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come such a powerful tool. Examples
of perinatal trials using cluster ran-
domization include studies of counts
of fetal movement in the prevention
of antepartum stillbirth,7 of early
breast-feeding to prevent postpartum
hemorrhage8 and of counselling for
smoking cessation in prenatal care,1

as well as a WHO-sponsored evalua-
tion of a new model of prenatal care.9

My colleagues and I are currently
conducting a cluster-randomized
evaluation (funded in part by Health
Canada) of an intervention to pro-
mote breast-feeding based on the
WHO/UNICEF Baby-Friendly
Hospital Initiative. Cluster-random-
ized trials require highly trained re-
search teams, large sample sizes and
substantial funding. If individual-
based interventions deserve rigorous
methods of evaluation, the far larger
number of individuals whose health
and welfare may be affected argues
for better, not worse, methods of
evaluating community-based inter-
ventions.

I have no objection to funding
truly “worthwhile interventions,”
whose effectiveness has been rigor-
ously demonstrated. In the mater-
nal–child health arena alone, postna-
tal support of breast-feeding,
provision of automobile restraints
and bicycle helmets, and improve-
ment in vaccination coverage are
public health promotion efforts
whose scientific basis is far stronger
than that of CPNP.

Michael S. Kramer, MD
Professor
Departments of Pediatrics

and of Epidemiology and Biostatistics
Faculty of Medicine
McGill University
Montreal, Que.

References
1. Kendrick JS, Zahniser SC, Miller N, Salas

N, Stine J, Gargiullo PM, et al. Integrat-
ing smoking cessation into routine public
prenatal care: the Smoking Cessation in
Pregnancy Project. Am J Public Health
1995;85:217-22.

2. Hodnett ED. Support from caregivers

during at-risk pregnancy. In: Neilson JP,
Crowther CA, Hodnett ED, Hofmeyr GJ,
editors. Pregnancy and childbirth module of
the cochrane database of systematic reviews
[updated 1997 Dec 2]. Available: The
Cochrane Library [database on disk and
CD-ROM]. The Cochrane Collaboration;
Issue 1. Oxford: Update Software; 1998.

3. Mueller-Heubach E, Reddick D, Barnett
B, Bente R. Preterm birth prevention:
evaluation of a prospective controlled ran-
domized trial. Am J Obstet Gynecol 1989;
160:1172-8.

4. Heins HC, Nance NW, McCarthy BJ,
Efird CM. A randomized trial of nurse-
midwifery prenatal care to reduce low
birth weight. Obstet Gynecol 1990;75:341-5.

5. Collaborative Group on Preterm Birth
Prevention. Multicenter randomized, con-
trolled trial of a preterm birth prevention
program. Am J Obstet Gynecol 1993;169:
352-66.

6. Ceesay SM, Prentice AM, Cole TJ, Foord
F, Weaver LT, Poskitt EME, et al. Effects
on birth weight and perinatal mortality of
maternal dietary supplements in rural
Gambia: 5 year randomised controlled
trial. BMJ 1997;315:786-90.

7. Grant A, Elbourne D, Valentin L, Alexan-
der S. Routine formal fetal movement
counting and risk of antepartum late death
in normally formed singletons. Lancet
1989;2:345-9.

8. Bullough C, Msuku R, Karonde L. Early
suckling and postpartum hemorrhage:
controlled trial in deliveries by traditional
birth attendants. Lancet 1989;2:522-5.

9. Villar J, Bakketeig L, Donner A, al-
Mazrou Y, Ba’aqeel H, Belizán JM, et al.
The WHO Antenatal Care Randomised
Controlled Trial: rationale and study de-
sign. Paediatr Perinat Epidemiol 1998;12
(Suppl 2):27-58.

What causes chronic
fatigue?

Even though the 3 articles on
chronic fatigue syndrome1–3 in

the Sept. 8 issue commendably de-
molish the obsolete claim that
chronic fatigue syndrome is a psychi-
atric illness, they also offer outdated
biological explanations for the syn-
drome, namely, either a chronic viral
infection or a weakened immune sys-
tem. Although the first of these ex-
planations seemed convincing until a
few years ago, it is hardly tenable
now, because no specific virus has
been identified in these patients.4

Both the viral reactivation and the
immunological abnormalities ob-
served in patients with chronic fa-

tigue syndrome may well be ac-
counted for by the cortisol deficiency
that characterizes these patients.5

This explanation is supported by the
striking similarities between chronic
fatigue syndrome and Addison’s dis-
ease, which share 26 features,6 includ-
ing all of the neuropsychological
symptoms.5

My conviction that chronic fatigue
syndrome is an adrenal insufficiency
similar to Addison’s disease lies pri-
marily in the fact that 4 years ago I
recovered from chronic fatigue syn-
drome in the course of a few 
days thanks to the consumption of
licorice,7 with which addisonian pa-
tients were successfully treated before
hydrocortisone and fludrocortisone
became available.7 These steroids,
which currently represent the lifelong
therapy for Addison’s disease,7 should
be investigated in the treatment of
patients with “true” chronic fatigue
syndrome, as diagnosed according to
the original criteria.8 Conversely, pa-
tients in whom chronic fatigue syn-
drome is diagnosed on the basis of
subsequent revised criteria9 (which do
not include the only physical signs —
enlarged lymph nodes, fever and sore
throat — that clearly distinguish
chronic fatigue syndrome from de-
pression) should avoid both steroid
replacement therapy and licorice. In
fact, depressed patients misdiagnosed
as having chronic fatigue syndrome
have abnormally high cortisol levels,10

instead of the abnormally low cortisol
levels found in patients with “true”
chronic fatigue syndrome.10 There-
fore, administration of licorice or hy-
drocortisone would further increase
their already-high cortisol levels.7

Riccardo Baschetti, MD
Padua, Italy
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The 3 excellent articles on
chronic fatigue syndrome1–3 re-

minded me of the desperate need for
a discussion of the ethics — or lack
thereof — related to independent
medical examinations of patients with
this condition.

A recent 21-page report from an
independent medical examination of
one of my patients with chronic fa-
tigue syndrome included 2 pages of
error-riddled history and the results
of only a cursory physical exam,
along with a bold admission that a
full physical examination had not
been done. The other 19 pages,
clearly based on a word-processor
template, were peppered with such
clichés as “illness-seeking behaviour,”
“somatization syndromes” and “pre-
conscious motives.” The fee assessed
for this report was $1200.

I used to be asked by insurance
companies to perform independent
medical examinations (for the stan-
dard fee suggested by the Alberta
Medical Association), requests that I
always accepted. However, when it
became known that, in appropriate
circumstances, I might support a di-
agnosis of chronic fatigue syndrome,
such requests ceased abruptly.

The 3 CMAJ articles summarize
the growing evidence that chronic fa-

tigue syndrome is an organic illness
of some kind. Yet many physicians
who do independent medical exami-
nations seem to be innocent of this
evidence — or perhaps they simply
ignore it. Despite the waiver of exam-
iner responsibility for benefit or
claim decisions, a physician reporting
to a third party in fact shoulders a
dual duty: first, to tell the truth, and
second, to consider how this informa-
tion will be used. If the bill for an in-
dependent exam is 10 times the usual
consulting fee and the report presents
a judgement of questionable quality
that merely enables an insurance
company to discontinue disability
payments, the physician is in a posi-
tion of serious conflict of interest.

Does our sense of honesty not de-
mand that we disqualify ourselves
from doing examinations for which
we are unqualified? Will it become
necessary for the provincial colleges
to establish clearcut standards for

physicians wishing to work as inde-
pendent examiners?

Arnold Voth, MD
Edmonton, Alta.
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Correction

In The Left Atrium article describing
the Life Quilt for Breast Cancer,1

incorrect telephone and fax numbers
were given. The Life Quilt organizers
can be reached by telephone at 604
301-1184 and by fax at 604 301-1114.

Reference
1. Todkill AM. Fabric of hope: the Life

Quilt for Breast Cancer. CMAJ 1999;
160(1):92-3.

Correspondance

155?? March 9/99 CMAJ /Page 638

638 JAMC • 9 MARS 1999; 160 (5)

Docket: 1-6037 Initial: JN
Customer: CMAJ Mar 9/99

CMAJ index • L’index du JAMC

The index for volume 159 (July–December 1998) of CMAJ will be mailed
with an upcoming issue to paid subscribers and to CMA members who
have requested it from the CMA Member Service Centre. Others may or-
der single copies for $15 (within Canada; add 7% GST/15% HST as ap-
plicable) or US$15 (outside Canada).

Les abonnés en règle et les membres qui en ont fait la demande auprès du
Centre des services aux membres recevront l’index du volume 159 (juillet à
décembre 1998) du JAMC en même temps qu’un prochain numéro. Pour
les personnes intéressées à commander l’index, il en coûte 15 $ (au Canada;
ajouter la TPS de 7 % ou la TVH de 15 %, selon le cas) ou 15 $US 
(à l’extérieur du Canada).

To request the index, contact:
Pour commander l’index, veuillez communiquer avec le

CMA Member Service Centre / Centre des services aux membres de l’AMC
1867, prom. Alta Vista Dr.
Ottawa ON  K1G 3Y6
tel/tél. 888 855-2555 or/ou 613 731-8610 x2307 
fax 613 236-8864
cmamsc@cma.ca


