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Big alcohol catches up with
all adolescents

Flegel has written an interesting and
compelling editorial.1 Ensuring young
women have knowledge about the dan-
gers of alcohol and the skills to miti-
gate these dangers are reasonable goals.
However, Flegel states “Female-spe-
cific risks are already well known and
include violence, unwanted sex and
pregnancy, and inadvertent alcohol con-
sumption during early pregnancy.”
Since when did violence, unwanted sex
and pregnancy become female-specific
risks? Becoming critical consumers of
advertising, having a clear understand-
ing of the risks to judgment and behav-
iour associated with alcohol consump-
tion, and ensuring the ability to create a
solid foundation for healthy and safe
sexual relationships are important for
both young women and young men. 

Melissa Brouwers PhD
Associate professor, McMaster University,
Hamilton, Ont. 
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Concerns with fibromyalgia
guidelines 

As a clinician with a practice dedicated
to patients with fibromyalgia and related
disorders, it is heartening to read about
the advances in the research and clinical
care of fibromyalgia over the past 2
decades and to see that information pub-
lished in a widely read journal such as
CMAJ.1 I support many of the recom-
mendations in the 2012 Canadian guide-
lines,2 including the need to increase the
capacity of primary care physicians to
make an accurate diagnosis and initiate
management of fibromyalgia, referring
patients to specialists only if further
expertise is required. I also agree that
patients should be encouraged to take an
active role in their own management and
to engage in multimodal treatment.3 I

would like to highlight 3 concerns with
the new Canadian guidelines2 and their
summary in CMAJ.1

First, the article1 does not clearly
state that although fibromyalgia and
major depression can be comorbid,
they are not the same condition and
they do not respond to the same treat-
ments. The authors show that selective
serotonin reuptake inhibitors are inef-
fective in fibromyalgia. In contrast,
these drugs are among the drugs of
choice for depression.4 The effects of
duloxetine on fibromyalgia appears to
be independent of depression status or
antidepressant effects,5 suggesting that
pain and mood pathways are different.

Second, despite citing research that
shows that the evidence for exercise
effects in fibromyalgia is neither con-
vincing nor sustained, the authors rec-
ommend exercise for all patients. Exer-
cise is an important component of
treatment, but it is not possible without
exacerbating pain and other symptoms
for some severely affected individuals.
Many patients have told me that their
family doctor has told them to “exer-
cise” but has not provided any guidance
as to how to do it safely or effectively. I
suggest starting at a modest intensity
(e.g., 65% of age-adjusted maximum
heart rate) and increasing slowly by
10% per month, as tolerated and sus-
tained.6 In my experience, forced graded
exercise, irrespective of symptom exa -
cerbation, is not effective.

Third, one of the most perplexing
issues in fibromyalgia is how to recon-
cile the healthy appearance of many
patients with their subjective disability
levels. However, the absence of objec-
tive markers for a condition is not the
fault of the patient and they should not
be disbelieved or penalized because of
it. Physicians have the responsibility to
support the needs (disability and other-
wise) of patients with poorly under-
stood conditions with the same profes-
sional ethic they have for patients with
better understood conditions.

Eleanor Stein MD
Psychiatrist, University of Calgary,
Calgary, Alta.
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The authors respond
We thank Stein1 for her interest in our
CMAJ article,2 which reflects concepts
addressed by the 2012 Canadian
fibromyalgia guidelines.3

We agree with Stein that major
depression and fibromyalgia are dis-
tinct disorders, however there is consid-
erable overlap. Evaluating patients with
fibromyalgia for mood disorders,
including depression, is imperative and
not doing so could compromise optimal
patient care. The effects of an antide-
pressant on pain have been shown to be
independent of effects on mood for a
single agent only.3 Nevertheless, the
choice of an agent that may address
more than 1 symptom should be con-
sidered beneficial. In the guidelines,3

recommendations pertaining to antide-
pressant use in fibromyalgia state that
“all categories of antidepressant med-
ications including TCAs, SSRIs and
SNRIs may be used for treatment of
pain and other symptoms in patients
with fibromyalgia,” and that physicians
should explain the pain-modulating
effects of antidepressants to patients. 3

With regard to exercise, we have dif-
ficulty accepting a report of disable-
ment to be so severe as to preclude any
form of health-related physical activity.
Regular physical activity is recom-
mended for all persons, irrespective of
health status.3 The guidelines focus on
the importance of a patient-tailored



exercise approach for the management
of fibromyalgia.

Because most patients are given the
definitive diagnosis of fibromyalgia an
average of 7 years after onset of symp-
toms, many become deconditioned and
experience kinesiophobia. Introduction
of health-related physical activity
should be graduated and increased to
reach optimum recommendations. Exer-
cise may contribute to a good internal
locus of control, whereby a patient con-
siders he or she can positively influence
their health status. Additionally, since
the publication of the guidelines, studies
of tai chi, qigong, and yoga speak to the
benefits of exercise that incorporates a
mind component. 4

Finally, we agree that physicians
must remain empathetic. However, sub-
jective complaints can be used dishon-
estly, especially when disablement is
claimed and the physician–patient trust
may be abused. Gervais and colleagues
have shown that 35% of patients with
fibromyalgia who were on or seeking
disability benefits failed a memory
effort test compared with 4% of
patients who were not on or seeking
disability benefits.5 This contributes to
skepticism regarding the disabling
nature of fibromyalgia, and puts into
question the high rate of disablement.

We emphasize that a diagnosis of
fibromyalgia does not automatically
equate with disablement. Each disabil-
ity application must be evaluated
according to merit, with attention to
sound medical evidence. Because the
optimal treatment goal for fibromyalgia
is improved function, the health care
community should encourage working-

aged patients to reintegrate or remain in
the workforce, rather than succumb to a
passive disabled status.

Mary-Ann Fitzcharles MB ChB, Peter
A. Ste-Marie BA
Associate professor of medicine, Division
of Rheumatology (Fitzcharles), McGill
University; the Alan Edwards Pain Man-
agement Unit (Fitzcharles, Ste-Marie),
McGill University, Health Centre; the Fac-
ulty of Law (Ste-Marie), Université de
Montréal, Montréal, Que.
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