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Is massage therapy genuinely
e ff e c t i v e ?

Michele Preyde has provided an in-
teresting addition to the litera-

ture on massage therapy.1 One question
that needs to be answered is whether
perceived benefits from less expensive
nonspecific massage would be equiva-
lent to those achieved by registered
massage therapists (manual therapy in
this study cost $50 per session).

In this study, patients receiving soft-
tissue manipulation scored better on self-
rated scales of pain, anxiety and function
than controls. However, there is no way
to know whether this was due to the
nonspecific effects of being touched by a
caregiver or to particular aspects of the
intervention that were unique to massage
therapy. Sham massage may have been a
more appropriate control.

Another issue that weakens the con-
clusions of this paper is that of patient
recruitment. Patients volunteering for a
study of massage therapy may be predis-
posed to have faith in its tenets or have
pre-existing expectations of its benefits.
This is especially problematic in a study
in which patients were not blinded to
the type of treatment administered.

Preyde states that massage improved
patient function. It would be more accu-
rate to say that those receiving massage
perceived their function to be improved.
Unfortunately, this is a perception very
prone to nonspecific provider influences.

For the reasons noted above, the
self-rating scales used in this trial pro-
vide less than robust information. This
concern is highlighted by the finding
that lumbar range of motion was not
different between groups. This was the
only objective measure and the only
one for which blinded evaluators were
used. As such, this paper’s most power-
ful findings indicate a lack of effect for
massage therapy when compared with
nonmassage controls.

Lloyd Oppel
Emergency physician
Vancouver, BC
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Michele Preyde noted the fre-
quency of methodological flaws

in studies on the effectiveness of mas-
sage therapy.1 Her own study likewise
contained a number.

First, the screening process relied
upon self-reported criteria. Such re-
porting is unreliable. Even when sup-
plemented by information from physi-
cian files (which only occurred in
selected cases in this study) it may be
i n c o m p l e t e .

Second, significant pathology was
not reliably excluded. The management
of mechanical back pain is not necessar-
ily the same as that of back pain from
metastatic or metabolic disease, for ex-
ample. The patient may be unaware of
either of these circumstances, which
moreover may not be apparent from a
plain radiograph.

Third, the ages of the subjects were
not defined; only the mean was reported.
Approaches to management of back pain
may vary considerably between patients
who are 35 years old and 70 years old.

Fourth, although the patient was sup-
posedly blinded to the sham nature of
the laser therapy, it is not reported that
the operator of the equipment was simi-
larly blinded. The potential for uncon-
scious communication of the ineffective-
ness of this treatment is substantial.

Fifth, patients were asked to refrain
from analgesic use only on the days that
they were being evaluated. Since some
took medication and others did not, 2
subsets of patients existed, the distribution
of which wasn’t necessarily randomized.

Finally, there was no screening to
determine the presence or absence of
secondary gain issues such as compen-
sation or avoidance behaviours.

It may be argued that the interaction
between a massage therapist and a pa-
tient is particularly vulnerable to pro-
ducing a placebo response, in which
case the obligation of researchers in this
field to disprove such bias is substan-
tially increased. Massage may well feel

nice but there is scant evidence that it
should be considered therapy.

Chris Sedergreen
Family physician
Coquitlam, BC
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[The author responds:]

Ithank Lloyd Oppel and Chris Seder-
green for their comments. I must first

clarify that this randomized control triall

is but one study of the effectiveness of
massage therapy for subacute low-back
pain and as such can only contribute to
the body of knowledge of evidence-based
practice, and space limitations required
the omission of some clarifying details. 

Oppel’s comments regarding alterna-
tive control groups are good suggestions
for future research but would have re-
quired more time and funds than were
available (e.g., recruitment of naive sub-
jects, provision of sham massage). An at-
tempt was made to dilute the subjects’
pre-existing expectations by indicating in
the advertisements that subjects might re-
ceive one or more treatment modalities.
Dropout rates also partially reflect pre-
existing expectations of treatment.2 E a c h
group experienced a similar number of
d ropouts (l or 2 subjects per group). 

Oppel’s concerns about the accuracy
of reporting the self-rated measures and
the possible provider influence on sub-
jects’ perceptions are valid, and both
were addressed in the article. Measures
were clearly stated as self reported or ob-
server recorded, and unknown provider
effects were stated as a limitation of the
study. In my review of the literature I
found no study that employed a truly
objective measure of subacute back pain
(e.g., laboratory investigations). 

Sedergreen’s first 3 comments relate
to subject inclusion and characteristics.
An attempt was made to produce a
sample representative of the typical pa-
tient load of massage therapists. The
screening protocol was reviewed and
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approved by several staff physicians,
and history-taking and physical exami-
nation also helped to rule out con-
traindications to massage therapy as
well as the presence of exclusion crite-
ria. Ancillary tests are appropriate when
indicated and should not be routine.3

Sedergreen was also concerned
about the potential influence of the
nonblinded providers of sham laser
treatment. This was not reported as a
double-blinded study, nor was double
blinding feasible. One finding not in
the published report was that at post-
test, 8% of the subjects in the sham
laser group indicated that they had no
pain as compared with 5% in the exer-
cise and education group. Both
providers of the exercise and education
believed exercise to be an effective rem-
edy for subacute low back pain. In this
study there is no clear link between the
nonblinded treatment provider and
subjects’ self-reported outcomes. 

It is true that medication use was not
considered during randomization; how-
ever, only 6 subjects indicated analgesic
use and they were fairly evenly dis-
persed among the 4 groups. Each of
these 6 subjects scored within the 95%
confidence interval of their group mean
at each time. 

In terms of secondary gain, the case
histories revealed that no patients were
receiving disability payments or com-
pensation for their low-back pain, and
this issue was thus not mentioned.

Regarding interaction, this study re-
vealed that some part of the interaction
between massage therapist and patient
is beneficial within a specified treat-
ment protocol. It was not within the
scope of this study to determine the
mechanism of remediation.

This study provided some evidence
of the effectiveness of massage therapy
for some patients with subacute low-
back pain. One randomized controlled

trial cannot provide conclusive evidence
for treatment effectiveness; more re-
search is clearly needed.

Michele Preyde
Faculty of Social Work
University of Toronto
Toronto, Ont.
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Legalization of drugs not the
a n s w e r

W e disagree with a recent C M A J
article calling for “decriminal-

ization of possession of small amounts



of drugs for personal use.”1 It is pure
fantasy to believe that all problems
would magically disappear if we just le-
galized narcotics.

Almost daily in our practices we see
the consequences of misusing a drug
that is legal, readily available, often so-
cially acceptable and relatively cheap: al-
cohol. Its costs are well documented in
an article in the same issue.2 How would
society be well served by the addition of
yet another legal intoxicating drug?

As always, the devil is in the details.
What is meant by “small amounts”? By
“personal use”? How would this be ver-
ified? Which “drugs”? Marijuana?
Morphine? Cocaine? Heroin? Where
would clients obtain these “drugs”?
Pharmacies? Government-run stores
with the same ambience and level of
customer-friendly service as govern-
ment-run liquor outlets? Corner gro-
cery stores? Internet shopping? How
would costs be set? What about driving

after marijuana use? Is there a Breatha-
lyzer test for marijuana?

It is a lot easier to write commmen-
taries for C M A J than it is to achieve the
undescribed and unreferenced “risk-
reduction strategies,” “pragmatic pre-
vention” and “rehabilitation” for sub-
stance abusers outlined in this article.1

Catherine Hankins should recon-
sider before she advocates providing so-
ciety with easier access to yet another
intoxicating drug. Drugs are not bad
because they are illegal. Drugs are ille-
gal because they are bad.

I. Gordon Brock
Departments of Family Medicine

and Anesthesia
Vydas Gurekas
Department of Family Medicine
McGill University
Montreal, Que.
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[The author responds:]

In arguing that drugs are illegal be-
cause they are bad, Gordon Brock

and Vydas Gurekas seem to assume
that drug laws are based on thoughtful
consideration of relative harms. In fact,
the history of drug law development in
Canada more reflects racist views of
drug consumption than concern with
public protection. Opium, which was
favoured in Canada by the middle and
upper classes and available in a variety
of over-the-counter medications, was
made illegal by the 1908 Opium Act,
which was directed at  Chinese immi-
grant workers.1 Much of the impetus to
make marijuana illegal in 1923 had



xenophobic overtones as its use was
linked to Mexican farm workers in the
United States.2 Use of currently legal
drugs such as alcohol and tobacco
clearly has more devastating public
health consequences in Canada than
use of all illegal drugs combined. 

Just as prohibition of alcohol saw
prices and crime rates driven up by
criminalization, so do current drug
policies encourage profiteering and
other criminal activity. In 1988 it was
estimated that laundered drug money
amounted to tax-free sums of over 
$100 billion per year, more than the
gross national products of 150 of the
170 nations of the world.3 The United
Nations reported that by 1993, $500
billion or 13% of all international trade
was in illegal drugs, compared with
$360 billion in petroleum products.4

One approach to this problem at the
national level is exemplified by the
Dutch policy of normalization, which
places a low priority on possession of
drugs for personal use and includes low-
threshold methadone programs in all
cities with 100 or more heroin users.5

These social policies are reflected in
rough estimates that 20% of heroin
users in the Netherlands are injectors,
compared with 50% in the United
S t a t e s .6 In Canada, pragmatic applica-
tion of drug laws has meant a decreased

emphasis in many jurisdictions on pros-
ecuting users in the interest of devoting
law enforcement and judicial resources
to the pursuit of drug traffickers. Some
police departments have defined the
quantities of each illicit drug that they
consider to constitute evidence of traf-
ficking. Understandably, these depart-
ments advocate national consensus on
this issue to avoid movement of drugs
and migration of drug users.

Brock and Gurekas appear to con-
fuse drug decriminalization with legal-
ization. Although there is a diversity of
opinion about the merits of each ap-
proach, there is general consensus that,
in either case, constraints similar to
those for alcohol and tobacco should
apply to other drugs. These include
bans on advertising, channelling of rev-
enues from taxes or the proceeds of
crime toward primary prevention, pros-
ecution of those selling or giving drugs
to minors, conspicuous warnings about
health consequences, and sanctions for
driving a car or operating heavy ma-
chinery under the influence of drugs.

Increasing recognition of the harms
associated with current drug laws and
their application has led to public de-
bate about how best to reform them. It
is high time that in addressing drug law
reform we consider all mind-
altering drugs used in Canada, both cur-

rently legal and currently illegal, rather
than accepting that alcohol and tobacco
should retain their legal status whereas
other drugs should remain prohibited
and their users marginalized as pariahs.

Catherine Hankins
Montreal Regional Public Health

Department and McGill University
Montreal, Que.
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Anticoagulation therapy for
patients with atrial fibrillation

Stuart Connolly posed the following
question in a C M A J c o m m e n t a r y :

Why are so many patients with atrial
fibrillation not receiving anticoagulation
t h e r a p y ?1 I offer a different perspective
from his on this issue: Warfarin is not
so much underused as poorly used. It is
often given to patients who benefit min-
imally, while those patients who would
benefit most are not treated.

Anticoagulation reduces stroke for
all patients with atrial fibrillation,2 b u t
the magnitude of benefit (that is, the
absolute risk reduction) is small for
many patients with atrial fibrillation
who have relatively low inherent risks
of stroke. Many younger patients with
atrial fibrillation have low (less than 2%
per year) or moderate (3–5% per year)
rates of stroke, and the number-
needed-to-treat with warfarin for 1 year
to prevent 1 stroke is between 30 and
100 for such patients; the number-
needed-to-treat figures are doubled for
prevention of strokes leaving even min-
imal residual disability.3 Patients over
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age 75 with atrial fibrillation are more
likely to be at high risk4 but less likely
to receive anticoagulation.5 , 6 I r o n i c a l l y ,
younger patients with fewer comorbidi-
ties are more attractive candidates for
anticoagulation, yet, on average, accrue
less benefit when the absolute risk re-
duction is considered.

Those decrying underuse of war-
farin often imply that anticoagulation
therapy is underused because physicians
lack the knowledge or commitment to
prevent stroke, yet it is often the pa-
tients themselves who choose not to re-
ceive anticoagulation.7 P a t i e n t -
perceived thresholds of benefit for
choosing anticoagulation vary widely;
often those with stroke risks in the
moderate range elect not to receive an-
ticoagulation after the benefits and risks
are explained to them.7 Further study of
the preferences of informed patients
and of the influence of different educa-
tional methods is sorely needed.8

I contend that the 50% frequency of
coagulation use among patients with
atrial fibrillation reported in recent
studies does not represent gross under-
use for many populations of patients
with atrial fibrillation9 (I acknowledge
that patients at high risk may make up a
larger proportion of the patients in
clinical practice than of the participants
in clinical trials1 0). Rather, anticoagula-
tion is too often given to those who
benefit least rather than most. Addi-
tional studies of the the reliability of
risk stratification schemes when applied
in clinical practice1 1 and of patient per-
ceptions of minimal thresholds of bene-
fit are needed to foster the optimal use
of this highly efficacious therapy to pre-
vent stroke.

Robert G. Hart
Department of Medicine
Division of Neurology
University of Texas Health Science

Center
San Antonio, Tex.

References
1 . Connolly SJ. Preventing stroke in atrial fibrillation:

Why are so many eligible patients not receiving
anticoagulant therapy? C M A J 1 9 9 9 ; 1 6 1 ( 5 ) : 5 3 3 - 4 .

2. Atrial Fibrillation Investigators. Risk factors for
stroke and efficacy of antithrombotic therapy in
atrial fibrillation. Arch Intern Med 1 9 9 4 ; 1 5 4 :

1449-57.
3. Hart RG, Benavente O, McBride R, Pearce LA.

Antithrombotic therapy to prevent stroke in pa-
tients with atrial fibrillation. A meta-analysis.
Ann Intern Med1999;131:492-501.

4. Hart RG, Pearce LA, McBride R, Rothbart RM,
Asinger RW. Factors associated with ischemic
stroke during aspiring therapy in atrial fibrilla-
tion. Stroke1999;30:1223-9.

5. Perez I, Melboun A, Kalra L. Aprpopriateness of
antithrombotic measures for stroke prevention
in atrial fibrillation. Heart 1999;82:570-4.

6. Go A, Hylek EM, Borowsky LH, Phillips KA,
Selby JV, Singer DE. Warfarin use among am-
bulatory patients with nonvalvular atrial fibrila-
tion. Ann Intern Med1999;131:927-34.

7. Howitt A, Armstrong D. Implementing evidence
based medicine in general practice: audit and
qualitative study of antithrombotic treatment for
atrial fibrillation. BMJ 1999;318:1324-7.

8. Man-Son-Hing M, Laupacis A, O’Connor AM,
Biggs J, Drake E, Yetisir E, et al. A patient deci-
sion aid regarding antithrombotic therapy for
stroke prevention in atrial fibrillation. J A M A
1999;282:737-43.

9. Pearce LA, Hart RG, Halperin JL. Assessment
of three schemes for stratifying stroke risk in pa-
tients with nonvalvular atrial fibrillation. Am J
Med 2000;109(1):45-51. 

10. Caro JJ, Flegel KM, Orejuela ME, Kelley HE,
Speckman JL, Migliaccio-Walle K. Anticoagu-
lant prophylaxis against stroke in atrial fibrilla-
tion: effectiveness in actual practice. C M A J
1999;161(5):493-7.

11. Feinberg WM, Kronmal RA, Newman AB,

Kraut MA, Bovill EG, Cooper L, et al. Stroke
and atrial fibrillation in a population-based co-
hort. J Gen Intern Med 1999;14:56-9.

C o r r e c t i o n s

Dr. Joseph Fyfe of Sudbury, Ont.,
was predeceased by his wife,

Joanna. Incorrect information appeared
in a recent death notice.1
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Because of an editing error, a recent
article contained an incorrect name

for the organization responsible for am-
ateur hockey in Canada.1 The correct
name is the Canadian Amateur Hockey
A s s o c i a t i o n .
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