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total agreement between the trainees in
Northern Ireland and those in England
and Wales this possibility can probably be
discounted.
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Management of chronic
(post-viral) fatigue syndrome
Sir,
The contribution of Wessely and col-
leagues (January Journal, p.26) to the
management of chronic (post-viral)
fatigue syndrome, while disclaiming any
'a priori assumption as to aetiology' of the
condition, concentrates largely upon the
psychological condition of the patient. No
consensus exists as to the aetio-pathology
of the condition, and many suggestions
(for example candida infection) are bas-
ed more on emotion than demonstrable
evidence. It is illogical, however, to outline
one facet of treatment without some con-
cept of the underlying pathology.

There is real evidence that the post-viral
fatigue syndrome, with its highly diverse
symptomatology, is organically based.
Careful examination with a 64 tuning fork
almost always shows diminished vibration
sense when tested against a standard; ab-
dominal reflexes are not uncommonly ab-
sent; internal rectus muscle paralysis may
occur and a unilateral extensor plantar

response has been seen.
Since a great many viruses have been

blamed, it would seem that a primary
lowered immunity allows opportunistic in-
fection(s) with special proclivity for the
lymph glands and nervous system (both
cerebral, spinal and autonomic). Evidence
of an organic basis for the disease in mus-
cle has been provided by a study of single
fibre myography in 40 patients with
myalgic encephalomyelitis, I and by
Friman and colleagues who concluded
that there was defective muscle fibre mem-
brane conduction.2 Recent work at Ox-
ford using nuclear magnetic resonance has
shown that the biochemistry of muscle is
profoundly disturbed in post-viral fatigue
syndrome.3'4 In addition, the immune
system has been shown to be at fault.5

In the nervous system itself every case
of post-viral fatigue syndrome or myalgic
encephalomyelitis (a distinction recently
emphasized by Ramsay 1988,6 though
difficult to sustain in practice) is found to
have organic destruction of the nervous
system. Of course organic disease is ac-
companied by some psychological overlay
though this should not be sought out and
treated as a disease sui generis.7'8 Tests
enable distinction between destruction of
brain tissue by multiple sclerosis and
destruction from another cause. Cases of
post-viral fatigue syndrome always fall
within the latter category. Nuclear
magnetic resonance has shown small le-
sions over the high convexity of the brain
and also a snowstorm effect. Some of
these oedematous lesions involve the Wer-
nicke and Broca areas and the brain stem.
Much more needs to be done along these
lines bearing in mind, however, that ex-

amination by nuclear magnetic resonance
is a considerably blunter weapon than was
originally thought and depends greatly
upon skill in interpretation.

Wessely and colleagues should evaluate
evidence of the nature of the disease, even
though there seems little effective physical
therapy at the moment, before going over-
board on the psychological approach. In-
cidentally, about 80% of families (first
degree relatives) studied by the Naomi
Bramson Medical Research Trust show
more than one case in the family. The in-
terpretation of this is unclear; it could be
exposure to the same bad environment
laden with viruses, preservatives,
fungicides, water pollution or stress, all
of which may well lower immunity.
Therapy should clearly be directed to
rectifying this lowered immunity.

E.J. FIELD
Naomi Bramson Medical Research Trust
The Science Park
University of Warwick
Coventry CV4 7EZ
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Sir,
My first criticism of the paper by Wesse-
ly and colleagues (January Journal, p.26)
is that it completely ignores the research
findings showing significant abnormalities
in muscle in sufferers of myalgic
encephalomyelitis (ME): abnormalities in
muscles fibres;' excessive intracellular
acidosis;2 abnormalities in muscle pro-
tein replication;3 and virus particles in
muscle tissue.4 The authors do not
appear to have read the medical literature
on ME. Their failure to account for these
abnormalities represents a major flaw in
their hypothesis.
Even worse, the authors are clearly not

listening to their patients. This patient's
organization, the ME Action Campaign,
does listen to its members who have
repeatedly stated that where pronounced
muscle fatigue is a major symptom of
ME, over-exertion inevitably brings
relapse. The authors of this discussion
paper have ignored the patient, suspend-
ed commonsense, and embarked on a
flight of fancy which may have grave con-
sequences for their patients.
When our members come to us and say

that an exercise programme has made
them better, we will sit up and take notice.
At present we have a growing dossier of
case histories of ME patients who have
had a relapse as a result of treatment of
this kind. And by relapse, I do not mean
a few days feeling worse - I mean up to
18 months in bed (documented case).

I regard as somewhat ironic the sugges-
tion that, in relation to alternative
therapies, 'it is a doctor's duty to protect
patients from such exploitation. We have
very few reports of patients being made
worse by any of these therapies - indeed
many benefit from them - and the
number of reports of patients relapsed by
'exercise programmes' already exceeds the
sum total of complaints about these
'untested therapies' And has the treat-
ment being advocated by the authors been
adequately tested? I think not.

It is indeed unfortunate that psychiatry,
in the absence of any real answers to the
problems of ME, is now resorting to the
fabrication of hypotheses which are scien-
tifically and anecodotally disproven
before they have even been published, and
the creation of modes of treatment which

are almost guaranteed to damage many
patients' chances of recovery.

MARTIN LEV

ME Action Campaign
PO Box 1126
London W3 ORY
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Sir,
It was our intention to write a pragmatic
article to aid doctors in helping patients
with severe chronic fatigue, and we have
been gratified by the encouraging
responses we have received. Indeed, one
general practitioner wondered what all the
fuss was about, as she had been using the
same methods for the last two years. We
remain convinced that when, as at present,
the nature and aetiology of the syndrome
remain the subject of scientific inquiry,
there is a tendency for basic patient
management to be ignored.

Professor Field takes us to task for not
quoting some of the current research,
although it was not our intention to review
the topic. The work he cites confirms the
heterogeneity of this condition.' For ex-
ample, the reference to muscle
biochemistry actually states that such fin-
dings occur in only a selected minority
and have been found in different ill-
nesses.2 Even in normal people there is
no simple relationship between muscle
biochemistry and muscle fatigue.3
Depending on technique, serological
evidence of persistent viral infection ap-
pears in 7% or 45% of selected patients,4
while virus specific protein can be detected
in 26% of other selected patients.5 The
electromyographic findings6 do not ex-
plain the clinical symptoms,7'8 nor do im-
mune abnormalities, which are
contradictory9 and inconsitent. 10 All such
work has been performed in highly
selected groups of patients, and may not
reflect the position in primary care. Such
findings do not yet explain the clinical
syndrome, and it seems do not occur in
the majority of patients seen by general
practitioners.

We also believe that the principles we
have delineated may be relevant to many
of those both with and without such ab-
normalities. We do not believe there is any
contradiction between the programme we
have outlined and evidence of the organic
nature of the condition. Such principles
are identical to those used in the manage-
ment of patients returning to health after
a myocardial infarction."1 They are also
used in the rehabilitation of those seen in
our hospital with many serious
neurological disorders for which there is
as yet no cure.

Professor Field's interesting historical
survey serves only to highlight the origins
and futility of the organic versus func-
tional dichotomy. We have tried to steer
medical thinking away from this impasse
towards a more eclectic approach which
takes into account the interactions bet-
ween psychological, physical and social in-
fluences in the causation of disease.'2
Thankfully many general practitioners
and some hospital doctors are ahready well
aware of this. Let us reassure Mr Lev that
we are not proposing exercise treatment,
but rather a broadly based rehabilitation
programme which, far from inevitably
causing relapse has been of considerable
benefit to many sufferers. The ME Action
Campaign has undoubtedly increased
public awareness with their powerful pa-
tient advocacy. However, their support for
certain alternative treatments has often
alienated them from the more establish-
ed ME Association. Nevertheless, we
would welcome any safe and effective
treatment, whether conventional or alter-
native, that can help any sufferer. We hope
the ME Action Campaign will adopt a
similar approach, and allow much need-
ed cooperation between self-help groups
and National Health Service practitioners.

SUE BUTLER
TRUDIE CHALDER
ANTHONY DAVID
SIMON WESSELY

National Hospital for Nervous Diseases
Queen Square
London WC1N 3BG
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