
through this minefield and suggests guidelines on withholding
resuscitation (p 1593).'1
The working parties have had the courage to give a clear

message on the need for training. They recommend that basic
skills in life support should be taught widely-for example, in
schools and as part of driving tests. The advice on training in
hospitals and medical schools echoes that of the Royal College
of Physicians," but how many junior staff have recently
received "compulsory training and retraining"? A study by
David and Prior-Willeard shows poor resuscitation skills in
the doctors who would probably be in charge of resuscitations
on hospital wards (p 1578).12 Minor deviations from perfection
are acceptable, but it is difficult to justify poor knowledge of
current national guidelines, especially in doctors about to sit
the final examination for membership of the Royal College of
Physicians.
Another paper in this week's journal reaffirms the need for

regular training in cardiopulmonary resuscitation, as without
practice such skills soon decay.'3 Such training is very labour
intensive and is often carried out by a few enthusiasts without
much support or recognition. There will be no improvement
in resuscitation skills until such training attracts adequate
resources.
To the best parts of current practice the working parties

have added applied science, considered practical require-
ments, and produced sensible and workable guidelines. Ifyou

haven't had training in advanced life support recently, then
shouldn't you be getting it soon?
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The Osteopaths Bill

What it meansfor medicine

Having had its third reading in the Commons on 7 May, Mr
Malcolm Moss's Osteopaths Bill is now in the House of
Lords. Barring unforeseen accidents, it will shortly receive
the Queen's assent and become law. Lord Walton is steering
its passage through the Lords, as he steered an earlier attempt
in the previous parliamentary session, with great authority.
Since there is undoubtedly cross party support in the Lords
and little, if any, opposition it will be surprising now if the bill
is not passed.

Osteopathy will then become the first branch of comple-
mentary medicine to be formally recognised and regulated in
Britain. For the first time it will not be possible for anyone
who chooses to describe himself or herself as an osteopath to
do so. The model selected for this purpose is essentially the
same as that adopted in 1858 for the medical profession and
more recently for dentistry. After a transitional period the
only route to entry on the register will be by a course of
professional training prescribed by a new General Osteopathic
Council of 24 members, comprising 12 elected osteopaths,
four representatives of the relevant educational institutions,
and eight members appointed by the Privy Council. Seven of
these eight will be lay members representing the interests of
patients and one will be a registered medical practitioner
appointed after consultation with the conference of medical
royal colleges. It will thus be a much more compact body than
the General Medical Council with, proportionately, a larger
lay element.
The council will be responsible not only for prescribing

professional training but also for maintaining the register and
dealing with problems created by sickness or unacceptable
conduct. This will include conduct that is judged to fall below
acceptable standards of competence as well as of personal

behaviour. In that sense it is, I believe, more appropriate than
the emphasis on etiquette in the corresponding medical
legislation. It will be illegal for anyone not on this register to
describe himself or herself as an osteopath.
What does it all mean for medicine? In a narrow sense the

answer may be not much, at least initially. No doctor will be
obliged to refer any patient to an osteopath, but some of the
barriers for those who wish to do so will be removed. Most
people who receive osteopathic treatment now do so of their
own volition and pay for it out of their own pockets. They and
their doctors will have a new and necessary assurance that
the osteopath to whom they go is properly trained and
professionally accountable. Direct payment is likely to remain
by far the dominant mode, although there will now be
increased pressure on private insurers to cover osteopathic
treatment. There is no reason in principle why some osteo-
pathy should not be covered within the NHS. The barriers are
likely to be financial, except possibly for those general
practitioner fundholders and district purchasers who judge
that for some conditions osteopathy is more cost effective than
orthodox medical treatment.

Osteopathy would not have got so far as a private member's
bill without (as an absolute minimum) a lack of opposition
from doctors, nurses, and physiotherapists. In fact, it received
active support. But what about the long list of other comple-
mentary treatments, from acupuncture and aromatherapy to
reflexology? Behind the Osteopaths Bill lay the report of a
King's Fund working party chaired by Sir Thomas Bingham,
now Master of the Rolls. A similarly constituted working
party has now produced a report on chiropractic, directly
modelled on Mr Moss's Osteopaths Bill. The two cases are
closely comparable, and there are good arguments for getting
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a chiropractors bill on the statute book as soon as possible.
But, I would argue, this does not necessarily imply that all
other complementary treatments should follow, or that the
medical profession should support their bids for formal
recognition.
Three criteria ought to be applied in reaching a decision on

whether recognition and regulation are appropriate. Firstly,
the treatment should rest on solid foundations in science and
in examinable knowledge and skills. Secondly, objective
proof should exist that it cures or alleviates pain and suffering
when practised skilfully and that it has the potential for harm
in the wrong hands. And, lastly, a substantial public demand
should exist for the treatment and the public should need
expert help to differentiate safe from unsafe practice. Of
course, these criteria can be challenged and refined. What
matters is that there should be some clarity in determining
which treatments ought to follow along the path now marked
out by the osteopaths.
One other matter highlighted by the Osteopaths Bill is that

there may well be a need to reform the act governing the
professions supplementary to medicine. Physiotherapists, for
example, seem to believe that the present Council for the
Professions Supplementary to Medicine is not working well
and that it is unfair that osteopaths should now be achieving
clearer recognition and more straightforward self governance
than they themselves enjoy. Many doctors will sympathise
with them. The barrier to reform seems to be mainly one of
obtaining scarce parliamentary time for the amendment of
primary legislation. That cannot be done with a private
member's bill. Such reform would have to receive government
priority in competition with all the other matters on which
British governments always seem anxious to legislate.

ROBERT J MAXWELL
Secretary

The King's Fund,
London W2 4HT

The chronic fatigue syndrome: what do we know?

That it's a complex interaction ofcerebral dysfunction, triggerfactors, and social attitudes

Abnormally persistent or recurrent fatigue is a feature of
many disorders. Recently, particular attention has been
devoted to people whose life is dominated by protracted and
disabling fatigue. Such cases are now usually categorised as
the chronic fatigue syndrome, the postviral fatigue syndrome,
or myalgic encephalomyelitis. Two recent publications bring
together current ideas on the topic.' 2
The historical background is important. Although the

chronic fatigue syndrome has been advanced as a malaise of
the latter part of this century, such cases are not a new
phenomenon: they were particularly common during the
latter part of the last century.3 The New York physician
George Beard applied the label "neurasthenia" to them
although the term was more widely used. After becoming an
exceedingly common diagnosis it waned at the time of the first
world war.

This first wave in the history of chronic fatigue was
followed by a second wave, which can be dated to 1934.3
Nevertheless, cases ofchronic fatigue did not simply disappear
in the intervening period. The "effort syndrome" had
a considerable vogue at that time. "Fibrositis," a term
introduced by Sir William Gowers in 1894 to designate the
occurrence of diffuse muscle aching and pain without
detectable explanation, evolved into "fibromyalgia." This
currently popular diagnosis has many overlapping features
with the chronic fatigue syndrome,4 as did the effort
syndrome.5

In 1934 a large outbreak of a paralytic illness occurred
among the staff of Los Angeles County General Hospital.
Several similar outbreaks subsequently occurred, which came
to be referred to as "epidemic neuromyasthenia."6 One such
outbreak, which was to have an important influence on the
course of events, took place at the Royal Free Hospital,
London, in 1955. Little doubt exists that this was an epidemic
of mass conversion hysteria,7 possibly triggered by a small
nucleus of cases of postinfective encephalomyelitis. The term
"benign myalgic encephalomyelitis," later abbreviated
to myalgic encephalomyelitis (ME), was applied to this
epidemic. Such outbreaks have to be distinguished quite

firmly from the isolated cases that are now encountered.8
Some of the patients affected in the acute outbreak at the
Royal Free Hospital continued to have recurrent fatiguability
and muscle pain, and sporadic patients with these symptoms
that occurred later were then labelled as having myalgic
encephalomyelitis.
The clinical manifestations, although dominated by severe

fatigue (precipitated even by slight effort) and by myalgia
after exercise, encompass many other symptoms, including
cognitive, emotional, and multisystemic symptoms. Because
of the diffuse and changing descriptions given in different
reports, attempts have been made to draw up precise, specific
criteria for the diagnosis.9 The chronic fatigue syndrome
seems the most acceptable label. Myalgic encephalomyelitis is
not. Myalgia is certainly a feature, but there is no evidence for
encephalomyelitis. Although the illness can be triggered by a
viral infection, this is not true for all patients, and the
frequently used term "postviral fatigue syndrome" is best
avoided.
The prominence of fatiguability and muscle pain led many

to conclude that the chronic fatigue syndrome is a muscle
disorder. The careful physiological studies of Richard
Edwards 10 and others have firmly established that patients
have central subjective fatigue and not a myopathic disorder.
The muscle pain after exercise represents the phenomenon
of damage to muscle fibres occurring during eccentric
contraction in people who are persistently physically
inactive."
The cause of the chronic fatigue syndrome remains a highly

contentious and emotive issue. It is imperative to identify
neurological diseases producing similar symptoms. Most
neurologists will have encountered patients with conditions
such as primary sleep disorder, hypothyroidism, the Lambert-
Eaton myasthenic syndrome, early multiple sclerosis, or even
frontal tumours in whom the chronic fatigue syndrome has
been diagnosed. Some conditions, such as mitochondrial
myopathies, may require sophisticated investigations for their
exclusion. But such cases with an underlying neurological
disorder are rare. In most cases it is an inescapable conclusion
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