make a plan and you cannot stick to it. This happened to me on
New Year’s Eve.” (G6)

The day | try to make a greater effort than usual, such as cleaning
all the glass in the house, the next day | can not even get up. | feel
worse after a lot of effort” (G1, G2, G3, G4, G5, G6).

Fatigue or “Exhaustion is the worst. Time passes and I haven’t done anything.” | “Ask for help”
overload: (G1, G2, G3, G4, G5, G6)
Physical and “Do as much as possible”
emotional “I wake up tired.” (G1, G2, G3, G4, G5, G6)
burdens “Set limits”
“I make myself more tired because I smoke and I don’t do any
sport. I realize this, but I don’t do anything to change it.” (G2) “Do nothing”
“Sometimes it is better not to do something if you’re going to feel | “Rest more. Recognize one’s
sick.” (G1, G2, G3, G4, G5, G6) limitations”
“I felt like I was trying to move 50 tons.” (G1) “Avoid fatigue”
“When I get overwhelmed I feel anxious and I get headaches and
palpitations.” (G4)
“I never talk about my problems. Instead I spend my time worrying
about other people. I never put myself first” (G1, G2, G3, G4, G5,
G6)
“Sometimes for three days I cannot even do the laundry, or hang out | “Ask for help”
the clothes. | can not do what | want, which is to work and take
Difficulty with care of my grandkids. | could not even go on my honeymoon. You “Distribute your tasks to avoid

trying to do everything in one
day”

“Not being able to walk makes me overweight.” (G1,G3,G6)

Memory “I have memory problems. I put something away and then I don’t “Stop worrying about
problems know where I left it.” (G1, G2, G3, G4, G5, G6) forgetting” something. It will
come to mind when you aren’t
“I changed my technique for studying. I study different parts of the expecting it”
course in different rooms so that it’s easier to remember. I use
different colors and it also helps me to organize myself better. “Look for ways of exercising
Explaining the lesson to my sister also helps.” (G4) your minds: use different
activities to stimulate memory
(e.g. reading, crafts etc.)”
Difficulty in “My difficulty walking makes me angry, anxious and frustrated. It | “Stop feeling guilty”
mobility makes me rage.” (G1,G2,G3,G4,G5;G6)

“Set small goals”

This article is protected by copyright. All rights reserved.




Allergies “I have been able to change how my cells regenerate.” (G6) “Take natural products ”

“The only medication I take is Ibuprofen. That’s all. I have so many | “Do not use strong cleaning
allergies that any other medication makes me worse.” (G2) products that contain many
chemicals”

Depression “I do not think I am important, even to myself.” “Pay attention to what really is
(G1,G2,G3,G4,G5,G6) important”

“I am suffering a lot and I do not want to make other people suffer “Put small goals each day”
because of this.” (G1, G3, G4, G5)

Anxiety “I want to do everything and then I get anxious because I always | “Change your attitude and be
like everything to be done properly.” (G1, G2, G3, G4, G5, G6). | less particular about things”
“I’m always suffering.” (G1, G2, G3, G4, GS, G6)

“Ask for help when you need
it”

Rage “Three of my family died in an accident. One of them was my “Be willing to say things you
daughter. I do not want to feel rage but I cannot help it. | can talk don’t want to say*
about the accident now; I could do that before.” (G6)

“Do not suppress emotions ”
“I never express my anger; I swallow it.” (G1, G4, G3)

“ Itis good to go doing

activities, crafts, reading”

Loneliness “| feel very alone. | have to make food for everyone but I do not | ~Lcam e ask for support
want to ask for help”(G4) politely”.

I've been mistreated by my husband. | felt very alone (G1, G2, G3, * Caring for a pet makes you

G4, G5, G6) company and forces you to go
out and do things you would
not do. My dog has saved my
life”

“Not long ago men didn’t even help you to throw out the rubbish.” “Avoid taking things the

(G3) wrong way”

Lack of support

from a partner “Women have to be very careful when saying what they want “Be optimistic: see the glass
because men often get angry and use this as an excuse to say ‘No.” half full, rather than half
(G4) empty”

“My husband does everything except the cooking. Well, sometimes
bread with tomato and a salad.” (G2)

Abuse “I have a bad relationship with my husband. We never have sex, we | “Communicate effectively and
never hold hands. “Because he doesn’t treat me well, I want him to say what you are feeling. For
get a house in his home village and leave me in peace.” (G6) example, write a letter

explaining your thoughts and
“My son doesn’t treat me well.” (G4) feelings about something that
has happened. ”
“My son-in-law mistreats me every time he comes round.” (G2)
“Avoid being anxious and do
what you want”.
“Protect yourself. Look after
yourself”
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