Letters

homoeopathic potency versus placebo?
by Reilly, a College member, in a paper
which emphatically contradicts their
assertion that critiques of homoeopathy
remain ignored and unanswered. Criti-
ques, incidentally, which are to be found
in the increasingly self-critical pages of
contemporary homoeopathic journals, as
well as in the reference (was the date, 1853,
really correct?) that they quote.

The proper relationship between doc-
tors’ interest in complementary therapies
(which might not be unrelated to patient
advantage), their role in primary care,
already discussed in this Journal,* and
appropriate provision of training does
need to be carefully assessed, but the com-
ment that ‘The interest ... is not a suffi-
cient reason for teaching them how to
earn money by employing it’ better befits
the hustings than an academic department
of general practice. Argument that is
casuistic and sometimes economical with
intellectual honesty is the bane of debate
on this issue, among all parties. We are
capable of better, and our patients certain-
ly deserve better.

JEREMY SWAYNE

2 St Cuthbert St
Wells
Somerset
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Post-viral syndrome
Sir,
The review of the post-viral syndrome by
Dr Archer (May Journal, p.212) undoes
the (minimal) progress made for reason-
able treatment of myalgic encephalomye-
litis patients in the last 30 years. It is ab-
surd to write of ‘a balanced view’ as
though such a view would be in some way
reasonable because it was a fine British
compromise. We are dealing with facts,
and with people’s lives — to talk of ‘a
balanced view’ is unscientific and
perpetuates a wholly unnecessary cruelty.
A hundred years ago there would have
been no problem for myalgic encephalo-
myelitis patients. No laboratory tests
existed and diagnoses would have had to
be made on case histories and observa-
tion. Doctors would have been required
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to believe what their patients were
(repeatedly) telling them. In fact the pro-
blem of myalgic encephalomyelitis pro-
bably did not exist a hundred years ago
because it is almost certainly a man-made
illness with a variety of causes including
stress, pollution of all our foods and the
over use of medically administered drugs.
There is no reason to think that any virus
implicated is other than a trigger factor
to an already compromised immune
system.

Until the medical profession relinquish
their obsession with drug treatment, with
so-called psychiatric illnesses and with
laboratory testing we are unlikely to see
any progress and thousands will continue
to suffer unrecognized and untreated from

what is clearly a physical illness.

SUE FINLAY
ME Action Campaign
PO Box 1

Carnwath, Lanark ML11 8NH

Sir,

While there is some merit in Dr Archer’s
review of the post-viral syndrome (May
Journal, p.212) the overall effect may well
be harmful since he gives some credence
to the view that the illness is not organical-
ly based. Most doctors would now accept
that in any illness involving the central
nervous system, neurological and
psychological symptoms are so inex-
tricably mixed that they cannot easily be
differentiated. Of course a sufferer from
any chronic illness needs psychological
support particularly if his symptoms in-
clude depression and his illness runs a
relapsing course or leads to permanent
disability. But I would maintain that the
harm done in labelling a patient with an
organic illness as hysterical far outweighs
any possible damage caused by calling
hysterical symptoms organic. After all, the
diagnosis in early cases of multiple
sclerosis is in many cases made solely on
the history and in the absence of positive
physical signs or abnormal tests.

I would take issue with Dr Archer’s
‘evidence for hysteria’ on several grounds.
First, cases were occurring in the general
population before the Royal Free Hospital
outbreak. Secondly, three epidemics have
occurred among men in military barracks.
Thirdly, among the neurological findings
in the Middlesex Hospital epidemic which
the psychiatrists attributed to over-
breathing, five patients had extensor plan-
tar responses and three had ocular
paralysis with double vision. Similarly,

'20% of the cases admitted to Lawn Road

Infectious Diseases Unit in 1956 from

north west London had extensor plantar
responses.

Dr Compston and colleagues! have
pointed out that ‘while a diagnosis of
hysteria had been seriously considered at
the time of the outbreak, the occurrence
of fever in 89%, of lymphadenopathy in
79%, of ocular palsy in 43% and of facial
palsy in 19% rendered it quite untenable’.

Dr Poskanzer of the Department of
Neurology at Harvard Medical School
summed up my feelings when he wrote

‘The articles of Drs C.P. McEveady and AW.
Beard are of considerable concern. Their er-
roneous conclusions about this illness may im-
pair future investigations of similar outbreaks.
It is apparent that the authors failed to do their
homework and demonstrated a surprising lack
of information about the principles of
epidemiology and of psychiatry. It is clear that
sporadic cases of this disease cannot be readi-
ly identified. It is only in the epidemic form
that the distinctive epidemiological features
allow characterisation. Instead of ascribing ME
to mass hysteria or psychoneurosis, may I sug-
gest that the authors consider the possibility
that all psychoneurosis is a residual deficit from
epidemic or sporadic cases of ME’.2

I would only add that modern science may
well prove him right.

General practitioners who are interested
in this syndrome would do well to read a

recent book by A.M.Ramsey.}
C.B. WOOKEY
3A Langley Park
Mill Hill
London NW7 2AA
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Sir,

Dr Archer (May Journal, p.212) suggests
that a balanced view of the post-viral syn-
drome must combine the hypotheses that
it is an organic illness and that it is
hysterical in nature. There is no doubt that
some cases of the epidemic form are
hysterical, as are some cases in any
epidemic, but that is no reason to accuse
sufferers with the condition of functional
overlay.

The diagnosis of post-viral syndrome is
made on a history of excessive muscle
fatiguability with prolonged time to
recovery following an acute viral illness.
These patients also all complain of
psychological symptoms, including
tiredness, lack of concentration and poor
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memory. If one accepts peripheral ner-
vous system symptoms as organic, why
not also central nervous system symp-
toms? Do all cases of viral encephalitis in-
clude functional overlay?

Post-viral syndrome is becoming a well-
recognized clinical entity. It is a shame
that Dr Archer felt the need to mar an
otherwise excellent review by invoking an
out-moded hypothesis.

M. PEEL
British Airways
PO Box 10
Heathrow Airport (London)
Hounslow
London TW6 2JA

Healthcall and the College
Sir,
I was very disappointed to see the College
sign an agreement giving official endorse-
ment and approval to Healthcall, a com-
mercial medical information service run
by the Air Call organization. This service
is in direct competition with Health Line
set up by the College of Health and is at
least five times more expensive for cheap
rate calls. The College of Health is also
supporting the establishment of local
Health Lines which have been successful
in Hull, Exeter, Croydon and Basingstoke.
I am also worried about the payment
of £10 000 by Air Call to the College. The
agreement apparently states that after ad-
ministrative expenses the money will be
used for educational programmes. Might
I suggest that the money is donated to the
College of Health to set up further local
and cheaper Health Lines?

P.R. KINNERSLEY

Rusholme Health Centre
University of Manchester
Walmer Street
Manchester M14 SNP

Sponsorship and the medical

profession

Sir,

Dr Hilton, in his article on the relation-
ship between the pharmaceutical industry
and the medical profession, with par-
ticular reference to the College (June
Journal, p.270), refers to a letter I wrote
to the College Journal in 1984.

The wording of the sentence seems to
suggest that I condemn sponsorship by
brewers. What in fact I said was: ‘In Edin-
burgh, home of John Knox, town and
gown have managed to accept benefac-
tions with grace and without favour. Edin-

burgh graduates receive their degrees in
the impressive McEwan Hall, while Edin-
burgh citizens receive cultural nourish-
ment in the Usher Hall, the centrepiece
of the Edinburgh International Festival.
These benefactions arose from the profits
of brewers and no doubt have promoted
the relevant products. The educational
and cultural assets which they provide,
however, far outweigh any tendency to ex-
acerbate an admitted national weakness?

I do not wish to comment further on
the debate except to point out that the ad-
dress from which this letter is written is
the home of the Edinburgh Postgraduate
Board for Medicine.

A.G. DONALD

Pfizer Foundation
Hill Square
Edinburgh EH8 9DR

Membership for established
principals

Sir,

I have mixed feelings about the decision
at the Spring Meeting to seek an alter-
native route to membership for establish-
ed principals. I was pleased that the
meeting recognized that the MRCGP ex-
amination was not an infallible judge of
whether someone was capable of being a
good general practitioner. Maybe this
recognition will help to snuff out any idea
that the examination ought to be a
precondition to entering practice.

However, 1 was disappointed that in-
stead of grasping the nettle and changing
the format of the examination for all can-
didates, they chose to change it to favour
those who were already part of the
establishment. Protestations that it will be
a strenuous test does not alter the basic
inequity that a trainee has to set his mind
to mastering the multiple choice question-
naire paper and an established principal
may be excused this test. Either we accept
that the knowledge tested by the MCQ
paper is relevant or we do not.

I would urge the Council to ensure that
all routes to membership are open to all
candidates equally. If the present examina-
tion is excluding worthy doctors then the
examination itself is failing in its objec-
tives. It would be unfortunate if the Col-
lege became a club for well respected and
established principals who do not meet
the standards that we set for our younger
colleagues.

RUPERT GUDE
The Abbey Surgery
Russell Street
Tavistock
Devon PL19 9HE
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Sir,

I listened with great interest to the debate
at the Spring Meeting about the MRCGP
examination for established principals
because it evoked memories of past events.
Two of my partners had said to me ‘Well,
we obtained our MRCGP by examina-
tion.... My response was to agree to take
the examination and this proved to be a
useful experience, making me read books
again and even to obtain a few more up-
to-date ones. Happily, I had no failure to
contend with, but I agree with the com-
ment made at the meeting that the ex-
amination discriminates against older
general practitioners who are inexperienc-
ed at sitting multiple choice questionnaire
papers. I had been briefed about negative
marking so I sorted out the answers I did
not know and when after reconsideration
I still did not know the answer I did not
commit myself, I walked out of the ex-
amination hall at Queen’s Square an hour
early. I felt the whole examination was
very fair and the vivas were conducted in
an entirely sensitive manner. Of course, I
had to do an extensive revision of the
necessary academic facts, but in retrospect
I feel it was a worthwhile exercise.

Any doctor entering another specialty
in medicine must expect an examination,
even when over the age of 50 years as I
was when I left general practice for oc-
cupational medicine. The Diploma in In-
dustrial Health (DIH) examination was
not as informal as the MRCGP and I had
the additional discomfort of failing it first
time. However, I managed to pass it six
months later.

While I have every sympathy with the
case made by the Leicestershire facuity, I
feel that if the College abandons its ex-
amination in any way, then general prac-
tice lays itself open to the comment ‘why
should they have an easy option?’ Of
course,” in all specialties we have in-
dividuals who have difficulty with ex-
aminations. My first trainee in occupa-
tional medicine failed his associateship of
the Faculty of Occupational Medicine on
three occasions, which was distressing for
us both. I must add that he has now suc-
cessfully completed his training.

I abstained from voting at the Spring
Meseting, but after due thought I do feel
that there is no room for exceptions, par-
ticularly as there are now so many helpful
publications and courses available for the
intending examinee. I do not feel that even
the largest specialty of all should allow
any exceptions.

J.DW. WHITNEY
The Cottage
Footherley Road
Shenstone
Lichfield
Staffordshire WS14 ONJ
n



