
term specialist care. There is some evidence that
where community mental health teams routinely
follow up all identified patients with major men-
tal illness they are less able to respond quickly
when really needed for patients with more acute
and more difficult problems.4

It seems unlikely that the numbers of mental
health professionals working in community
teams will increase greatly. A more efficient way
of providing community care may involve
general practitioners monitoring the more
compliant and stable patients (perhaps with a
specialist review every few years) while the men-
tal health team concentrates on those patients
with greatest needs. By no means all of these
patients have psychotic illnesses.

TONY KENDRICK
Senior lecturer in general practice

TOM BURNS
Professor of community psychiatry

Division of General Practice and Primary Care,
St George's Hospital Medical School,
London SW17 ORE

1 Murray V, Walker HW, Mitchell C, Pelosi A. Needs for care
from a demand led community psychiatric service: a study
of patients with major mental illness. BMY
1996;312:1582-6. (22 June.)

2 King MB. Management of schizophrenia-the general
practitioner's role. Bry GenIPI'act 1992;42:310-1.

3 Kendrick T, Burns T, Freeling P, Sibbald B. Provision of care
to general practice patients with disabling long-term mental
illnesses: a survey in 16 practices. Br J Gen Pract
1994;44:301-5.

4 Wilkinson G, Piccinelli M, Falloon I, Krekorian H, McLees S.
An evaluation of community-based psychiatric care for
people with treated long-term mental illness. Bry Psychiatry
1995;167:26-37.

Presentations ofpituitary
insufficiency and Addison's
disease in insulin dependent
diabetes may be similar
EDITOR,-We agree with Lynne Armstrong and
Patrick M Bell that a high degree of suspicion is
required to diagnose Addison's disease'; we too
have encountered falling insulin requirements
and recurrent severe hypoglycaemia as a presen-
tation of Addison's disease in insulin dependent
diabetes.2 Addison's disease is not, however, the
only cause of glucocorticoid deficiency: pituitary
insufficiency may present as falling insulin
requirements and recurrent hypoglycaemia in
insulin dependent diabetes.2 Unlike in Addison's
disease, however, glucocorticoid deficiency in
pituitary insufficiency does not present with pig-
mentation, the electrolyte disturbances of
hyponatraemia and hyperkalaemia, and mild
uraemia. Moreover, hypoglycaemia in pituitary
insufficiency may be more severe than that in
Addison's disease because of coexistent defi-
ciency ofgrowth hormone, another potent coun-
terregulatory hormone.

If glucocorticoid deficiency is not to be
missed, clinicians must have a low threshold for
performing a short tetracosactrin test in patients
with insulin dependent diabetes who have falling
insulin requirements; a 30 minute serum cortisol
concentration of <550 nmol/l suggests glucocor-
ticoid deficiency and the need for steroid
replacement and further investigation.

KEVIN HARDY
Consultant physician
JOHN SCARPELLO
Consultant physician

Department of Medicine,
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Government's expert group has
reached consensus on prognosis
of chronic fatigue syndrome
EDITOR,-The chronic fatigue syndrome is a
complex problem that has attracted a great deal
of controversy. Against this background, doctors
working for the Department of Social Security
and its executive agencies have to give informed
and consistent advice. To help in this process I
set up an expert group to give me advice on the
subject. A consensus view was sought on
prognosis and chronicity, which are critical
factors in determining a person's entitlement to a
benefit or pension.
The expert group was drawn from a range of

medical disciplines with an interest in the condi-
tion, so that it reflected a range of opinions; it
first met on 6 March this year. A consensus
emerged on most of the topics discussed. A
report of the meeting has been published and
circulated to those who have a direct interest in
the findings.'

Clinical scenarios were identified that repre-
sented a good and a poor prognosis. A good
prognosis was indicated by:
* A definite history of viral illness (particularly
glandular fever) in the presence of an uncompli-
cated psychological background
* A pattern of evolution towards functional
recovery
* An early diagnosis aimed at eliminating
associated physical disorders and identifying
psychiatric illness and any other complicating
psychological or social factors
* A management regimen encompassing physi-
cal, psychological, and social elements that con-
centrates on modification of the person's
lifestyle, striking a balance between overactivity
and the risks of deconditioning and taking a
stepwise approach towards achieving functional
improvement while addressing factors such as
sleep disturbance.
A poor prognosis was indicated by:

* The onset of symptoms without any clear pre-
cipitating factor but set on a complex back-
ground of adverse psychological and social
factors or occurring after a severe infective illness
* Severe and unremitting symptoms, particu-
larly if lasting for over four years. The presence of
multiple symptoms, especially those suggesting
somatisation
* Delayed diagnosis and especially self diagno-
sis, with the patient becoming convinced of a
single cause to the exclusion of all others
* A management regimen overemphasising the
importance of complete rest or advocating a
rapid return to pre-illness levels of physical activ-
ity. Failure to recognise the need to treat such
features as depressive illness or sleep distur-
bance.
The report of the meeting is an important docu-

ment that brings some consensus to an area of
controversy; it will be helpful to all those who work
with patients with the chronic fatigue syndrome.

MANSEL AYLWARD
Chief medical adviser

Department of Social Security,
London WC2N 6HT
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Magnetic resonance imaging is
uncomfortable for patients
ED1TOR,-I was interested to read Keith Duncan
and colleagues' response to Helen Rosenthal's
account of her severe distress while undergoing
magnetic resonance imaging.' 2 I underwent
magnetic resonance imaging three times last year

as part of a drug study (in addition to having
undergone it once for diagnostic reasons five years
previously). While I had no anxiety about a
possible malignancy and as a doctor I had some
prior knowledge of the imaging procedure, the
procedure is more uncomfortable than some
medical staff think The requirement to keep still
for minutes on end while encased inside the scan-
ner leads to a sense of claustrophobia; having
undergone scanning both with and without the
plastic head mask being used, I can state that the
presence of the mask for some 40 minutes greatly
exacerbates the feelings of claustrophobia.
The noise is considerable and sufficient to make

one feel uncomfortable. I had a vague headache for
some hours after each procedure. The platform on
which one lies is uncomfortably hard when one is
unable to move for minutes on end. The tempera-
ture is often quite cool as a result of the air condi-
tioning in the imaging suite.
While many of the discomforts are unavoid-

able (the feeling of being encased inside the
scanner, the noise, and the need to keep still),
more could be done to improve physical
comfort. An effective pair of earplugs, warm
blankets, and much more cushioning on the
lying platform would certainly help.

I agree with Duncan and colleagues that old
fashioned communication skills and kindness are
paramount in putting patients at their ease during
what can be a distressing experience. If I as a doc-
tor found magnetic resonance imaging uncomfort-
able, it must be much more so for a lay person
suffering from a fear ofthe unknown in addition to
the physical discomforts of the procedure.
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