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Abstract:



Activation of the N-methyl-d-aspartate receptor (NMDAR) results in increased sensitivity of spinal cord and brain pathways that process sensory information, particularly those which relate to pain. The NMDAR shows increased activity in fibromyalgia and hence modulation of the NMDAR is a target for therapeutic intervention. A literature review of interventions impacting on the NMDAR shows a number of drugs to be active on the NMDAR mechanism in fibromyalgia patients, with variable clinical effects. Low-dose intravenous ketamine and oral memantine both show clinically useful benefit in fibromyalgia. However, consideration of side-effects, logistics and cost need to be factored into management decisions regarding use of these drugs in this clinical setting. Overall benefits with current NMDAR antagonists appear modest and there is a need for better strategy trials to clarify optimal dose schedules and to delineate potential longer–term adverse events. Further investigation of the role of the NMDAR in fibromyalgia and the effect of other molecules that modulate this receptor appear important to enhance treatment targets in fibromyalgia.
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1. Introduction


There are multiple pain-related mechanisms that are active in patients with fibromyalgia. The relative contribution of each mechanism appears to vary between patients. This results in different responses to different drugs in different patients suggesting that the symptoms that characterize fibromyalgia need to be targeted through a number of different approaches [1].



One important mechanism in fibromyalgia is enhanced reactivity in a number of sensory systems, particularly the pain-related nervous system [2,3]. Of importance is the interaction between the peripheral mechanoreceptors and the deep spinal cord neurons that relay sensory information to regions of the brain that relate to the perception of pain [4]. Through these processes, low-level non-noxious stimuli that activate mechanoreceptors in structures such as muscles, tendons, ligaments and entheses, will be perceived as painful. The mechanism that promotes the interaction between the mechanoreceptor input and the deeper pain-related spinal cord neurons is key to the understanding of fibromyalgia.



Increased sensitivity of spinal cord neurons occurs in fibromyalgia [2,4]. This involves those that are involved in reception of nociceptive input, involving C- and A-Δ fibres, as well as those more deeply placed polymodal neurons that are able to receive mechanoreceptor input. These processes in turn are dependent on the function of the N-methyl-d-aspartate receptor (NMDAR) [4,5,6].



This clinical review examines publications that relate to NMDAR modulation in patients with fibromyalgia.




2. Methods


We performed a search of PubMed using the following keywords in various combinations: “fibromyalgia, NMDA, ketamine, memantine, mechanisms, glutamate”. We felt that PubMed would provide a comprehensive collection of studies on fibromyalgia. The bibliography of relevant identified papers was surveyed and information from abstracts and on-line sources was included as deemed relevant. We supplemented this information with that contained in the authors’ own databases.




3. Results


3.1. NMDAR Function in Fibromyalgia


Various imaging techniques have shown elevated glutamate levels in the brains of patients with fibromyalgia [7]. For instance, elevated glutamate (measured with glutamine) is seen in the posterior insula in fibromyalgia patients, with positive correlations with lower pain thresholds, a characteristic feature of fibromyalgia [8]. Further studies showed that depletion of glutamate levels by pregabalin predicted the subsequent analgesic response to this drug [9]. Additionally, brain spectroscopy studies have shown a strong correlation between high levels of glutamate in the posterior cingulate and pain in fibromyalgia [10]. As well as patients with fibromyalgia having increased glutamate in pain-related brain regions [11] , there is also increased glutamate and glycine in cerebrospinal fluid in fibromyalgia patients [12]. Hence NMDA receptors in the spinal cord and brain of patients are exposed to increased levels of glutamate. Mechanisms that relate to descending control of spinal neuron function are abnormal in fibromyalgia and these changes may also interact with function of the NMDAR at the spinal cord level.



The amino acid glutamate, acting on two different groups of receptors (labeled ionotropic and metabotropic), is primarily involved in excitatory synaptic transmission in the brain and spinal cord. Ionotropic glutamate receptors are ligand-gated ion channels. They are divided into different receptor types based on their pharmacological properties. The key receptor sub-groups are GluA (AMPA, 2-amino-3-3-hydroxy-5-methyl-isoxazol-4-yl propanoic acid), GluD (δ), GluK (kainate), and the GluN (NMDA, N-Methyl-d-aspartic acid) [13]. The NMDAR (Figure 1), named because the agonist molecule NMDA binds specifically to it and not to other glutamate receptors, plays a key role in neural plasticity as well as excitotoxicity [13,14]. In its normal resting state the receptor is inactive and does not participate in synaptic modulation. This is because the ion channel is “plugged” by the binding of extracellular magnesium and zinc that impede the flow of cations through the channel [15]. The NMDAR is activated through the binding of the ligands glutamate and glycine (or d-serine) to different sites of the NMDAR. Cellular depolarization repels the magnesium and zinc ions from the channel allowing voltage dependent entry of sodium and small amounts of calcium into the cell and egress of potassium out of the cell. This process is primarily gated by ligand binding, but is also voltage dependent [13]. Thus an NMDAR that has glycine and glutamate bound to it and has an open channel to allow electrical signals to pass is deemed “activated”. Adequate glycine is thought to be always present in the synaptic gap but glutamate levels relate to release from presynaptic terminals. Hence, activation of these receptors links to glutamate availability at the receptor level. The function, structure and distribution of NMDARs through the brain, spinal cord and peripheral tissues show considerable heterogeneity, with variation of subunits, including NR1 and NR2 [14,16,17].


Figure 1. Simplified diagram of activated N-methyl-d-aspartate receptor (NMDAR) showing sites where key molecules interact.
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NMDAR antagonists that inhibit activation by agonists to the NMDAR fall into four categories. These comprise competitive antagonists, which bind to and block the binding site of either the neurotransmitter glutamate or that of glycine, noncompetitive antagonists, which inhibit NMDARs by binding to allosteric sites, and other antagonists, which block the ion channel by binding to a site within the channel [18].




3.2. NMDAR Inhibitors


3.2.1. Ketamine


Ketamine 2-(2-chlorophenyl)-2-(methylamino)-cyclohexanone) is a non-competitive NMDAR antagonist. The S (+) stereo-isomer is the most potent NMDAR-antagonist in clinical use, and is 3–4 times that of the R (-) isomer. Ketamine binds to an intrachannel site and decreases channel opening time [19]. Ketamine also acts on opioid, non-NMDA glutamate and muscarinic cholinergic receptors, and facilitates GABA signaling, and has local anesthetic properties. Ketamine is bound with greater affinity to agonist sites on high-affinity dopamine D2 receptors than to NMDARs [20]. Thus the clinical effects of ketamine may relate to a number of actions and not just those on the NMDAR [21]. The common side-effects of nausea, headache, dizziness and confusion relate to the various actions of ketamine. Ketamine also has significant psychomimetic effects that influence its clinical utility [15,22].



While ketamine has been widely used in the management of a number of chronic pain disorders [23] there are few studies showing long term benefit [22]. Ketamine has been shown to be effective in severe major depressive disorder which may be present in some patients with fibromyalgia [24].



The clinical effects of ketamine have been evaluated in a small sample of patients with fibromyalgia. A double-blind study of 11 female patients with fibromyalgia given low-dose ketamine infusions (0.3 mg/kg) or sodium chloride (placebo) at different times over a period of 0 to 10 min in a random cross-over design evaluated a number of relevant outcome measures [25]. Pain intensity change of <50% was labeled as placebo response. One patient was a placebo responder, 8 were deemed ketamine responders and 2 non-responders. There was a significant reduction in pain intensity (>50%) with the ketamine infusion compared to the saline infusion during (p < 0.05) and 20–80 min after the test period (p < 0.01). There was a decrease in tenderness (p < 0.02) and increased endurance (p < 0.02). The change in pain threshold and pain tolerance at tender points (<0.02 and <0.0001 respectively) and control points (<0.03 and <0.02 respectively) were each significant. Six of the 8 responders had reduction in pain for 2 to 7 days. In addition to the 11 ketamine-infused patients, 9 other patients were treated with morphine and compared to saline (no significant change in the above outcomes) and 11 other patients were treated with lidocaine and compared to saline (pain decrease during and after for short time after the infusion, p < 0.05).



These studies were extended, using saline, lidocaine, morphine and ketamine, in a total of 18 patients [26]. Thirteen patients responded to one or several of the drugs; 2 were placebo responders to all 4 infusions, and 3 patients did not respond to any infusion. Seven of the responders had pain reduction for 1 to 5 days. The 8 responders to ketamine significantly improved Fibromyalgia Impact Questionnaire (FIQ) scores. Blood drug levels were the same in responders and non-responders.



A third study using similar methodology identified 17 of 29 fibromyalgia patients as responders to ketamine [27]. Thus, of 58 patients with fibromyalgia in the above 3 studies, 33 (57%) responded to low dose ketamine (0.3 mg/kg) infusion, as defined by a reduction of pain by 50% or more [28].



A subsequent study assessed the effect of either placebo or ketamine on pain induced by intramuscular infusion of hypertonic saline in patients with fibromyalgia who had previously been defined as ketamine responders. These studies showed significant parallel reduction in pain intensity, temporal summation, allodynia and area of referred pain in those given the NMDAR-antagonist ketamine compared to those given placebo [27].



Taken as a whole, these described studies imply that NMDAR activation significantly contributes to the pathophysiology of the pain of fibromyalgia. However, the short time period of observation in these studies in a chronic pain condition such as fibromyalgia limits the clinical usefulness of this data.



A double-blind placebo controlled trial in 24 fibromyalgia patients examined durability of response to ketamine by comparing a single infusion of low dose (0.5 mg/kg) S-ketamine to an infusion of 5 mg midazolam, each over 30 min [29]. This showed that the initial significant pain reduction by ketamine, compared to midazolam, waned quickly in parallel with the pharmacokinetics of ketamine. There was no difference between S-ketamine treated patients and midazolam treated patients at 2.5 h after the infusion or during the 8-week follow-up time period. Psychomimetic side effects were mild to moderate and similar between groups. The S-ketamine provided a dose that was 2.5 times higher than the racemic ketamine used in the studies of Sorenson [26] and Graven-Nielsen [27] but the duration of effect was similar suggesting that the duration of infusion may be a critical factor in achieving durable and clinically meaningful pain reduction.



Complex regional pain syndrome (CRPS) shares many pathophysiological features with fibromyalgia [30], including response to ketamine. In a study of 60 patients with CRPS 4 days of continuous low-dose (up to mean of 22 mg/h/70 kg) ketamine infusion resulted in clinically relevant pain reduction in the ketamine treated group, compared to the placebo treated group, lasting for 11 weeks [31]. The effect was not influenced by duration of CRPS but the pain relief was not accompanied by improved functional status.



Anecdotal contemporary use of intravenous ketamine for the pain of fibromyalgia generally involves doses that are higher, of longer duration and of greater frequency than in the initial clinical studies. For instance, the dose may start at 200 mg over 4 h on day 1, 600 mg over 4 h on day 2, and 800 mg over 4 h on day 3, 4 and 5, with a booster of 800 mg over 4 h on each of two days some two weeks later [32]. The dose escalation is tempered by possible side effects. Diazepam and ondansetron are often given at the time of infusion to minimize common side effects of agitation and nausea. Psychomimetic effects may moderate the dosing schedule.



There are no randomized controlled studies of this higher dose and longer duration use of ketamine in fibromyalgia.



The use of oral ketamine for treatment of fibromyalgia has not been widely studied, however one study reported clinically meaningful responses (>50% pain reduction) in a small number of patients [33]. If effective the oral ketamine was usually continued for 3 months as the adverse effects of long-term use of ketamine were considered to be unclear [33]. The mean effective dose in the whole study group (which included the fibromyalgia patients) was 2mg/kg after titration. Adverse events were generally mild and resulted in drug cessation in only a small number of patients. It has been noted that the oral route is associated with fewer side effects than the parenteral route [34,35]. It is noted that when administered orally, a metabolite of ketamine can contribute to its actions [19].



Special issues arise regarding recreational use of this drug and these need to be considered when planning future studies in fibromyalgia and other pain disorders [36].




3.2.2. Dextromethorphan


Dextromethorphan is often present in over-the-counter cough medications and has mild NMDAR non-competitive channel blocking actions [37].



The response to an intravenous low-dose (0.1 mg/kg) ketamine infusion in 34 patients with fibromyalgia predicted the subsequent response to the oral NMDAR-antagonist dextromethorphan (mean dose in responders 160 mg/day), although 56% of patients responded to neither drug [38]. The value for a positive response to the intravenous ketamine test was established at 67% pain relief, and a positive response to the dextromethorphan treatment was defined as a 50% reduction at 4–6 weeks after treatment was commenced. The degree of correlation between pain relief with ketamine and dextromethorphan was highly significant (p < 0.001). There was a statistically significant association between the occurrences of side effects in each group. Ketamine side effects included dizziness, confusion, euphoria or a combination of these. Dextromethorphan related side effects included dizziness and sedation.



In a study of fibromyalgia patients compared to healthy controls, there was a similar response to the NMDAR antagonist dextromethorphan when assessed using the effects of temporal summation of dorsal horn neuronal responses, which reflects nociception-dependent central sensitization [6]. This suggests that NMDAR-related pain mechanisms may be dominant or responsive to modulation in only a sub-set of patients with fibromyalgia, which is consistent with the clinical observations with various NMDAR-antagonists.




3.2.3. Memantine


Memantine is a non-competitive blocker of the NMDAR channel that leads to reduction of glutamate and prevents entry of excess calcium [39]. It dissociates from the channel and thus decreases pathological activity of the NMDAR without changing normal synaptic function [39]. Memantine has a low side-effect profile and can be used over a prolonged period of time [40]. It has been effective in complex regional pain syndrome [41], a condition that shares many pathophysiological features with fibromyalgia [30].



A randomised, double-blind study in 63 patients with fibromyalgia compared memantine (titrated up to 20 mg/day over one month) with placebo over a 6-month period [40]. Compared to placebo there was a significant reduction in pain and increase in pain threshold, and improvement in global function, mood and quality of life. Compared to placebo, and using decrease in pain intensity of 50% as the end-point, the absolute risk reduction was 16% and the number needed to treat to achieve that end-point was 6.2. Dizziness and headache occurred in a minority.



In an associated study, it was shown that patients treated with memantine showed significant changes in brain glutamate-related metabolites compared to placebo-treated patients [42]. There was a correlation between choline levels and the FIQ score in the posterior insula.



Table 1 summarizes the doses used and side-effects noted from the reported use of ketamine, dextromethorphan and memantine in fibromyalgia.



Table 1. Selected NMDAR antagonists that have been used in the treatment of fibromyalgia.







	
Drug

	
Analgesic Dose

	
Side Effects

	
Comment






	
Ketamine

	
Oral: 2 mg/kg IV: 0.2–0.75 mg/kg Continuous infusion: 2–7 mcg/kg/min

	
Psychomimetic—hallucinations, confusion, sedation, irrational behaviour

	
No studies of higher dose, longer duration regimens limit use.




	
Dextromethorphan

	
Oral: 45–400 mg/day

	
Drowsy, dizzy, anxiety, confusion

	
Few clinically useful studies, anecdotal use suggests limited effect.




	
Memantine

	
Oral: 10–30 mg/day

	
Hypertension, dizzy, drowsy, nausea, anxiety, hallucinations

	
Further studies may show this drug to be clinically useful.











3.2.4. Amantadine


Amantadine is a weak non-competitive NMDAR channel blocker [43] that has shown variable results in neuropathic pain [44] but has not been studied in fibromyalgia. Amantadine, usually taken orally at 100 to 200 mg per day, produces hypotension, dizziness, agitation, confusion and hallucinations. Anecdotal use suggests limited benefit in fibromyalgia.




3.2.5. Methadone


Methadone is a μ-opioid receptor agonist that also has NMDAR antagonist activity [45]. It is used in opioid withdrawal programs. It has not been studied in fibromyalgia but it has been shown to have effect in patients with neuropathic pain. In a small uncontrolled observational study of 18 patients with neuropathic pain a mean stable dose of 15 mg per day associated with a significant reduction in mean pain levels (VAS +/− SD of 7.7+/− 1.5 to 1.4+/− 1.7, p < 0.0001), and 70 percent had complete resolution of mechanical allodynia [46]. It is noted that the dextrorotatory form (d-methadone) acts as a NMDAR antagonist without opioid activity.



There is little role for the use of pure opioids in fibromyalgia as intrinsic brain opioid activity is already optimized and this, together with the significant medical issues associated with long-term opioid use, limits consideration of the usual form of this drug for its NMDAR antagonist properties in fibromyalgia [47]. This drug should only be considered in special circumstances in fibromyalgia, for instance as part of an opioid withdrawal program.




3.2.6. Guaifesin


Guaifesin, a drug with expectorant properties, may also have NMDAR antagonist actions [48]. However, a trial comparing the use of guaifesin to placebo in two groups of 20 patients with fibromyalgia over a 12–month observational period showed no difference in outcomes [49].





3.3. Drugs with Indirect Effect on NMDAR Function


A number of drugs used in the management of fibromyalgia, such as different antidepressants, likely have an indirect effect on NMDAR function through reduction of the NMDAR ligands glutamate and aspartate [50,51]. Glutamate reduction in relevant pain-related brain regions in fibromyalgia patients is seen with pregabalin [9,52], with beneficial clinical effects likely to involve changes in NMDAR function in brain and spinal cord due to less synaptic glutamate being available to facilitate receptor activation. Pregabalin also decreases synaptic substance P and noradrenaline, and has other central effects relevant to fibromyalgia management, including improvement in sleep quality and anxiety [53]. The clinical effects of these drugs in fibromyalgia are not the main subjects of this review.




3.4. Non-Pharmacological Approaches


Dietary modification of foods high in glutamate has been trialed in fibromyalgia. One study showed that 4 weeks of exclusion of monosodium glutamate (MSG), aspartame, and other excitotoxins, resulted in over 30% improvement in fibromyalgia symptoms in 84% of those who completed the diet [54]. When active MSG was added back in the diet, there was a return of fibromyalgia symptoms in a significant proportion of patients compared to an inactive placebo. This suggests that dietary glutamate may modulate fibromyalgia symptoms in some patients.




3.5. NMDA Antagonists in Fibromyalgia Management Guidelines


Drugs that are active against NMDARs are either not mentioned or not recommended in a number of evidence-based guidelines and reviews for management of fibromyalgia [55,56,57]. Some guidelines indicate the unproven potential of targeting the NMDAR in fibromyalgia [58].





4. Conclusions


The NMDAR plays a prominent role in the pathophysiology of fibromyalgia. A number of drugs that target and down-regulate this structure cause a reduction of fibromyalgia-related symptoms. While this review provides evidence for the participation of NMDARs in the mechanism of fibromyalgia, it also highlights limitations in methodology of the identified studies. These are characterized by several short duration studies in a condition that is usually long-standing. Additionally, there are few studies examining different doses of NMDAR antagonists and none assessing combinations with drugs of different classes. Further study of currently available NMDAR antagonist drugs and assessment of new drugs in this class is warranted.







Acknowledgments


There were no funding sources for this review. No funds were received for covering the costs to publish in open access.




Author Contributions


Both Geoffrey Littlejohn and Emma Guymer contributed to the review.




Conflicts of Interest


The authors declare no conflict of interest.




References


	1. 
Lawson, K. Potential drug therapies for the treatment of fibromyalgia. Expert Opin. Investig. Drugs 2016, 25, 1071–1081. [Google Scholar] [CrossRef] [PubMed]

	2. 
Woolf, C.J. Central sensitization: Implications for the diagnosis and treatment of pain. Pain 2011, 152, S2–S15. [Google Scholar] [CrossRef] [PubMed]

	3. 
Yunus, M.B. Editorial review: An update on central sensitivity syndromes and the issues of nosology and psychobiology. Curr. Rheumatol. Rev. 2015, 11, 70–85. [Google Scholar] [CrossRef] [PubMed]

	4. 
Kuner, R.; Flor, H. Structural plasticity and reorganisation in chronic pain. Nat. Rev. Neurosci. 2016, 18, 20–30. [Google Scholar] [CrossRef] [PubMed]

	5. 
Dickenson, A.H.; Sullivan, A.F. NMDA receptors and central hyperalgesic states. Pain 1991, 46, 344–346. [Google Scholar] [CrossRef]

	6. 
Staud, R.; Vierck, C.J.; Robinson, M.E.; Price, D.D. Effects of the N-methyl-d-aspartate receptor antagonist dextromethorphan on temporal summation of pain are similar in fibromyalgia patients and normal control subjects. J. Pain 2005, 6, 323–332. [Google Scholar] [CrossRef] [PubMed]

	7. 
Harris, R.E. Elevated excitatory neurotransmitter levels in the fibromyalgia brain. Arthritis Res. Ther. 2010, 12, 141. [Google Scholar] [CrossRef] [PubMed]

	8. 
Harris, R.E.; Sundgren, P.C.; Craig, A.D.; Kirshenbaum, E.; Sen, A.; Napadow, V.; Clauw, D.J. Elevated insular glutamate in fibromyalgia is associated with experimental pain. Arthritis Rheum. 2009, 60, 3146–3152. [Google Scholar] [CrossRef] [PubMed]

	9. 
Harris, R.E.; Napadow, V.; Huggins, J.P.; Pauer, L.; Kim, J.; Hampson, J.; Sundgren, P.C.; Foerster, B.; Petrou, M.; Schmidt-Wilcke, T.; et al. Pregabalin rectifies aberrant brain chemistry, connectivity, and functional response in chronic pain patients. Anesthesiology 2013, 119, 1453–1464. [Google Scholar] [CrossRef] [PubMed]

	10. 
Fayed, N.; Garcia-Campayo, J.; Magallon, R.; Andres-Bergareche, H.; Luciano, J.V.; Andres, E.; Beltran, J. Localized 1h-NMR spectroscopy in patients with fibromyalgia: A controlled study of changes in cerebral glutamate/glutamine, inositol, choline, and n-acetylaspartate. Arthritis Res. Ther. 2010, 12, R134. [Google Scholar] [CrossRef] [PubMed]

	11. 
Pyke, T.; Osmotherly, P.G.; Baines, S. Measuring glutamate levels in the brains of fibromyalgia patients and a potential role for glutamate in the pathophysiology of fibromyalgia symptoms: A systematic review. Clin. J. Pain 2016. [Google Scholar] [CrossRef] [PubMed]

	12. 
Larson, A.A.; Giovengo, S.L.; Russell, I.J.; Michalek, J.E. Changes in the concentrations of amino acids in the cerebrospinal fluid that correlate with pain in patients with fibromyalgia: Implications for nitric oxide pathways. Pain 2000, 87, 201–211. [Google Scholar] [CrossRef]

	13. 
Vyklicky, V.; Korinek, M.; Smejkalova, T.; Balik, A.; Krausova, B.; Kaniakova, M.; Lichnerova, K.; Cerny, J.; Krusek, J.; Dittert, I.; et al. Structure, function, and pharmacology of nmda receptor channels. Physiol. Res. 2014, 63, S191–S203. [Google Scholar] [PubMed]

	14. 
Iacobucci, G.J.; Popescu, G.K. NMDA receptors: Linking physiologic output to biophysical operation. Nat. Rev. Neurosci. 2017, 18, 236–249. [Google Scholar] [CrossRef] [PubMed]

	15. 
Hocking, G.; Visser, E.J.; Schug, S.A.; Cousins, M.J. Ketamine: Does life begin at 40? Pain Clin. Updates 2007, 15, 6. [Google Scholar]

	16. 
Staud, R. The neurobiology of chronic musculoskeletal pain (including chronic regional pain). In Fibromyalgia and Other Central Pain Syndromes; Wallace, D.J., Clauw, D., Eds.; Lippincott Williams &Wilkins: Philadelphia, PA, USA, 2005; Volume 1, pp. 45–62. [Google Scholar]

	17. 
McBain, C.J.; Mayer, M.L. N-methyl-d-aspartic acid receptor structure and function. Physiol. Rev. 1994, 74, 723–760. [Google Scholar] [PubMed]

	18. 
Kim, A.H.; Kerchner, G.A.; Choi, D.W. Blocking excitotoxicity. In CNS Neuroprotection; Marcoux, F.W., Choi, D.W., Eds.; Springer: New York, NY, USA, 2002; pp. 3–36. [Google Scholar]

	19. 
Mion, G.; Villevieille, T. Ketamine pharmacology: An update (pharmacodynamics and molecular aspects, recent findings). CNS Neurosci. Ther. 2013, 19, 370–380. [Google Scholar] [CrossRef] [PubMed]

	20. 
Seeman, P.; Ko, F.; Tallerico, T. Dopamine receptor contribution to the action of pcp, lsd and ketamine psychotomimetics. Mol. Psychiatry 2005, 10, 877–883. [Google Scholar] [CrossRef] [PubMed]

	21. 
Wood, P.B. A reconsideration of the relevance of systemic low-dose ketamine to the pathophysiology of fibromyalgia. J. Pain 2006, 7, 611–614. [Google Scholar] [CrossRef] [PubMed]

	22. 
Niesters, M.; Martini, C.; Dahan, A. Ketamine for chronic pain: Risks and benefits. Br. J. Clin. Pharmacol. 2014, 77, 357–367. [Google Scholar] [CrossRef] [PubMed]

	23. 
Persson, J. Ketamine in pain management. CNS Neurosci. Ther. 2013, 19, 396–402. [Google Scholar] [CrossRef] [PubMed]

	24. 
Serafini, G.; Howland, R.H.; Rovedi, F.; Girardi, P.; Amore, M. The role of ketamine in treatment-resistant depression: A systematic review. Curr. Neuropharmacol. 2014, 12, 444–461. [Google Scholar] [CrossRef] [PubMed]

	25. 
Sorensen, J.; Bengtsson, A.; Backman, E.; Henriksson, K.G.; Bengtsson, M. Pain analysis in patients with fibromyalgia. Effects of intravenous morphine, lidocaine, and ketamine. Scand. J. Rheumatol. 1995, 24, 360–365. [Google Scholar] [CrossRef] [PubMed]

	26. 
Sorensen, J.; Bengtsson, A.; Ahlner, J.; Henriksson, K.G.; Ekselius, L.; Bengtsson, M. Fibromyalgia—Are there different mechanisms in the processing of pain? A double blind crossover comparison of analgesic drugs. J. Rheumatol. 1997, 24, 1615–1621. [Google Scholar] [PubMed]

	27. 
Graven-Nielsen, T.; Aspegren Kendall, S.; Henriksson, K.G.; Bengtsson, M.; Sorensen, J.; Johnson, A.; Gerdle, B.; Arendt-Nielsen, L. Ketamine reduces muscle pain, temporal summation, and referred pain in fibromyalgia patients. Pain 2000, 85, 483–491. [Google Scholar] [CrossRef]

	28. 
Henriksson, K.G. Fibromyalgia—From syndrome to disease. Overview of pathogenetic mechanisms. J. Rehabil. Med. 2003, 35, 89–94. [Google Scholar] [CrossRef]

	29. 
Noppers, I.; Niesters, M.; Swartjes, M.; Bauer, M.; Aarts, L.; Geleijnse, N.; Mooren, R.; Dahan, A.; Sarton, E. Absence of long-term analgesic effect from a short-term S-ketamine infusion on fibromyalgia pain: A randomized, prospective, double blind, active placebo-controlled trial. Eur. J. Pain 2011, 15, 942–949. [Google Scholar] [CrossRef] [PubMed]

	30. 
Littlejohn, G. Neurogenic neuroinflammation in fibromyalgia and complex regional pain syndrome. Nat. Rev. Rheumatol. 2015, 11, 639–648. [Google Scholar] [CrossRef] [PubMed]

	31. 
Sigtermans, M.J.; van Hilten, J.J.; Bauer, M.C.; Arbous, M.S.; Marinus, J.; Sarton, E.Y.; Dahan, A. Ketamine produces effective and long-term pain relief in patients with complex regional pain syndrome type 1. Pain 2009, 145, 304–311. [Google Scholar] [CrossRef] [PubMed]

	32. 
Hanna, A.F.; Smith, A.G. Intravenous ketamine produces long-term pain relief in a patient with fibromyalgia. Fibrom. Open Access 2016, 1, 1–3. [Google Scholar]

	33. 
Marchetti, F.; Coutaux, A.; Bellanger, A.; Magneux, C.; Bourgeois, P.; Mion, G. Efficacy and safety of oral ketamine for the relief of intractable chronic pain: A retrospective 5-year study of 51 patients. Eur. J. Pain 2015, 19, 984–993. [Google Scholar] [CrossRef] [PubMed]

	34. 
Cherry, D.A.; Plummer, J.L.; Gourlay, G.K.; Coates, K.R.; Odgers, C.L. Ketamine as an adjunct to morphine in the treatment of pain. Pain 1995, 62, 119–121. [Google Scholar] [CrossRef]

	35. 
Blonk, M.I.; Koder, B.G.; van den Bemt, P.M.; Huygen, F.J. Use of oral ketamine in chronic pain management: A review. Eur. J. Pain 2010, 14, 466–472. [Google Scholar] [CrossRef] [PubMed]

	36. 
Li, J.H.; Vicknasingam, B.; Cheung, Y.W.; Zhou, W.; Nurhidayat, A.W.; Jarlais, D.C.; Schottenfeld, R. To use or not to use: An update on licit and illicit ketamine use. Subst. Abuse Rehabil. 2011, 2, 11–20. [Google Scholar] [CrossRef] [PubMed]

	37. 
Siu, A.; Drachtman, R. Dextromethorphan: A review of N-methyl-d-aspartate receptor antagonist in the management of pain. CNS Drug Rev. 2007, 13, 96–106. [Google Scholar] [CrossRef] [PubMed]

	38. 
Cohen, S.P.; Verdolin, M.H.; Chang, A.S.; Kurihara, C.; Morlando, B.J.; Mao, J. The intravenous ketamine test predicts subsequent response to an oral dextromethorphan treatment regimen in fibromyalgia patients. J. Pain 2006, 7, 391–398. [Google Scholar] [CrossRef] [PubMed]

	39. 
Johnson, J.W.; Kotermanski, S.E. Mechanism of action of memantine. Curr. Opin. Pharmacol. 2006, 6, 61–67. [Google Scholar] [CrossRef] [PubMed]

	40. 
Olivan-Blazquez, B.; Herrera-Mercadal, P.; Puebla-Guedea, M.; Perez-Yus, M.C.; Andres, E.; Fayed, N.; Lopez-Del-Hoyo, Y.; Magallon, R.; Roca, M.; Garcia-Campayo, J. Efficacy of memantine in the treatment of fibromyalgia: A double-blind, randomised, controlled trial with 6-month follow-up. Pain 2014, 155, 2517–2525. [Google Scholar] [CrossRef] [PubMed]

	41. 
Sinis, N.; Birbaumer, N.; Gustin, S.; Schwarz, A.; Bredanger, S.; Becker, S.T.; Unertl, K.; Schaller, H.E.; Haerle, M. Memantine treatment of complex regional pain syndrome: A preliminary report of six cases. Clin. J. Pain 2007, 23, 237–243. [Google Scholar] [CrossRef] [PubMed]

	42. 
Fayed, N.; Olivan-Blazquez, B.; Herrera-Mercadal, P.; Puebla-Guedea, M.; Perez-Yus, M.C.; Andres, E.; Lopez del Hoyo, Y.; Magallon, R.; Viguera, L.; Garcia-Campayo, J. Changes in metabolites after treatment with memantine in fibromyalgia. A double-blind randomized controlled trial with magnetic resonance spectroscopy with a 6-month follow-up. CNS Neurosci. Ther. 2014, 20, 999–1007. [Google Scholar] [CrossRef] [PubMed]

	43. 
Blanpied, T.A.; Clarke, R.J.; Johnson, J.W. Amantadine inhibits nmda receptors by accelerating channel closure during channel block. J. Neurosci. 2005, 25, 3312–3322. [Google Scholar] [CrossRef] [PubMed]

	44. 
Pud, D.; Eisenberg, E.; Spitzer, A.; Adler, R.; Fried, G.; Yarnitsky, D. The nmda receptor antagonist amantadine reduces surgical neuropathic pain in cancer patients: A double blind, randomized, placebo controlled trial. Pain 1998, 75, 349–354. [Google Scholar] [CrossRef]

	45. 
Fredheim, O.M.; Moksnes, K.; Borchgrevink, P.C.; Kaasa, S.; Dale, O. Clinical pharmacology of methadone for pain. Acta Anaesthesiol. Scand. 2008, 52, 879–889. [Google Scholar] [CrossRef] [PubMed]

	46. 
Gagnon, B.; Almahrezi, A.; Schreier, G. Methadone in the treatment of neuropathic pain. Pain Res. Manag. 2003, 8, 149–154. [Google Scholar] [CrossRef] [PubMed]

	47. 
Littlejohn, G.O.; Guymer, E.K.; Ngian, G.S. Is there a role for opioids in the treatment of fibromyalgia? Pain Manag. 2016, 6, 347–355. [Google Scholar] [CrossRef] [PubMed]

	48. 
Keshavarz, M.; Showraki, A.; Emamghoreishi, M. Anticonvulsant effect of guaifenesin against pentylenetetrazol-induced seizure in mice. Iran. J. Med. Sci. 2013, 38, 116–121. [Google Scholar] [PubMed]

	49. 
Bennett, R.M.; De Campo, P.; Clark, S.R. A randomized, prospective, 12 month study to compare the efficiacy of guaifenesin versus placebo in the management of fibromyalgia. Arthritis Rheum. 1996, 39, S212. [Google Scholar]

	50. 
Golembiowska, K.; Dziubina, A. Involvement of adenosine in the effect of antidepressants on glutamate and aspartate release in the rat prefrontal cortex. Naunyn-Schmiedeberg's Arch. Pharmacol. 2001, 363, 663–670. [Google Scholar] [CrossRef]

	51. 
Nekovarova, T.; Yamamotova, A.; Vales, K.; Stuchlik, A.; Fricova, J.; Rokyta, R. Common mechanisms of pain and depression: Are antidepressants also analgesics? Front. Behav. Neurosci. 2014, 8, 99. [Google Scholar] [CrossRef] [PubMed]

	52. 
Puiu, T.; Kairys, A.E.; Pauer, L.; Schmidt-Wilcke, T.; Ichesco, E.; Hampson, J.P.; Napadow, V.; Clauw, D.J.; Harris, R.E. Association of alterations in gray matter volume with reduced evoked-pain connectivity following short-term administration of pregabalin in patients with fibromyalgia. Arthritis Rheumatol. 2016, 68, 1511–1521. [Google Scholar] [CrossRef] [PubMed]

	53. 
Calandre, E.P.; Rico-Villademoros, F.; Slim, M. α2Δ ligands, gabapentin, pregabalin and mirogabalin: A review of their clinical pharmacology and therapeutic use. Expert Rev. Neurother. 2016, 16, 1263–1277. [Google Scholar] [CrossRef] [PubMed]

	54. 
Holton, K.F.; Taren, D.L.; Thomson, C.A.; Bennett, R.M.; Jones, K.D. The effect of dietary glutamate on fibromyalgia and irritable bowel symptoms. Clin. Exp. Rheumatol. 2012, 30, 10–17. [Google Scholar] [PubMed]

	55. 
Macfarlane, G.J.; Kronisch, C.; Dean, L.E.; Atzeni, F.; Hauser, W.; Fluss, E.; Choy, E.; Kosek, E.; Amris, K.; Branco, J.; et al. EULAR revised recommendations for the management of fibromyalgia. Ann. Rheum. Dis. 2017, 76, 318–328. [Google Scholar] [CrossRef] [PubMed]

	56. 
Clauw, D.J. Fibromyalgia: A clinical review. JAMA 2014, 311, 1547–1555. [Google Scholar] [CrossRef] [PubMed]

	57. 
Ablin, J.; Fitzcharles, M.A.; Buskila, D.; Shir, Y.; Sommer, C.; Hauser, W. Treatment of fibromyalgia syndrome: Recommendations of recent evidence-based interdisciplinary guidelines with special emphasis on complementary and alternative therapies. Evid. Based Complement. Altern. Med. eCAM 2013, 2013, 485272. [Google Scholar] [CrossRef] [PubMed]

	58. 
Fitzcharles, M.A.; Ste-Marie, P.A.; Goldenberg, D.L.; Pereira, J.X.; Abbey, S.; Choiniere, M.; Ko, G.; Moulin, D.E.; Panopalis, P.; Proulx, J.; et al. Canadian pain society and canadian rheumatology association recommendations for rational care of persons with fibromyalgia: A summary report. J. Rheumatol. 2013, 40, 1388–1393. [Google Scholar] [CrossRef] [PubMed]











© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license ( http://creativecommons.org/licenses/by/4.0/).







nav.xhtml


  biomedicines-05-00015


  
    		
      biomedicines-05-00015
    


  




  





media/file1.png
Calcium channel

Allosteric binding site
Glutamate

Glutamate binding site Glycine

\ i Glycine binding site
o

Extracellular space

Receptor ep

Receptor

Intracellular space

\_ ) \_ ) Cell membrane

Ketamine. memantine binding site Magnesium [present when receptor inactive]

Na " and Ca™





media/file2.png





media/file0.jpg
Calcium channel

Allosteric binding site

Glu
Glutamate binding site

Glycine binding site

IR

Cell membrane

Extracellular space

Receplor || Receptor

ML~

Intracellular space

Ketamine, memantine bindin

site Magnesium [present when receptor inactive]

Na and Ca™





