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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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General practitioners' workload
in nursing homes
Sir,
Dr Andrews' results (December Journal,
p.546) of a general practitioner's workload
in a nursing home, are echoed by findings
in our practice for 1988. We have a list size
of 7220 patients and of these 31.2% are
over 65 years of age. TWo hundred and for-
ty seven patients are in 45 nursing or rest
homes; this represents 3.4% of the prac-
tice population. In 1988 these patients
generated a mean of 25.2% of visits each
month (range 18.0-32.6%).

Will this disproportionate workload be
reflected in practice budgets?

P.A. GREEN

Pembroke House Surgery
1 Fortescue Road
Preston, Paignton
Devon TQ3 2DA

Immunization records
Sir,
I read with interest the paper on im-
munization recording by Drs Pennington
and Wilcox (November Journal, p.515). A
similar audit was performed in our prac-
tice in 1985 comparing general practice,
health visitor and district health authori-
ty records for uptake of diphtheria/
tetanus and polio, and measles vaccina-
tions among all registered three-year-olds.
Parent-held records were not reviewed.
The practice holds baby clinics once a
week and has attached health visitors. It
is an inner city practice with an annual
turnover of patients that is nearly three
times the national average. In 1985 the
district health authority had a manual
recording system.
Of 61 children eligible for vaccination,

83% had received three diphtheria/
tetanus and polio vaccines, and 77%

measles vaccine. More interestingly, a
similar level of recording inaccuracy to
that reported by Drs Pennington and
Wilcox was found. In, only 27% of cases
was there complete agreement in the
records held by general practitioners,
health visitors and the district health
authority. The health visitor record was
found to be the most accurate, and the
district health authority record the least
accurate. The latter was correct in less
than 50% of cases, either through inac-
curate recording or because children
registered with the practice were not
known to the health authority.
A similar audit was performed in

December 1988. The district health
authority had installed a central computer
in 1987 and this was fully operational in
1988. Of 76 eligible children 96% had
received diphtheria/tetanus and polio, and
84% measles vaccine. Again the district
health authority record was less than 50%
accurate.

District health authority computers
now play a central role in the uptake of
childhood immunizations, generating let-
ters to parents inviting them to attend.
Missing information about children or
their immunization status will mean that
they are not invited to attend.
As a result of the findings of these

audits the practice has recommended that
general practitioners inform health
visitors, who in turn inform the district
health authority, of all new registrations
of under five-year-olds and that a print-
out of children eligible for immunization
is obtained from the district health
authority regularly, compared with the
health visitor and general practice records,
and updated accordingly. In this way not
only will more children be immunized but
the health authority figures for childhood
immunization will be more accurate,
reflecting what is actually being done.

JOE WILTON

Lisson Grove Health Centre
London NW8 8EG

Treatment of warts with liquid
nitrogen
Sir,
Having used all the traditional, and some
less traditional, methods of treatment for
viral warts of all kinds since I qualified
in 1943, with the usual limited success, I
was not surprised to see the results of Drs
Keefe and Dick's survey (January Jour-
nal, p.21). Their decision to set up a pilot
project to provide liquid nitrogen to a
number of local health centres can only
be applauded as an excellent example

which should be followed by other der-
matologists throughout the UK. But I am
concerned that no m\ention is made of the
mode of applying liquid nitrogen.

After reading Lloyd Williams' account
of cryodestruction of haemorrhoids with
a nitrous oxide cryoprobe,I I first treated
a viral wart on my hand by this means 16
years ago. After repeating this painful
treatment four times over the course of
eight weeks and only when I was satisfied
that I was cured, I started using this
method for my patients.

After three months of unpredictable
and mostly disappointing results I was on
the verge of giving up 'cryosurgery', just
as I had given up using carbon dioxide
snow and later cotton wool buds dipped
in liquid nitrogen, when I discovered by
chance reading that liquid nitrogen could
also be used in a closed system either by
employing a cryoprobe or as a cryospray.
I was fortunate to receive an Upjohn
travelling fellowship which allowed me to
visit the small number of hospital based
specialists who were using this relatively
new equipment (unpublished report).
Over the past 16 years, I have improv-

ed and developed my technique of treating
not only warts, but also a huge variety of
other accessible lesions on the skin, and
of the mucous membrane in the nose,
mouth, vagina cervix and anus in over
5000 patients. To date, I have treated near-
ly 30 000 warts of all kinds in over 3000
patients, and in the last 12 years I have
come to expect a cure rate of nearly 10001.
Most warts require only one treatment

lasting eight to 20 seconds. A number of
patients, including children between four
and 16 years of age, with multiple warts
on the hands and/or feet (verrucae) have
attended for more than two or three ses-
sions; 14 patients have attended on over
10 occasions for treatment of upwards of
50 or 60 warts each.

It has been my experience that patients
do not find this form of treatment all that
painful if the right technique is used and
this, together with the other advantages
which I have described elsewhere, makes
the liquid nitrogen cryoprobe or cryospray
the treatment of first choice not only for
warts, but for a huge range of other le-
sions.2 Only seven patients, including one
four-year-old girl with an ingrowing
toenail, have been unable to complete the
treatment with liquid nitrogen cryo-
surgery, because they could not tolerate
the sensation of intense cold. But these
patients also did not tolerate well injec-
tions for local anaesthesia for other types
of treatment.

I must add that I agree with the reser-
vation which Drs Keefe and Dick appear
to have about the delegation of this treat-
ment to practice nurses. It might look sim-
ple, as do many procedures when they are
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