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Abstract

Introduction: Although alcohol consumption is a common lifestyle behavior with previous studies reporting
positive effects of alcohol on chronic pain and rheumatoid arthritis, no studies to this date have examined alcohol
consumption in patients with fibromyalgia. We examined the association between alcohol consumption and
symptom severity and quality of life (QOL) in patients with fibromyalgia.

Methods: Data on self-reported alcohol consumption from 946 patients were analyzed. Subjects were grouped by
level of alcohol consumption (number of drinks/week): none, low (≤3), moderate (>3 to 7), and heavy (>7).
Univariate analyses were used to find potential confounders, and analysis of covariance was used to adjust for
these confounders. Tukey HSD pairwise comparisons were used to determine differences between alcohol groups.

Results: Five hundred and forty-six subjects (58%) did not consume alcohol. Low, moderate, and heavy levels of
alcohol consumption were reported for 338 (36%), 31 (3%), and 31 patients (3%), respectively. Employment status
(P <0.001), education level (P = 0.009), body mass index (P = 0.002) and opioid use (P = 0.002) differed significantly
among groups with drinkers having higher education, a lower BMI, and a lower frequency of unemployment and
opioid use than nondrinkers. After adjusting for these differences, the measures including the number of tender
points (P = 0.01), FIQ total score (P = 0.01), physical function (P <0.001), work missed (P = 0.005), job ability (P =
0.03), and pain (P = 0.001) differed across groups, as did the SF-36 subscales of physical functioning (P <0.001),
pain index (P = 0.002), general health perception (P = 0.02), social functioning (P = 0.02), and the physical
component summary (P <0.001). Pairwise comparison among the 4 groups showed that the moderate and low
alcohol drinkers had lower severity of fibromyalgia symptoms and better physical QOL than nondrinkers.

Conclusions: Our study demonstrates that low and moderate alcohol consumption was associated with lower
fibromyalgia symptoms and better QOL compared to no alcohol consumption. The reasons for these results are
unclear. Since recent studies have demonstrated that g-Aminobutyric Acid (GABA) levels are low in fibromyalgia,
and alcohol is known to be a GABA-agonist, future studies should examine whether alcohol could have a salutary
effect on pain and other symptoms in fibromyalgia.

Introduction
Fibromyalgia is a chronic condition characterized by
widespread pain, tenderness, and decreased pain thresh-
old to pressure and other stimuli [1,2]. It is often asso-
ciated with fatigue, unrefreshing sleep, and cognitive

symptoms as well as multiple other somatic symptoms
including headache, irritable bowel and bladder symp-
toms, and depression [3]. Although the cause of fibro-
myalgia is unclear, extensive research has helped
understanding of fibromyalgia and indicates that fibro-
myalgia is a central amplification disorder of pain per-
ception resulting from neurochemical imbalances in the
central nervous system [4-6].* Correspondence: oh.terry@mayo.edu
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Alcohol consumption has both harmful and beneficial
effects on health. On the one hand, drinking large
amounts of alcohol for years is hazardous [7]. On the
other hand, epidemiologic and clinical evidence suggests
that moderate drinking is associated with a reduced risk
of cardiovascular disease [8] and ischemic stroke [9]. In
US adults, moderate alcohol consumption is considered a
lifestyle behavior that supports cardiovascular health, in
conjunction with a prudent diet, regular physical activity,
a healthy weight, and not smoking [10]. Furthermore,
regular low-to-moderate alcohol consumption has been
associated with better quality of life (QOL), mood, and
subjective health in studies of young and older adults
[11-16] and a protective factor for better health in a gen-
eral population with and without chronic musculoskeletal
pain [17,18].
Studies on alcohol consumption in chronic pain have

shown conflicting results. Whereas a systematic review
showed no positive association or dose response between
alcohol consumption and low back pain [19], individual
studies of men with back pain disability showed that
those who consumed large amounts of alcohol had less
physical disability, despite similar pain [20], and those
who consumed alcohol regularly were less likely to have
associated chronic pain [21]. Epidemiologic studies on
alcohol and rheumatoid arthritis have reported interest-
ing results, namely that moderate alcohol consumption
may decrease the risk of rheumatoid arthritis develop-
ment, severity and progression, possibly by reducing
levels of some inflammatory markers [22-24].
Although alcohol consumption is a common lifestyle

behavior, no studies to date have examined alcohol con-
sumption in the setting of fibromyalgia. The objective of
this study was to evaluate the association between alcohol
consumption and symptom severity and QOL in patients
with fibromyalgia.

Materials and methods
Subjects
This study was approved by the Mayo Clinic Institutional
Review Board, and all patients provided written consent to
participate in the study. This is a cross-sectional study
using data of patients previously described [25]. Partici-
pants were seen in the Fibromyalgia Treatment Program
(FTP) during the study period from May 1, 2001, through
April 30, 2004, and had the confirmed diagnosis of fibro-
myalgia according to the 1990 American College of Rheu-
matology criteria [1]. All patients were older than 18 years,
had history of alcohol consumption in the electronic med-
ical record, and had completed the Fibromyalgia Impact
Questionnaire (FIQ) [26] and the Short Form-36 Health
Survey (SF-36) [27,28] at the time of evaluation in the
FTP. All participants underwent a standardized evaluation,
including a tender-point assessment by a registered nurse.

Demographic and social variables and the number of ten-
der points were abstracted from the medical record.

Alcohol consumption determination and grouping
Alcohol consumption data (self-reported alcohol history,
taken as a part of the social history) were collected from
the electronic medical record. If patients were current
alcohol users, they were asked specifically about the fre-
quency of use per week or month, the number of drinks
consumed per each time, and the type of beverage con-
sumed. One drink was defined as 12 fluid ounces of regu-
lar beer (5% alcohol), 5 fluid ounces of wine (12%
alcohol), or 1.5 fluid ounces of distilled spirits (40% alco-
hol) [29]. We calculated drinks per week by multiplying
the frequency of use per week with the number of drinks
per each time. Subjects were grouped by the level of alco-
hol consumption (number of drinks per week): none, low
(≤3), moderate (>3 to 7), and heavy (>7), consistent with
guidelines from the National Institute on Alcohol Abuse
and Alcoholism, which distinguish between low-risk and
at-risk consumption patterns [29]. We did not differenti-
ate on the basis of beverage type for this study.

Fibromyalgia-related symptoms and QOL assessment
Participants completed the FIQ and the SF-36 at the time
of their evaluation in the FTP. The FIQ was first published
in 1991 and was designed to assess health status specifi-
cally in patients with fibromyalgia [26]. It is a self-adminis-
tered questionnaire that measures multiple domains of
fibromyalgia symptoms and functional impairment, and it
contains 20 questions that assess the following areas: phy-
sical functioning, overall well-being in the previous week,
days of work missed, and symptoms of pain, fatigue,
morning tiredness, stiffness, job difficulty, anxiety, and
depression. Possible scores range from 0 to 100, with a
high score indicating a greater impact of fibromyalgia-
related symptomatology [26]. The FIQ was scored accord-
ing to the directions outlined by Bennett [30].
The SF-36 consists of 36 questions to assess health-

related QOL. It was developed as a potential tool for mon-
itoring patient outcomes in a busy clinical setting [27,28].
It is a self-administered questionnaire that measures eight
health concepts: physical functioning, role limitation due
to physical health, pain index, general health perception,
vitality score, social functioning, role limitations due to
emotional health, and mental health. It also provides phy-
sical composite and mental composite scores. The SF-36
score can range from 0 to 100, with higher scores indicat-
ing better health status [28].

Statistical analysis
Demographic and social characteristics were compared
across alcohol consumption groups using one-way analysis
of variance (ANOVA) for continuous variables and chi
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square (c2) tests for categorical variables. Unadjusted com-
parisons of the numeric rating scale for pain, number of
tender points, and FIQ and SF-36 scores across groups
were performed using one-way ANOVA. Analysis of cov-
ariance (ANCOVA) was used to adjust comparisons for
potential confounders across the four alcohol groups. For
the multivariate ANCOVA models, potential confounders
were selected based on either being clinically important
(age) or showing significance from univariate analyses
(employment status, education level, body mass index
(BMI), and opioid use). Univariate collinearity evaluations
were done to rule out correlated covariates. None of the
covariates were strongly correlated. The Tukey honestly
significant difference (HSD) method was used to perform
pairwise comparisons of least-squares means between
alcohol consumption groups, adjusted for baseline differ-
ences, when the overall effect in the multivariable model
was found to be statistically significant. P values <0.05
were considered statistically significant. Analysis was per-
formed using JMP (version 8, SAS Institute Inc, Cary, NC,
USA).

Results
Patients
Among the 988 patients seen during the study period,
42 patients had incomplete data on alcohol consump-
tion and were excluded from further analysis. The final
study subjects consisted of 946 fibromyalgia patients
(893 women) with a mean age of 49 years (SD, 12.7).
Patient characteristics, stratified by level of alcohol con-
sumption, are shown in Table 1. Five hundred and
forty-six subjects (58%) did not consume alcohol. Low,
moderate, and heavy levels of alcohol consumption were
reported for 338 (36%), 31 (3%), and 31 patients (3%),
respectively. Employment status (P <0.001), education
level (P = 0.009), (BMI) (P = 0.002), and opioid use (P =
0.002) differed significantly across the four groups, with
drinkers having higher education, a lower BMI, and a
lower frequency of unemployment and opioid use than
nondrinkers (Table 1).

Comparison of symptoms and QOL among patient
groups
After adjusting for age, employment status, education
level, BMI and opioid use, we found significant group dif-
ferences in the number of tender points (P = 0.01) (Table
2), FIQ total score (P = 0.01), FIQ subscales of physical
function (P <0.001), work missed (P = 0.005), job ability
(P = 0.03), and pain (P = 0.001) (Table 3), and SF-36 sub-
scales of physical functioning (P <0.001), pain index (P =
0.002), general health perception (P = 0.02), social func-
tioning (P = 0.02), and physical component summary
(P <0.001) (Table 4). Pain scores were significant on
unadjusted analysis and became not significant on

adjusted analysis (Table 2). Moderate drinkers had over-
all lower fibromyalgia-related symptoms, and higher
QOL scores than the other groups.
Pairwise comparison among the four groups showed

that the moderate and low alcohol drinkers had better
physical QOL than nondrinkers, with significant differ-
ences for SF-36 physical functioning, pain index, and
physical component summary scores (Table 5). Addi-
tionally, low drinkers had better scores of SF-36 general
health perceptions and social functioning scales than
nondrinkers. For heavy drinkers, the only significant
finding was better scores on the SF-36 physical func-
tioning scale than nondrinkers. Regarding the severity of
fibromyalgia-related symptoms, the moderate drinkers
had significantly lower FIQ pain scores than all other
groups, better FIQ total scores than nondrinkers, better
physical function than nondrinkers, and fewer tender
points than low drinkers. Also, low drinkers had better
scores on FIQ work missed, and on physical function
than nondrinkers.

Discussion
Our cross-sectional study demonstrates that for patients
with fibromyalgia, low and moderate alcohol consump-
tion was associated with lower fibromyalgia symptoms
and better QOL compared to no alcohol consumption.
Drinkers had higher education, a lower BMI and a lower
frequency of unemployment and opioid use than non-
drinkers. Among drinkers, moderate alcohol consump-
tion was associated with lower FIQ pain scores than low
and heavy drinkers, and a lower number of tender points
than low drinkers even after adjusting for confounding
covariates. The reasons for these results are unclear.
To our knowledge, no other reports on alcohol con-

sumption, symptom severity, and QOL in patients with
fibromyalgia have been published to date, which limits
our ability to further validate our findings. However, in
the general population, those who had low to moderate
alcohol consumption had better QOL scores in physical
and mental domains of SF-36 [12,14], especially in the
physical domains [11,16]. Also, in a cross-sectional study
[21] those who consumed alcohol regularly were less
likely to have chronic pain, and regular alcohol consump-
tion has been shown to be protective of better health in a
general population with and without chronic musculos-
keletal pain [17,18], as well as being associated with
lower risk and severity of rheumatoid arthritis [23]. Our
results were generally similar to these studies in terms of
better QOL scores, especially for the physical domains,
for the low and moderate drinkers.
It is notable that we did not observe the same associa-

tion in heavy drinkers. The only significant finding in
heavy drinkers as compared to nondrinkers was better
scores on the SF-36 physical functioning scale. This
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finding suggests that there are other unknown factors or
comorbid conditions affecting fibromyalgia symptoms
and QOL. Clinical and epidemiological studies have sug-
gested an association between excessive alcohol con-
sumption and major depressive episodes [31]. Although
our study was not meant to adequately assess depres-
sion, we did not observe significant differences in the
FIQ depression nor SF-36 mental component summary

scores between the groups. Binge drinking (five or more
drinks on one occasion) is reported to be associated with
many health problems, including worse QOL and mental
distress [32,33]. There were five binge drinkers (16%) in
our heavy drinker group, who had overall worse scores in
the FIQ and SF-36 than non-bingeing heavy drinkers:
mean FIQ total 74.5 (SD 17.1) vs 59.8 (14.7), SF-36 physi-
cal component summary 29.8 (7.9) vs 30.1(9.3) and SF-36

Table 1 Patient characteristics (number of patients = 946)

Characteristic Alcohol consumption levela P-value

None
(n = 546)

Low
(n = 338)

Moderate
(n = 31)

Heavy
(n = 31)

Female, n (%) 517 (94.7) 318 (94.1) 28 (90.3) 30 (96.8) 0.69

Age, y, mean (SD) 49 (13.1) 48 (12.0) 52 (12.3) 52 (14.3) 0.08

Race/ethnicity, n (%) 0.50

White 536 (98.2) 335 (99.1) 31 (100) 30 (96.8)

Nonwhite 10 (1.8) 3 (0.9) 0 (0) 1 (3.2)

Abuse history, n/total (%) 155/537 (28.9) 108/334 (32.3) 9 (29.0) 12 (38.7) 0.53

Current tobacco user, n/total (%) 80/543 (14.7) 45 (13.3) 7 (22.6) 5 (16.1) 0.55

Marital status, n (%) 0.90

Married 421 (77.1) 252 (74.6) 22 (71.0) 23 (74.2)

Unmarried 114 (20.9) 78 (23.1) 8 (25.8) 8 (25.8)

Widowed 11 (2.0) 8 (2.4) 1 (3.2) 0 (0)

Employment status, n (%) <0.001

Employed 255 (46.7) 213 (63.0) 20 (64.5) 14 (45.2)

Homemaker 56 (10.3) 19 (5.6) 2 (6.5) 5 (16.1)

Retired 70 (12.8) 33 (9.8) 5 (16.1) 6 (19.4)

Unemployed 165 (30.2) 73 (21.6) 4 (12.9) 6 (19.4)

Education level, n/total (%) 0.009

<12th grade 24/538 (4.5) 6/334 (1.8) 1 (3.2) 2/30 (6.7)

High school 188/538 (34.9) 89/334 (26.7) 9 (29.0) 7/30 (23.3)

Some college or technical college 171/538 (31.8) 110/334 (32.9) 5 (16.1) 10/30 (33.3)

College, graduate school 155/538 (28.8) 129/334 (38.6) 16 (51.6) 11/30 (36.7)

Body mass index, kg/m2, mean (SD) 30.5 (7.4) 29.2 (7.2) 27.4 (6.0) 27.0 (4.3) 0.002

Opioid use, n/total (%) 155/545 (28.4) 67 (19.8) 2 (6.45) 6 (19.35) 0.002

Benzodiazepine use, n/total (%) 120/545 (22.0) 61 (18.1) 4 (12.9) 9 (29.0) 0.21

Alcoholic drinks consumed per week, mean number (SD) ... 0.5 (0.7) 5.8 (1.2) 14.8 (8.5) ...
aAlcohol consumption levels were defined as follows: none, 0 drinks/wk; low, ≤3 drinks/wk; moderate, >3 to 7 drinks/wk; heavy, >7 drinks/wk. n, number of
patients.

Table 2 Comparison of pain and tender points with alcohol use (number of patients = 946)

Characteristic Alcohol consumption levela P-value Adjusted
P-valueb

None
(n = 546)

Low
(n = 338)

Moderate
(n = 31)

Heavy
(n = 31)

Pain score, mean (SD)c

Now 6.2 (1.7) 5.8 (1.9) 5.4 (1.9) 5.5 (1.4) 0.003 0.11

Best 3.9 (1.9) 3.6 (1.8) 2.9 (1.6) 3.2 (1.7) 0.002 0.13

Worst 9.3 (1.6) 9.1 (1.6) 8.5 (1.7) 8.8 (1.8) 0.01 0.21

Tender points, mean number (SD) 16.2 (2.1) 16.3 (2.1) 14.9 (2.7) 15.3 (2.6) 0.001 0.01
aAlcohol consumption levels were defined as follows: none, 0 drinks/wk; low, ≤3 drinks/wk; moderate, >3 to 7 drinks/wk; heavy, >7 drinks/wk. bAfter adjusting for
age, employment status, education level, body mass index and opioid use. cPain score was evaluated using a numeric rating scale (range of possible scores, 1 to 10).
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mental component summary 26.9 (4.5) vs 43.4 (11.7) in
the bingeing vs non-bingeing heavy drinkers, respectively.
However, the small number of patients limited further
statistical analysis. It is possible that the worse scores in
the binge-drinkers affected the overall outcome of heavy
drinkers.
We speculated about possible mechanisms by which

alcohol consumption attenuates fibromyalgia symptoms,
thus resulting in improved QOL. We showed that low
and moderate alcohol consumption in patients with
fibromyalgia was associated with higher social status, as
noted in other studies in terms of employment [34] and
education [34-36], and favorable BMI in drinkers, as
also noted elsewhere [35,37]. The 1999 to 2006 National
Health and Nutrition Examination Survey in the United
States [36] determined that the percentage of drinkers
increased with higher education level, and current drin-
kers had a lower BMI than never drinkers or former
drinkers. In our study, even after adjusting for social

variables and BMI, we still found the same association
that those with low or moderate alcohol consumption
had fewer fibromyalgia symptoms and higher QOL than
nondrinkers. Thus, socioeconomic status alone appar-
ently does not explain the findings.
Studies suggest that fibromyalgia is a central amplifi-

cation disorder of pain perception due to neurochemical
imbalances in the central nervous system [4,6]. We
believe that a more likely mechanism, in view of our
finding that alcohol consumption attenuates fibromyal-
gia symptoms, might be centrally mediated via g-Amino-
butyric Acid (GABA) system. Previous studies have
demonstrated that ethanol enhances GABA release in
the central nervous system [38,39], and it is interesting
that a recent study showed that GABA levels in the
brain are decreased in patients with fibromyalgia [5].
Gamma-hydroxybutyrate is a metabolite of GABA and
was found to be effective at reducing fibromyalgia symp-
toms but did not receive Food and Drug Administration

Table 3 Comparison of FIQ scores with alcohol use (number of patients = 946)

FIQa Alcohol consumption levelb P-value Adjusted P-valuec

None
(n = 546)

Low
(n = 338)

Moderate
(n = 31)

Heavy
(n = 31)

Total score 65.1 (17.0) 61.0 (15.9) 54.7 (17.1) 62.2 (15.8) <0.001 0.01

Physical function 5.0 (2.2) 4.3 (2.3) 3.6 (2.3) 4.1 (2.4) <0.001 <0.001

Feel good 7.9 (2.2) 7.8 (2.3) 6.7 (2.4) 7.5 (2.5) 0.03 0.10

Work missed 4.7 (3.6) 3.5 (3.5) 2.5 (3.2) 3.7 (3.6) <0.001 0.005

Job ability 7.1 (2.4) 6.5 (2.4) 5.8 (2.1) 6.7 (2.3) <0.001 0.03

Pain 7.3 (2.0) 7.0 (2.1) 5.6 (2.1) 7.1 (1.7) <0.001 0.001

Fatigue 8.3 (2.0) 8.1 (2.0) 7.7 (2.0) 7.9 (2.3) 0.19 0.41

Morning tiredness 7.9 (2.3) 7.8 (2.3) 7.7 (2.1) 8.1 (1.9) 0.71 0.56

Stiffness 7.4 (2.3) 7.3 (2.3) 6.7 (2.4) 7.6 (1.9) 0.39 0.23

Depression 4.3 (3.3) 3.9 (3.1) 3.7 (2.9) 4.4 (3.2) 0.38 0.37

Anxiety 5.1 (3.1) 4.9 (3.0) 4.6 (3.2) 5.2 (2.7) 0.68 0.81

FIQ, Fibromyalgia Impact Questionnaire. aAll values are reported as mean (SD). bAlcohol consumption levels were defined as follows: none, 0 drinks/wk; low, ≤3
drinks/wk; moderate, >3 to 7 drinks/wk; heavy, >7 drinks/wk. cAfter adjusting for age, employment status, education level, body mass index and opioid use.

Table 4 Comparison of SF-36 Scores with alcohol use (number of patients = 946).

SF-36a Alcohol consumption levelb P-value Adjusted P-valuec

None
(n = 546)

Low
(n = 338)

Moderate
(n = 31)

Heavy
(n = 31)

Physical functioning 35.5 (21.5) 42.4 (22.4) 51.1 (23.2) 51.5 (22.9) <0.001 <0.001

Role-physical 7.0 (17.5) 9.5 (21.1) 11.3 (24.9) 8.1 (20.8) 0.18 0.32

Pain index 23.0 (14.5) 27.2 (14.9) 32.5 (12.9) 30.4 (15.1) <0.001 0.002

General health perceptions 35.7 (20.0) 41.1 (21.0) 43.5 (18.2) 43.0 (23.6) <0.001 0.02

Vitality 16.3 (15.6) 18.9 (17.0) 19.7 (17.0) 23.7 (15.8) 0.01 0.33

Social functioning 36.4 (25.0) 42.1 (24.3) 47.6 (24.5) 46.0 (25.9) <0.001 0.02

Role-emotional 45.0 (42.9) 48.9 (42.7) 45.2 (41.8) 46.2 (41.9) 0.62 0.91

Mental health index 55.5 (22.1) 58.4 (20.0) 60.8 (20.0) 59.9 (18.9) 0.13 0.51

Physical component summary 25.6 (7.1) 27.9 (7.8) 30.6 (8.1) 30.1 (9.0) <0.001 <0.001

Mental component summary 39.4 (12.0) 40.6 (11.4) 40.4 (11.0) 40.7 (12.4) 0.49 0.76

SF-36, Short Form-36 Health Survey. aAll values are reported as mean (SD). bAlcohol consumption levels were defined as follows: none, 0 drinks/wk; low, ≤3
drinks/wk; moderate, >3 to 7 drinks/wk; heavy, >7 drinks/wk. cAfter adjusting for age, employment status, education level, body mass index and opioid use.
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approval for the management of fibromyalgia because of
concerns about abuse [40,41]. Thus, increase in GABA
production may represent a mechanism by which alco-
hol consumption decreases fibromyalgia symptoms.
It is uncertain whether the effect of alcohol on fibro-

myalgia symptoms and QOL might be mediated by its
psychological benefits as a stress reliever or a factor asso-
ciated with social integration [12,42]. Several studies
showed that small doses of alcohol were associated with
improved mood and decreased depression and tension
[42,43]. Also, its favorable effects on cardiovascular health
might influence QOL, particularly for the elderly [12].
Alcohol can suppress the synthesis of proinflammatory
cytokines and chemokines such as tumor necrosis factor
and interleukin-6, in vivo or in vitro (or both) [44,45], and
it may also have a role as an anti-inflammatory factor.
However, the association of cytokines with fibromyalgia is
controversial [46], with several studies supporting a posi-
tive association [47,48], and another study showing no
association [49]. Alcohol may provide short-term analgesic
effect as demonstrated in a study by James et al. [50], in
which alcohol significantly increased the pain threshold
and decreased the perception of pain after an infusion of
alcohol for 1 hour. In our study, moderate but not heavy
drinkers, had significantly lower FIQ pain than all other
groups, and it is unlikely that the short-term analgesic
effect of alcohol explains the finding.
Alcohol use in our patients was 42%, with most of

them being low-drinkers. The rate of alcohol use among
our patients with fibromyalgia was lower than the 53%

rate for women in the general population [10]. Our study
was based on data from 2001 to 2004. A recent Gallup
report showed that rates of alcohol consumption overall
have stayed stable in spite of some yearly fluctuations
(Gallup report 2012) [51]. Therefore, we believe our find-
ings are still relevant. We observed significant group dif-
ferences in opioid use with the lowest use in the
moderate drinkers and the highest use in the nondrin-
kers, suggesting that the nondrinkers may have more
severe symptoms than the other groups. We cannot rule
out the possibility that the findings were biased by indivi-
duals who did not drink alcohol because of more severe
symptoms of fibromyalgia. The 3% rate of heavy-drinkers
(equivalent to more than one drink per day) in our study
was also lower than the 7% rate for US women [10]. We
do not know why the drinking rate was lower in our
patient group but speculate that it might be related to 1)
decreased social functioning due to chronic pain and
therefore, fewer occasions to drink alcohol socially; 2)
self-perceived chronic health concerns and lower QOL,
leading to different drinking habits; 3) concerns of alco-
hol interacting with medications such as sedatives or nar-
cotics, and 4) possible under-reporting of drinking.
We urge caution when generalizing the findings of this

study because of the relatively small number of moderate
and heavy drinkers in the study. Furthermore, we do not
recommend that patients with fibromyalgia start or increase
drinking for their symptoms. One study showed that alco-
hol abuse was one of the most frequent psychiatric pro-
blems in patients with chronic pain, and a significant

Table 5 Pairwise comparison among alcohol consumption groups

Characteristic Pairwise comparison of outcomes among alcohol consumption groupsa, P-valueb

None
vs
low

None
vs
moderate

None
vs
heavy

Low
vs
moderate

Low
vs
heavy

Moderate
vs
heavy

Tender points 0.76 0.10 0.27 0.04 0.14 0.98

FIQ

Total 0.11 0.049 0.98 0.32 0.61 0.13

Physical function <0.001 0.04 0.76 0.65 0.96 0.60

Work missed 0.004 0.29 0.96 0.97 0.85 0.79

Job ability 0.10 0.11 0.98 0.51 0.97 0.53

Pain 0.61 <0.001 0.98 0.005 0.80 0.009

SF-36

Physical functioning 0.047 0.006 0.01 0.11 0.19 1.00

Pain index 0.02 0.03 0.43 0.39 0.98 0.81

General health perceptions 0.01 0.58 0.84 1.00 0.99 0.99

Social functioning 0.03 0.28 0.86 0.88 0.99 0.88

Physical component summary 0.009 0.01 0.09 0.26 0.69 0.95

FIQ, Fibromyalgia Impact Questionnaire; SF-36, Short Form-36 Health Survey. aAlcohol consumption levels were defined as follows: none, 0 drinks/wk; low, ≤3
drinks/wk; moderate, >3 to 7 drinks/wk; heavy, >7 drinks/wk. bTukey HSD method was used to perform pairwise comparisons of least-squares means between
groups from a multivariate model that adjusted for age, employment status, education level, body mass index and opioid use. P-values <0.05 were considered
statistically significant.
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portion of chronic pain patients had a history of alcohol
abuse before the onset of their pain [52]. Therefore, our
findings should be interpreted carefully.
This study has several limitations. First, the amount of

alcohol consumption in this study was self-reported and
thus may be biased because of possible under-reporting.
However, simple self-administered questionnaires pre-
viously have provided useful estimates of alcohol intake
[53,54]. Our patient population included four patients
who were younger than 21 years (drinking reports: none
(three patients), low (one patient)), which is the legal
drinking age in the US. Our results were the same when
we excluded them. Therefore, we kept them in the
study. Second, we had small sample sizes for those with
moderate and heavy alcohol consumption, and this lim-
ited the power to detect associations in the groups.
Third, the cross-sectional design of the current study
allowed us to say only that low-to-moderate alcohol
consumption appeared to be associated with lower
fibromyalgia symptoms and improved QOL. However,
the reasons for, and the clinical importance of this asso-
ciation cannot be determined in this study, and the
associations may be due to unmeasured confounding
variables. Fourth, we did not use a validated specific
questionnaire for depression, and our study was not
meant to adequately assess depression. Therefore, we
were not able to do further analysis on comorbid psy-
chiatric diagnoses. Fifth, we did not differentiate former
drinkers from abstainers. Previous studies have shown
conflicting findings, ranging from worse QOL in former
drinkers than abstainers [13,14], no difference in subjec-
tive health [55,56], and better QOL in former drinkers
than abstainers [57]. However, this diversity in results
might be due to variations in study design [8]. We also
did not consider the beverage type consumed (for exam-
ple, beer versus wine versus spirits) because the health
effects of alcohol primarily have been attributed to etha-
nol content rather than to other components of each
beverage type [58-60].

Conclusions
Our findings suggest that low-to-moderate alcohol con-
sumption was associated with lower fibromyalgia symp-
toms and better QOL compared to no alcohol
consumption. The mechanism underlying the association
between alcohol consumption and symptom severity in
fibromyalgia requires further investigation. Future studies
may consider assessing the relationship between GABA,
alcohol consumption and fibromyalgia symptoms.

Abbreviations
ANOVA: analysis of variance; ANCOVA: analysis of covariance; BMI: body mass
index; FIQ: Fibromyalgia Impact Questionnaire; FTP: Fibromyalgia Treatment

Program; GABA: γ-Aminobutyric Acid; HSD: honestly significant difference;
SF-36: Short Form-36 Health Survey; QOL: quality of life.

Authors’ contributions
CHK conceived and designed the study, collected, analyzed and interpreted
the data and drafted the manuscript. THO participated in the design of the
study, analyzed and interpreted the data, and critically edited and revised
the manuscript. AV, CAL and JMT participated in the design of the study
and analysis and interpretation of the data and critically reviewed and
edited the article. DJC and TDS participated in the analysis and
interpretation of the data and critically evaluated the manuscript. All authors
read and approved the manuscript for publication.

Competing interests
The authors declare that they have no competing interests.

Acknowledgements
The project described was supported by grant UL1TR000135 from the
National Institutes of Health (NIH) and the NIH Roadmap for Medical
Research. The study sponsors had no role in the study design, collection,
analysis or interpretation of data.

Author details
1Department of Physical Medicine and Rehabilitation, Mayo Clinic, Rochester,
MN 55905, USA. 2Department of Rehabilitation Medicine, Kyungpook
National University Hospital, Daegu, 700721 Korea. 3Division of General
Internal Medicine Mayo Clinic, Rochester, MN 55905, USA. 4Department of
Anesthesiology, Medicine, and Psychiatry, University of Michigan, Ann Arbor,
MI 48109, USA. 5Department of Nursing Mayo Clinic, Rochester, MN 55905,
USA. 6Department of Psychiatry and Psychology, Mayo Clinic, Rochester, MN
55905, USA.

Received: 23 October 2012 Revised: 28 December 2012
Accepted: 7 February 2013 Published: 15 March 2013

References
1. Wolfe F, Smythe HA, Yunus MB, Bennett RM, Bombardier C, Goldenberg DL,

Tugwell P, Campbell SM, Abeles M, Clark P, Fam AG, Farber SJ, Fiechtner JJ,
Franklin CM, Gatter RA, Hamaty D, Lessard J, Lichtbroun AS, Masi AT,
Mccain GA, Reynolds WJ, Romano TJ, Russell IJ, Sheon RP: The American
College of Rheumatology 1990 Criteria for the Classification of
Fibromyalgia. Report of the Multicenter Criteria Committee. Arthritis
Rheum 1990, 33:160-172.

2. Hudson J, Goldenberg D, Pope H, Keck P, Schlesinger L: Comorbidity of
fibromyalgia with medical and psychiatric disorders. Am J Med 1992,
92:363-367.

3. Wolfe F, Clauw DJ, Fitzcharles MA, Goldenberg DL, Katz RS, Mease P, Russell AS,
Russell IJ, Winfield JB, Yunus MB: The American College of Rheumatology
preliminary diagnostic criteria for fibromyalgia and measurement of
symptom severity. Arthritis Care Res (Hoboken) 2010, 62:600-610.

4. Clauw DJ, Arnold LM, McCarberg BH: The science of fibromyalgia. Mayo
Clin Proc 2011, 86:907-911.

5. Foerster BR, Petrou M, Edden RA, Sundgren PC, Schmidt-Wilcke T, Lowe SE,
Harte SE, Clauw DJ, Harris RE: Reduced insular gamma-aminobutyric acid
in fibromyalgia. Arthritis Rheum 2012, 64:579-583.

6. Staud R, Vierck CJ, Cannon RL, Mauderli AP, Price DD: Abnormal
sensitization and temporal summation of second pain (wind-up) in
patients with fibromyalgia syndrome. Pain 2001, 91:165-175.

7. Thakker K: An overview of health risks and benefits of alcohol
consumption. Alcoholism Clin Exp Res 1998, 22:285S-298S.

8. Saremi A, Arora R: The cardiovascular implications of alcohol and red
wine. Am J Ther 2008, 15:265-277.

9. Djousse L, Ellison RC, Beiser A, Scaramucci A, D’Agostino RB, Wolf PA:
Alcohol consumption and risk of ischemic stroke: The Framingham
Study. Stroke 2002, 33:907-912.

10. King DE, Mainous AG, Carnemolla M, Everett CJ: Adherence to healthy
lifestyle habits in US adults, 1988-2006. Am J Med 2009, 122:528-534.

11. Byles J, Young A, Furuya H, Parkinson L: A drink to healthy aging: The
association between older women’s use of alcohol and their health-
related quality of life. J Am Geriatr Soc 2006, 54:1341-1347.

Kim et al. Arthritis Research & Therapy 2013, 15:R42
http://arthritis-research.com/content/15/2/R42

Page 7 of 8

http://www.ncbi.nlm.nih.gov/pubmed/2306288?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2306288?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2306288?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1558082?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1558082?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21878603?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21913179?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21913179?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11240089?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11240089?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11240089?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18496264?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18496264?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11935035?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11935035?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19486715?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19486715?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16970640?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16970640?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16970640?dopt=Abstract


12. Chan A, von Muhlen D, Kritz-Silverstein D, Barrett-Connor E: Regular
alcohol consumption is associated with increasing quality of life and
mood in older men and women: the Rancho Bernardo Study. Maturitas
2009, 62:294-300.

13. Saito I, Okamura T, Kukuhara S: A cross-sectional study of alcohol drinking
and health-related quality of life among male workers in Japan. J Occup
Health 2005, 47:496-503.

14. Stranges S, Notaro J, Freudenheim JL, Calogero RM, Muti P, Farinaro E,
Russell M, Nochajski TH, Trevisan M: Alcohol drinking pattern and subjective
health in a population-based study. Addiction 2006, 101:1265-1276.

15. Valencia-Martin JL, Galan I, Rodriguez-Artalejo F: Alcohol and self-rated
health in a Mediterranean country: the role of average volume, drinking
pattern, and alcohol dependence. Alcohol Clin Exp Res 2009, 33:240-246.

16. Volk R, Cantor S, Steinbauer J, Cass A: Alcohol use disorders, consumption
patterns, and health-related quality of life of primary care patients.
Alcohol Clin Exp Res 1997, 21:899-905.

17. Bergman S, Herrstrom P, Jacobsson LT, Petersson IF: Chronic widespread
pain: a three year followup of pain distribution and risk factors.
J Rheumatol 2002, 29:818-825.

18. Arvidsson S, Arvidsson B, Fridlund B, Bergman S: Health predicting factors in
a general population over an eight-year period in subjects with and
without chronic musculoskeletal pain. Health Qual Life Outcomes 2008, 6:98.

19. Leboeuf-Yde C: Alcohol and low-back pain: a systematic literature review.
J Manipulative Physiol Ther 2000, 23:343-346.

20. Booker E, Haig A, Geisser M, Yamakawa K: Alcohol use self report in
chronic back pain–relationships to psychosocial factors, function
performance, and medication use. Disabil Rehabil 2003, 25:1271-1277.

21. Bergman S: Psychosocial aspects of chronic widespread pain and
fibromyalgia. Disabil Rehabil 2005, 27:675-683.

22. Lu B, Solomon DH, Costenbader KH, Keenan BT, Chibnik LB, Karlson EW:
Alcohol consumption and markers of inflammation in women with
preclinical rheumatoid arthritis. Arthritis Rheum 2010, 62:3554-3559.

23. Maxwell J, Gowers I, Moore D, Wilson A: Alcohol consumption is inversely
associated with risk and severity of rheumatoid arthritis. Rheumatology
(Oxford) 2010, 49:2140-2146.

24. Kallberg H, Jacobsen S, Bengtsson C: Alcohol consumption is associated
with decreased risk of rheumatoid arthritis: results from two
Scandinavian case-control studies. Ann Rheum Dis 2009, 68:222-227.

25. Oh TH, Stueve MH, Hoskin TL, Luedtke CA, Vincent A, Moder KG,
Thompson JM: Brief interdisciplinary treatment program for fibromyalgia:
six to twelve months outcome. Am J Phys Med Rehabil 2010, 89:115-124.

26. Burckhardt CS, Clark SR, Bennett RM: The fibromyalgia impact
questionnaire: development and validation. J Rheumatol 1991, 18:728-733.

27. Ruta DA, Abdalla MI, Garratt AM, Coutts A, Russell IT: SF 36 health survey
questionnaire: I. Reliability in two patient based studies. Qual Health Care
1994, 3:180-185.

28. Ware JE, Sherbourne CD: The MOS 36-item short-form health survey (SF-36).
I. Conceptual framework and item selection. Med Care 1992, 30:473-483.

29. The National Institute on Alcohol Abuse and Alcoholism. [http://www.
niaaa.nih.gov/alcohol-health].

30. Bennett RM: The Fibromyalgia Impact Questionnarie (FIQ): a review of its
development, current version, operating characteristics and uses. Clin
Exp Rheumatol 2005, 23:S154-162.

31. Sullivan LE, Fiellin DA, O’Connor PG: The prevalence and impact of
alcohol problems in major depression: a systematic review. Am J Med
2005, 118:330-341.

32. Okoro CA, Brewer RD, Naimi TS, Moriarty DG, Giles WH, Mokdad AH: Binge
drinking and health-related quality of life: do popular perceptions
match reality? Am J Prev Med 2004, 26:230-233.

33. Naimi TS, Brewer RD, Mokdad A, Denny C, Serdula MK, Marks JS: Binge
drinking among US adults. Jama 2003, 289:70-75.

34. Hansel B, Thomas F, Pannier B: Relationship between alcohol intake,
health and social status and cardiovascular risk factors in the Urban
Paris-Ile-de-France Cohort: is the cardioprotective action of alcohol a
myth? Eur J Clin Nutr 2010, 64:561-568.

35. Arif A, Rohrer J: Patterns of alcohol drinking and its association with
obesity: data from the Third National Health and Nutrition Examination
Survey, 1988-1994. BMC Public Health 2005, 5:126.

36. Breslow R, Guenther P, Juan W, Graubard B: Alcoholic beverage
consumption, nutrient intakes, and diet quality in the US adult
population, 1999-2006. J Am Diet Assoc 2010, 110:551-562.

37. Breslow R, Smothers B: Drinking patterns and body mass index in never
smokers: National Health Interview Survey, 1997-2001. Am J Epidemiol
2005, 161:368-376.

38. Kelm MK, Criswell HE, Breese GR: Ethanol-enhanced GABA release: a focus
on G protein-coupled receptors. Brain Res Rev 2011, 65:113-123.

39. Gordon ER: The effect of ethanol on the concentration of gamma-
aminobutyric acid in the rat brain. Can J Physiol Pharmacol 1967,
45:915-918.

40. Russell IJ, Perkins AT, Michalek JE: Sodium oxybate relieves pain and
improves function in fibromyalgia syndrome: a randomized, double-
blind, placebo-controlled, multicenter clinical trial. Arthritis Rheum 2009,
60:299-309.

41. Staud R: Sodium oxybate for the treatment of fibromyalgia. Expert Opin
Pharmacother 2011, 12:1789-1798.

42. Peele S, Brodsky A: Exploring psychological benefits associated with
moderate alcohol use: a necessary corrective to assessments of drinking
outcomes? Drug Alcohol Depend 2000, 60:221-247.

43. Baum-Baicker C: The psychological benefits of moderate alcohol
consumption: a review of the literature. Drug Alcohol Depend 1985,
15:305-322.

44. Nelson S, Bagby GJ, Bainton BG, Summer WR: The effects of acute and
chronic alcoholism on tumor necrosis factor and the inflammatory
response. J Infect Dis 1989, 160:422-429.

45. Imhof A, Koenig W: Alcohol inflammation and coronary heart disease.
Addict Biol 2003, 8:271-277.

46. Uceyler N, Hauser W, Sommer C: Systematic review with meta-analysis:
cytokines in fibromyalgia syndrome. BMC Musculoskelet Disord 2011,
12:245.

47. Wallace DJ, Margolin K, Waller P: Fibromyalgia and interleukin-2 therapy
for malignancy. Ann Intern Med 1988, 108:909.

48. Wang H, Buchner M, Moser MT, Daniel V, Schiltenwolf M: The role of IL-8
in patients with fibromyalgia: a prospective longitudinal study of
6 months. Clin J Pain 2009, 25:1-4.

49. Wallace D: Is there a role for cytokine based therapies in fibromyalgia.
Curr Pharm Des 2006, 12:17-22.

50. James MF, Duthie AM, Duffy BL, McKeag AM, Rice CP: Analgesic effect of
ethyl alcohol. Br J Anaesth 1978, 50:139-141.

51. Alcohol and Drinking. [http://www.gallup.com/poll/1582/alcohol-drinking.
aspx].

52. Katon W, Egan K, Miller D: Chronic pain: lifetime psychiatric diagnoses
and family history. Am J Psychiatry 1985, 142:1156-1160.

53. Giovannucci E, Colditz G, Stampfer MJ, Rimm EB, Litin L, Sampson L,
Willett WC: The assessment of alcohol consumption by a simple self-
administered questionnaire. Am J Epidemiol 1991, 133:810-817.

54. Gronbaek M, Johansen D, Becker U, Hein HO, Schnohr P, Jensen G,
Vestbo J, Sorensen TI: Changes in alcohol intake and mortality: a
longitudinal population-based study. Epidemiology 2004, 15:222-228.

55. Lang I, Wallace RB, Huppert FA, Melzer D: Moderate alcohol consumption
in older adults is associated with better cognition and well-being than
abstinence. Age Ageing 2007, 36:256-261.

56. Poikolainen K, Vartiainen E, Korhonen HJ: Alcohol intake and subjective
health. Am J Epidemiol 1996, 144:346-350.

57. Van Dijk A, Toet J, Verdurmen J: The relationship between health-related
quality of life and two measures of alcohol consumption. J Stud Alcohol
2004, 65:241-249.

58. Rimm EB, Klatsky A, Grobbee D, Stampfer MJ: Review of moderate alcohol
consumption and reduced risk of coronary heart disease: is the effect
due to beer, wine, or spirits. BMJ 1996, 312:731-736.

59. Guallar-Castillon P, Rodriguez-Artalejo F, Diez Ganan L, Banegas Banegas J,
Lafuente Urdinguio P, Herruzo Cabrera R: Consumption of alcoholic
beverages and subjective health in Spain. J Epidemiol Community Health
2001, 55:648-652.

60. Rimm EB: Alcohol consumption and coronary heart disease: good habits
may be more important than just good wine. Am J Epidemiol 1996,
143:1094-1098, discussion 1099.

doi:10.1186/ar4200
Cite this article as: Kim et al.: Association between alcohol consumption
and symptom severity and quality of life in patients with fibromyalgia.
Arthritis Research & Therapy 2013 15:R42.

Kim et al. Arthritis Research & Therapy 2013, 15:R42
http://arthritis-research.com/content/15/2/R42

Page 8 of 8

http://www.ncbi.nlm.nih.gov/pubmed/19232847?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19232847?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19232847?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16369112?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16369112?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16911725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16911725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18976344?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18976344?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18976344?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9267541?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9267541?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11950027?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11950027?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19014459?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19014459?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19014459?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10863254?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14617444?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14617444?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14617444?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16012060?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16012060?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20827783?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20827783?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18535114?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18535114?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18535114?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20090427?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20090427?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1865419?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1865419?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10140231?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10140231?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1593914?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1593914?dopt=Abstract
http://www.niaaa.nih.gov/alcohol-health
http://www.niaaa.nih.gov/alcohol-health
http://www.ncbi.nlm.nih.gov/pubmed/16273800?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16273800?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15808128?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15808128?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15026103?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15026103?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15026103?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12503979?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12503979?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20485310?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20485310?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20485310?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20485310?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16329757?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16329757?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16329757?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20338281?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20338281?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20338281?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15692081?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15692081?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20837058?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20837058?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6049617?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6049617?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19116896?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19116896?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19116896?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21679091?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11053757?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11053757?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11053757?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4053968?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4053968?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2668425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2668425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2668425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/13129828?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22034969?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22034969?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3369788?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3369788?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19158539?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19158539?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19158539?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16454720?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/341934?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/341934?dopt=Abstract
http://www.gallup.com/poll/1582/alcohol-drinking.aspx
http://www.gallup.com/poll/1582/alcohol-drinking.aspx
http://www.ncbi.nlm.nih.gov/pubmed/4037126?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4037126?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2021148?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2021148?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15127916?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15127916?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17353234?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17353234?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17353234?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8712191?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8712191?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15151356?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15151356?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8605457?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8605457?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8605457?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11511643?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11511643?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8633597?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8633597?dopt=Abstract

	Abstract
	Introduction
	Methods
	Results
	Conclusions

	Introduction
	Materials and methods
	Subjects
	Alcohol consumption determination and grouping
	Fibromyalgia-related symptoms and QOL assessment
	Statistical analysis

	Results
	Patients
	Comparison of symptoms and QOL among patient groups

	Discussion
	Conclusions
	Abbreviations
	Authors' contributions
	Competing interests
	Acknowledgements
	Author details
	References

