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Embodied in this case history, however, and others like it, is the conundrum at the heart of CFS.  Here is a conflict between State trained and employed professionals, whose theories, actions and clinical outcomes are shrouded in secrecy, circumscribed by interest conflicts but defended by the State, and ordinary citizens beset by crippling illnesses who turn to these professionals for support and treatment.  How have psychiatrists developed such immense power, which extends far beyond the sanctioned evidence of regular physicians?

Psychiatry is not an exact science, it is not even a science; it does not depend on verifiable quantitative material or laboratory results.  Psychiatric theory and diagnosis are faddish in the extreme.  Any psychiatric diagnosis is an interpretation, and as such is often skewed to fit the view of an individual doctor whose judgement is affected prevailing commercial, cultural and ideological influences.

At one time or another the cause of virtually every new illness has been claimed to be psychiatric.  At its most gross, psychiatric theory has laid claim to theories of racial superiority and homosexuality as an illness.  Dorothy Rowe points out in her introduction to Making Us Crazy that ‘Benjamin Rush, the father of American psychiatry, coined the mental illness of “anarchia” for people who were unhappy with the American political structure.  He found that the people most prone to this disease were negroes and poor whites.’

Psychiatrists once dubbed Multiple Sclerosis the faker’s disease.  They theorised that Parkinson’s disease was a psychiatric condition, its tremors caused by a frustrated wish to masturbate.  Early in the twentieth century, it was psychiatrists who asserted that diabetes was the last strand of neurosis caused by sexual repression.  They have also prescribed a psychiatric aetiology to asthma and stomach ulcers.

‘Evidence based psychiatric medicine’ would appear to be oxymoron.  In treatments for ME and CFS, frequent scientific papers suggest that psychological treatments become a first port of call when doctors are ignorant of, or unwilling to investigate, physical evidence of illness.

The historical comparison of one apparently psychiatric condition with that of others in another century, such as the claim that CFS and ME are the same condition as neurasthenia, is gobble​degook and has no intellectual or rational validity.  Ways of recording​ illnesses are culturally specific.  Information about states of mind; social, sexual and psychological influences and, for example, the ideas influencing the male physician’s view of the female patient, have changed radically over the last century and a half.

The treatments so persistently advocated for ME and CFS, CBT and GET, are used following the adoption of ideological and subjective opinions about the nature and cause of these illnesses.  In the case of antidepressants, a mainstay of the psychiatric industry in ME and CFS, the literature is unequivocal: they do not help.  To interpret patients’ symptoms with a minimum of clinical investigations, to conclude that these illnesses originate ‘in the mind,’ and then to give them psychotropic drugs and therapies which help them see that they are suffering from false illness beliefs, runs counter to any idea of good medical practice.

Psychiatric diagnosis has increasingly come under attack in the last decades in areas other than ME and CFS.  The textbook of diagnosis, the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM), was a small spiral notebook of less than 150 pages selling for $3.50 in 1968; today, it is over 900 pages, defining more than 300 psychiatric disorders and costing $55.  At least three highly critical books have been written about the contemporary DSM-IV.  Dr. Thomas Szasz, one of America’s most radical psychiatric thinkers, wrote, in support of The Selling of DSM, The Rhetoric of Science in Psychiatry, that the book ‘exposes the pretence that psychiatric diagnoses are the names of genuine diseases and the authentication of this fraud by an unholy alliance of the media, the government and psychiatry.’

Paula Caplan, author of They Say You’re Crazy, says of the DSM-IV that ‘by dint of a handful of influential professionals’ efforts, the subjective determinants of diagnosis masquerade as solid science and truth.’  Carol Tavris, reviewing Caplan’s book, said that ‘Mental Health professionals need to read this book to cure themselves of Delusional Scientific Diagnosing Disorder and the public needs to read it for self protection.’

Throughout the second half of the twentieth century, there have been serious misgivings about the construct of mental ill health.  Foucault suggested that mental illness was almost entirely a justif​ication for medical power; Szasz has suggested that mental illness is a disguise with which we cover moral conflicts and Thomas Scheff suggests that it is a label used when a person’s behaviour defies other explanations.  R. D. Laing believed that conventional professional psychiatry, with its emphasis on technology and incarceration and its alienating distance between professionals and patients, was unable to help those in mental pain.  In fact, all of these explanations, none of which has anything to do with objective science, could explain the use of psychiatry against ME and CFS patients.  [Michel Foucault, 1926-1984.  Thomas S. Szasz 1920- , R. D. Laing 1927-1989.]
It has been suggested that there are serious problems relating to the research instruments which are used in determining a variety of psychiatric illnesses.  In one of the most intelligent analyses of a psychiatric ascription for CFS, Leonard Jason says that the ‘use of the original case definition of CFS and the type and scoring of psychiatric tests appear to have produced erroneous estimates of the extent of CFS co-morbidity with psychiatric disorders.’

Jason says that assertions of psychiatric researchers that depression occurs in about 50% of CFS cases and anxiety and other disorders in about 25% of cases has, despite these studies having introduced bias, affected the conclusions of other academics that CFS is primarily a psychiatric illness.  The initial fault, Jason sug​gests, has been amplified by mutual attribution in papers, letters and articles.  Mutual attribution, in the words of Irene Welkenfeld, a critic of the USDA Report on Chemical Sensitivity, involves -researchers sending their papers to hand-picked colleagues who they can count on for a favourable review ... [which] can result in ... everyone quoting the same statistics and conclusions.’

Jason points out that studies of sub-groups of ME and CFS patients show that there are higher percentages of depression and psychiatric difficulties in only small numbers of patients, while, overall, psychiatric problems are of the same order, if not lower, than in the general population.  Despite this, or perhaps because of it, some psychiatrists consistently select ill-defined patient cohorts, with high levels of psychiatric diagnoses for ‘CFS’ research.

Many of the minor symptoms for CFS are contained in the Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV).  Jason cites Demitrack (1993), Johnson, DeLuca, and Natelson (1996), who all found that giving mental attribution to symptoms, i.e. stress, anxiety, depression, ‘nerves’, etc., rather than simply physical descriptions, inevitably and dramatically affected the diagnosis of somatization in CFS patients.

Jason also points out that while the Diagnostic Interview Schedule (DIS) has frequently been used to assess psychiatric co​morbidity in CFS cohorts, the instrument was not designed for use with medically ill populations.  Physical symptoms reported in answer to the DIS are evaluated psychiatrically, if one physician has described them as being of psychiatric origin, no matter how many other physicians have suggested that the complaints are primarily of physical origin.  As Jason points out: ‘Many physicians still do not accept CFS as a legitimate medical disorder, so it is possible that many patients would have had at least one physician who diagnosed their medical complaints as being a psychiatric disorder, thus increasing the likelihood that people with CFS would receive a psychiatric diagnosis.’  He might also have added that cohorts for study will often arrive at the psychiatric researcher’s door via their psychiatric workplace whereas cohorts taken from the practice of non-psychiatrists will be evaluated in a quite different manner.

Jason makes clear that, as with much social and psychological research, open-ended qualitative interviews have produced quite different results from the more quantitative behaviourist box ticking interviews.  Some CFS investigators have used the semi​structured clinical interview (SCID) to assess psychiatric illnesses.  The use of the SCID is, however, supposed to be restricted to use by highly trained interviewers.  When Hickie and others used SCID, they found the pre-morbid prevalence of major depressive disorder to be no higher in CFS patients than in the general community.  One study compared the Diagnostic Interview Schedule (DIS) and the SCID for a CFS sample; using the DIS, 50% of the individuals diagnosed with CFS received a psychiatric diagnosis, but using the SCID only 22% received this diagnosis.

Jason points to many other biases in the psychiatric evaluation of diagnosis and treatment of CFS, including under-reporting in epidemiological studies which have not included large numbers of lower income group patients who have less access to the health care system, problems relating to the evaluation and usefulness of Cognitive Behaviour Therapy by psychiatric researchers and considerable problems for research introduced with the new 1988 and 1991 definitions of CFS in America and Britain.

One of the most serious problems relating to the research of CFS is the constant failure of British physicians and psychiatric researchers to properly review the cause, diagnosis and treatment of CFS and ME.  Any such review not only needs to be international but independent and it needs to avoid the pitfalls of focusing on the massive number of papers and articles written by the minority of UK psychiatrists who presently control the field.  Another linked problem is the inability of British clinicians to review the available data on the organic aetiology of ME and CFS.

While psychiatrists might try to persuade us that people present with an illness entirely for psychological reasons, unfortunately for government coffers and those presenting with the illness, proper diagnosis of any illness can only be established following bio​medical testing.  The physical nature of any illness is the nuts and bolts of medical science and cannot be jettisoned either to please insurance companies, because governments choose not to provide funding or because a group of ideologically disposed academics offer allegedly cost-effective but unproven management inter​ventions.
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