Canada yet again conspicuous by its absence

By Angela Kennedy

I have been watching with interest the debate around the efficacy of the Fukuda and Oxford Criteria and others in diagnosing 'CFS'. (see below):
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I note one piece of evidence has been conspicuous by its absence in both the Bleijenberg and Goudsmit discourses: the Canadian Myalgic

Encephalomyelitis/Chronic Fatigue Syndrome Case Definition and Treatment Protocols (Carruthers et al, 2003) have been ignored.

The Canadian Case Definition is particularly important because it is a more

stringent set of criteria than either Fukuda or Oxford, therefore far more

likely to exclude idiopathic chronic fatigue than either Fukuda or Oxford.

In addition to this, the Canadian guidelines demonstrates the inadequacy of the claims by proponents of the Wessely School (and from the evidence, the Dutch Team in this current debate would appear to be such) that ME/CFS is a psychiatric disease. The Canadian guidelines also set the issue of CBT in context, that it should only ever be used if the patient is finding difficulties with coping with the illness, not as a treatment for "false illness beliefs", the specific approach of the Wessely School. They also point out the dangers of Graded Exercise Therapy in the context of ME/CFS.

The Canadian Guidelines also use ME/CFS simultaneously: with good reason, as, firstly, most patients will have been diagnosed as 'CFS' even if they fit Ramsay-defined ME, and, many people who might fulfil Fukuda Criteria will also fulfil the Canadian Criteria (This is because of the looseness of the Fukuda Criteria). However heterogeneous the symptoms suffered by people currently diagnosed as CFS (or ME, for that matter) there is currently no clear evidence to suggest that CFS can be categorised as a different disease to ME. Therefore, for patient safety, welfare and rights, they need to remain as simultaneous names for a neurological disease entity until research has uncovered clear evidence to the contrary.

The Oxford Criteria, being so wide as to include sufferers of idiopathic Chronic Fatigue, are therefore useless in identifying an ME/CFS population as defined in the WHO ICD-10 G93.3 (Myalgic Encephalomyelitis, also known as the Chronic Fatigue Syndrome). Furthermore, by actively excluding people with organic brain disease, a huge problem in logic arises because, as we know, ME/CFS is such a thing. The Oxford Criteria have therefore been shown to be fundamentally flawed and have no place in current research or clinical treatment of ME/CFS sufferers. And yet the psychiatric lobby still use them, for example in the PACE Trial.

Once again, I bring attention to the fact that the Canadian Guidelines are

conspicuous by their absence within the PACE Trial literature.

With these issues in mind, we might understand why the Dutch team in this debate seem so keen to avoid the Canadian Guidelines. This has been a constant phenomenon within the Wessely School, who are unable even to critically engage with the Canadian Guidelines, let alone use them. If the Canadian Guidelines successfully turn the psychiatric lobby's claims about ME/CFS sufferers on their head, then one can see why the psychiatric lobby want to avoid them.

My problem, once again, is why Dr Goudsmit avoids the Canadian Guidelines in her deliberations. Is this because she is attempting to promote the London Criteria, another set of criteria superceded by the Canadian Guidelines? I note the lack of clear, critical engagement with Canada by the Wessely School, Dr Goudsmit and Dr Charles Shepherd 

(we've had some vague criticisms about them from Charles Shepherd on a Yahoo online group post a few weeks ago but this cannot constitute

clear, engaged critical analysis), and I contend that this is because of vested interests: for the above reasons in regard to the psychiatrists; and in Goudsmit's and Shepherd's case, because of their investment in the London Criteria, which have never been used formally and are also superceded by Canada, yet there appears to have been a deal struck with the psychiatrists and their supporters to use these in the PACE Trial.

If Goudsmit and Shepherd really believe that their London Criteria is superior to the Canadian Guidelines, a clear critical analysis must be written by them: a piece of work that could be peer reviewed. Indeed, Dr Shepherd, as a representative of the MEA charity, should have written a clear engaged evaluation of the Canadian Guidelines some time ago, as, for example, was undertaken by the TYMES Trust. Such an undertaking has been conspicuous by its absence within the MEA, AfME and indeed AYME charities.

The continued lack of response to the Canadian ME/CFS Case Definition and Treatment Protocols by members of the Wessely School also (all those claiming ME/CFS is a psychiatric disorder), indicates a downright fear of the Canadian Guidelines. This is likely to be because of the efficiency of the Canadian Guidelines in problematising the claims of the psychiatric lobby to the point where they may soon have to concede publicly that their psychiatric paradigm has fundamental flaws. Understandably, this no doubt worries them. That day may come sooner than they think.

But that members of the ME/CFS community themselves might seek to avoid the Canadian Guidelines, in order to promote their own, now superceded paradigm, while simultaneously somehow getting their London Criteria used in the PACE Trial, is truly indefensible. They will certainly find this a completely untenable position to adopt, as the rank discrepancies of the PACE Trial become ever more clear to the patient, clinical and research communities.
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