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The association between
fibromyalgia and carpal
tunnel syndrome in the
general population
Fibromyalgia and carpal tunnel syndrome are

common diseases in adult women. Their
prevalences in the whole population are 2%1
and 9.2%,2, respectively. Recently, a study
performed in northern Spain has suggested
that the two conditions are often associated,
with 33 of 206 outpatients with fibromyalgia
showing evidence of carpal tunnel syn-
drome.3 This 16% prevalence for the
association is higher than that observed for
carpal tunnel syndrome alone and suggests
that common underlying mechanisms are at
work. However, the study was done on

patients referred to the clinic for fibromyalgia
and no data are known about the occurrence
of the association in the general population.
During a survey on the prevalence of periph-
eral pain in an Italian population sample, we
came across several patients with fibromyal-
gia or carpal tunnel syndrome and have stud-
ied the occurrence of the association between
the two conditions.
A postal questionnaire4 was sent to 4456

subjects living in Chiavari, northern Italy, to
investigate the presence of articular signs and
symptoms. Individuals were asked to report if
they had any joint pain or swelling for more
than four continuous weeks and if they
currently had joint pain or swelling, by
indicating the relevant sites on a mannequin.
In addition, they were asked to report the
presence of morning stiffness lasting more

than 30 minutes. This set of questions was

originally developed by the ARC Epidemiol-
ogy Unit in Manchester, United Kingdom4
and its primary goal was to detect prevalent
cases of rheumatoid arthritis.
The diagnosis of fibromyalgia was based

on the criteria suggested in 1990 by the
American College of Rheumatology5, that is,
widespread pain and the presence of tender-
ness in at least 11 of 18 sites (tender points).

The diagnosis of carpal tunnel syndrome was

made on clinical grounds. It included (a) his-
tory of numbness, paraesthesia, and/or pain
in the fingers innervated by the median
nerve, and (b) positive Tinel sign or positive
Phalen sign. Invasive tests, such as nerve con-

duction studies, were not performed in view
of the epidemiological nature of the research.

After two mailings, 2440 out of 4456 sub-
jects (54.8%) returned the questionnaire. Of
these, 182 (7.5%) had joint pain and swelling
in at least two joints. This group of patients
was offered a clinical examination; 93
(51.1%) agreed to be visited. Fibromyalgia
was present in 21 (22.6%) of these patients
and carpal tunnel syndrome in 26 (28%).
Both conditions occurred simultaneously in
nine patients (9.7%) (table). The odds ratio
for patients with any one of the conditions of
showing the other one was 2.4 (95%
confidence interval 0.9 to 6.8). These
fibromyalgia-carpal tunnel syndrome pa-
tients were all female, whereas 23.5% of
patients with carpal tunnel syndrome were

male. What is more, if only women with car-

pal tunnel syndrome or fibromyalgia are con-

sidered, nearly half ofthem also had the other
disease. The mean number of tender points
was obviously higher in patients with
fibromyalgia than in those with carpal tunnel
syndrome alone (13.2 v 3.8; P < 0.001). Self
reported joint swelling and early morning
stiffness were similarly distributed in the
three groups of patients.
Our data show that responders who

reported a history of joint pain and swelling
of peripheral joints were often affected by
fibromyalgia or carpal tunnel syndrome. This
study does not disclose the absolute
prevalence of fibromyalgia and carpal tunnel
syndrome because the questionnaire was

intended for screening patients with possible
rheumatoid arthritis and not those with
fibromyalgia or carpal tunnel syndrome.
However, in a pilot study, most of the outpa-
tients with these conditions attending a rheu-
matological clinic answered positively to the
questionnaire. We believe that patients with
fibromyalgia reported articular involvement
on the mannequin because they were unable
to differentiate articular from extra-articular
pain. In addition, they frequently over-

reported swelling. Patients with carpal tunnel
syndrome as a rule complain of pain and
numbness associated with a subjective sensa-

tion of swelling in the hands, especially in the
morning. Both fibromyalgia and carpal
tunnel syndrome are characterised by morn-

ing stiffness.
In addition, there is the possibility of a

selection bias due to over-representation of
patients with more severe conditions, since
this subgroup is more likely to respond to
questionnaires. A further limitation of this
study was that the same observer performed
the Tinel and Phalen tests and pressed tender
points. Therefore, information bias cannot be
excluded. Both biases would increase the

strength of this association. Nevertheless we

feel that the magnitude of the association
between fibromyalgia and carpal tunnel
syndrome in the general population showed
by our study should prompt further
investigation on possible similarities in the
aetiopathogenic mechanisms at work in these
conditions.
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Correction
In the paper by Torre et al in the August
issue ("Antibodies to ribosomal P pro-
teins.. .", p 562), the authors' names
were printed in the wrong order. The
order should have been; J C Torre, L
Mozo, A Suarez, E Ramos, C Gutierrez.

Demographic and clinical characteristics of the patients, expressed as means and 95% confidence
intervals (CI)

Carpal tunnel
FibromCyalgia syndrome Both

Number 12 17 9
Men/women 1/11 4/13 0/9
Mean age (years (SD)) 58.7 (15.5) 51.8 (14.6) 51.3 (12.9)
Mean number of tender points 13.4 (11.8-15) 3.8 (2.6-5.1) 13 (11.1-14.9)
Mean duration of morning stiffness (min) 65.7 (23.2-108.2) 44.5 (25.7-63.3) 31.4 (15.7-47.1)
Mean number of joints reported as 5.8 (3.5-8.1) 3.8 (2.9-4.7) 4.9 (2.3-7.5)
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