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The Jive parts to the section are Benchmarks
for the Busy (IP,  South African Rural General
Practice, leaching Old Docs New Tricks,
MCQs and Resource section.

This is number twenty-two in the series and is

on Tatigue.

Part I
CME Editor:
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Benchmarks

for Busy GPs
This section is not a comprehensive review but a short selection of
abstracts to help you focus on important aspects of the subject
partly in the form of reminders and memory joyyers.

Readers may find themselves bewil-
dered by modern medical literature on
the subject of fat igue.

There is the symptom of fatigue and
there are syndromes featuring fatigue.

Fatigue may be a 'supporting' symptom
or the main complaint.

Doctors vjuy widely in their approach to
fat igue and in t he way t hey categorise it,
For instance, if you are a doct or who is a
bit reluctant to accept uncertainty at the
end of your clinical reasoning process
you are more likely to try to find or cre-
ate a specific diagnosis. If you are com-
fortable without a diagnosis then you
will be able to leave the patient at the
level of the symptom.

Many questions about fatigue remain
unanswered (or have not been posed
yet).

The language of fatigue is also a prob-
lem. Is 'fatigue' synonymous with tired-
ness, lack of energy, feeling unwell etc?
What does it mean to the patient and
does it have the same meaning to the
doctor? When is it a social comment and

when is it a symptom?

Along the road a lot of things happen to
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tho symploin of fatigue and it may not
end up as the 'end-of-consultalion

'

 diag-
iii isis.

"

One of Hie unnecessary difficulties
patients suffering is from fatigue have to
deal with is the inability of some physi-
cians to believe that they are ill

"

(McWihtiK'ti. 1S89, p.270)

Fatigue is also a difficult thing to mea-
sure. There is a fatigue questionnaire
(Wcsscli) & Foircll. Um-.Chuldcr el al,
1993, Dnrid rl al, 1!)<>0. Pairlikowska

el al, 1994).

Most people attribute their fatigue to
social or psychological factors. 1 have
taken to wandering around the house
complaining that i am burnt out' (my
wife tells me I enjoy doing this).

The Coxsackie B virus theory

In 1988 Yousef and coworkers suggested
that coxsackie 13 was a likely cause of
c hronic fatigue syndrome. Further stud-
ies have not confirmed this. About a

quarter of patients with fatigue are
found to be positive for coxsackie B as
well as a quarter of normal matched
controls. There is also a strong seasonal
variation.

The different findings are partly thought
to be due to different criteria used for

selecting the patients and also the com-
parison groui). (Ridsdale, l!)!).r)).

The symptom of tiredness

Tiredness is the second most common

physical symptom after respiratory
symptoms in the community. (lUm-
naij, 1978)

But of all new symptoms presented to
the general practitioner a loss of energy
or tiredness was the fourteenth most

frequent symptom (cough was the most
frequent ). UK figures (MorrM, 1972)

Tiredness, lack of energy, fatigue, or las-
situde has also been recorded as the1

seventh most frecjuent presenting com-
plaint in general practice. (McWIiinneij,
1989, p.2(>0)

So it is not one of the most common

symptoms presented (although on some
days it may appear so!) but neither is it
uncommon.

In virtually all studies, more women
were found to be fatigued than men.

Women were particularly likely to
report fatigue when they had children
under six years of age.

Married women are more likely to be
diagnosed as fatigued than their single
counterparts.

This gender difference may be not so
marked as more women than men were

attending the general prac titioners and
when fatigue was the main complaint,
the outcome for men was worse at six

months.

About half of all the patients receive a
psychological diagnosis, the commonest
being depression.

Ten t o 20% of patients remain undiag-
nosed.

FATIGUE AND DEPRESSION

In general practice depression is one of
the most important and treatable condi-
tions that we see and tiredness/fatigue is
a common presenting symptom of
depression. About half the patients pre-
senting with fatigue to family physicians
are suffering from psychogenic fatigue.
A general practitioner sees about four
new episodes of depression per month
(UK figures). We see a different spec-
trum of depression to that seen by a psy-
chiatrist. Our cases are milder with
fewer of the classical manifestations

and with many patients who are not
obviously depressed. Forty per cent of
depress!ves in general practice have
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some physical illness. Vaguer symptoms
such as tiredness, irritability, sleep dis-
turbance and just not feeling well are
commoner complaints than the patient
expressing that they are depressed or
'down'.

Other ways in which depression can
present include:

* Frequent visits.
* Frequent visits with a child
* After horn's calls.
* Alcohol abuse.
* Impairment of memory.
* Chronic headac he, abdominal pain,

etc.

Addendum: How depression presents
appears to vary in different cultures. 1
have found in my practice that women
who ask "Don'

t you think it is my hor-
mones

, doctor, can I have a hormone

1 test?" often turn out to be depressed (it
can turn out to be both). It may be a
local way of presentation of depression.

Another presentation may be 'Can I
have a tonic doctor?' or 'Can I have a vit-

amin inject ion?
'

uFurther in forma liofi: McWhinney,

1989, p.262, Essential CME, Depres-
\sm,.](i)tmirii, 1995).

Fatigue caused by infection

iMany types of infection or PUO can
cause fatigue. Viral infections are com-
mon causes of fatigue.

 Remember to

keep in mind infectious mononucleosis
and viral hepatitis. Also pyelitis,

 suba-

cute bacterial endocarditis
,
 111V, tuber-

culosis and bilharzia. Rickettsial

nfections may present as fatigue in
path Africa as well as brucellosis.

Iatrogenic fatigue

[Drugs such as the birth control pill,
ntihypertensives such as beta block-

ers and methyldopa, diuretics, tran-

quillisers, antidepressants
steroids can cause fatigue.

and

Endocrine and metabolic fatigue

Barly pregnancy, menopause, hypothy-
roidism, diabetes, hypokalaemia, hypo-
magnesaemia may cause fatigue.

Interestingly anaemia even down to S
grams does not necessarily cause
fatigue symptoms (Ridsdale, 1995). I
had always assumed fatigue and
anaemia were inextricably linked.
Perhaps it is the insidiousness of the
anaemia that makes the patient unaware
of their falling energy level. Iron defi-
ciency is the most common deficiency
disease in the world despite the fact that
iron is the second most common ele-

ment. A low serum ferritin is usually
accompanied by fatigue.

Physiologic fatigue can be caused by
overwork, insufficient sleep, too little
ac tivity, boredom, unhealthy eating pat-
terns and obesity.

Fatigue in the elderly patient

"

Aiirays exclude depression

Professor lleUjard Metier, Pretoria.

Consider hypothyroidism and diabetes.
Also occult infections and malignancy.
Also subacute bacterial endocarditis in

elderly patients with recent ousel of
fatigue. Pernicious anaemia should also
be remembered in older patients.
Tuberculosis often goes unrecognised
amongst the elderly especially in old age
home's.

Neurological conditions such as
Parkinson's disease and dementia may
present with fatigue.

Lassitude and malaise

"Doc-tor, I've got malaise" or "I'm suffer-
ing from lassitude". Patients don't com-
plain of malaise or lassitude so why put
down in the notes that "the patient com-

PITFALLS IN THE

DIAGNOSIS OF

DEPRESSION

Not picking up that

vague symptoms like

fatigue may be 'masking'

depression.

Failing to ask the most

sensitive question 'do
you feel depressed?'

Failing to ask this ques-

tion in other ways if the
answer is 'no'

, eg 'do

you feel down in the

dumps?', 'do you feel

low in spirits etc?', 'how

is your sleep, appetite

etc?', 'Are you enjoying

things you usually en-

icy?', 'Are you crying
more than usual?'

,
 'do

you have difficulty carry-
ing on?'.

Depression occurs con-

currently with physical

disease. Watch for early

carcinoma of the pan-

creas, hypothyroidism

and pernicious anaemia.

Older patients with de-

pression are at risk of

having organic disease

missed (especially wo-

men over the age of 65).
A valuable test is an ESR

for occult cancer or

chronic infection.

Depression in the elderly

may present with memo-

ry loss.

Fatigue and confusion in

the elderly may be due to
'silent' infection such as

pyelitis.

Depression is often over-

looked in patients who
have a disease that

accounts for their illness

such as osteoarthritis of

the spine which 'ex-

plains' the backache or

hiatus hernia on gas-

troscopy that 'explains'

the abdominal pain.

I
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plained of malaise"

.
 He didn't. He com-

plained of being tired. This is an exam-
ple of 'semeiosis'

 which is making a
construct out of a symptom. Another
example of semeiosis is when the
patient complains of 'coughing blood

"

and the doctor writes down haemopty-
sis in the notes. The symptom has been
transferred to another level of signifi-
cance (biomedical).

Rarer causes of tiredness

Tiredness is an imporlanl symplom of
any malignanl neoplasm and often pre-
cedes signs and symptoms (eg Hodg-
kin's disease, leukaemias and

myelomatosis).

Addison's disease is characterized by
fatigue, hypotension and pigmentation
which caused the patient to be referred
to as "a tired Tlirk".

Myxoedema and Simmonds disease
(panhypopituitarism) are rare causes of
tiredness.

It is said that patients presenting with
early thyrotoxicosis do not complain of
tiredness but of increased energy.
Interestingly surgeons maintain that
tiredness is one of the constant symp-
toms of thyrotoxicosis (Fowler, 1974,

p. 166). This may be due to the profile of
a surgeon

'

s practice who sees specific
referred cases.

1 wonder what physicians say and what
the general practice presentation of thy-
rotoxicosis really is as we each see only
a few cases. Perhaps ii presents differ-
ently at different stage's to different dis-
ciplines.

Chronic fatigue syndrome (CFS)

This syndrome has been defined in
recent 

.
veal's. It means different things to

different people and is an unclear topic.
In South Africa it is seen by general

practitioners but also by orthopaedic
surgeons, neurologists and has enor-
mous economic implications as it may
end up with inappropriate viral studies
(which cost R800-R900), bone scans and
MRIs.

Increasing attention is being directed
towards an abnormality in the hypothal-
amic-pituitary-adrenal axis with c entral
neurotransmitter abnormalities (e.g
serotonin) in these patients.

Diagnostic criteria for this syndrome
have been laid down by the United
States Centres for Disease Control

(Holmes et al, 1988) and Clinical
Guidelines have been put forward by
the Committee for Science and

Education, Medical Association of

South Africa (S Afr Med J 1995; 85: 780-
782). These criteria are designed "to
improve the comparability and repro-
ducibility of clinical research and epi-
demiological studies".

Another one of the main reasons for the

guidelines is to help contain costs.

Sufferers are often very 'level-headed'
people- \\lii> are high achievers hence
the term 'yuppy flu'.

One theory is that it may be an uncon-
scious way of diminishing one

'

s respon-
sibilities or personal difficulties.
Chronic fatigue syndrome, depression
and fibromyalgic syndrome share many
similarities and criteria.

Forty to 50% of CFS sufferers are suffer-
ing from depression too and up to 70%
have some form of mental disorder.

About 70% of CFS patients also meet the
criteria for fibromyalgic syndrome.

There is a lot of opinion that separates
ME as a distinct entity from the CFS
syndrome

We like to make one diagnosis only
in a linear cause-effect way but
chronic fatigue may be co-constitut-
ed or interrelated with other condi-
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frequency of the diagnosis of ME/chron-
ic fatigue was 0,1% . Seventy per cent
were" females and .']0% were males. The

peak age group was 40-49 year group.
The common duration of symptoms was
two years after which it fell steadily.
Only a few patients were ill for eigiil
years or longer. Most (il's made the
diagnosis between 1 and 2 years after
onset. There was an even distribution

between urban and rural practices. It
was proposed that the patients who
complain of intractable symptoms last-
ing many years may fall into a separate
category.

Post-viral fatigue/post-infective
fatigue

This concept is used with caution now
as post-viral fatigue syndrome was used
as synonymous with chronic fatigue
syndrome which is now not considered
to be caused by viruses.

It is the fatigue, weakness, inability to
concentrate properly etc often seen
after an infection and lasts less than six

months.

Viruses can cause fatigue during the
acute infection and afterwards (post-
influenzal debility etc)- Bacterial infec-
tions such as pneumonia can be
followed by a long period of fatigue,

 hair

loss and muscle pains. Post-infective
fatigue may also follow minor infections
such as a throat or skin infection. Some

opinions suggest that it is an 'emotionar

reaction in susceptible individuals trig-
gered by infection.

What was neurasthenia?

Neurasthenia was a diagnosis given in
1869 for 'neivous exhaustion'. The chief

symptoms were fatigue, headache, gas-
trointestinal disturbances and subjective
sensat ions of all kinds. Neurasthenics

looked fit and well nourished. It was put
down to the stresses of industrialisation

and blamed on 'modern civilisation
"

.

(Reference: Beard (!. Neura.slltenia or
nervous c.vhanslion/ Boston Med Sun/

J 1869;3:217-220. Wessely S, HotopfM.
Neurasthenia and ME: does hislory
teach us anytliiny? Psych ialry in
Practice. 1994 June:27-31)

The message in the bottle

Is fatigue a metaphor or coded message
in a bottle that is tossed into turbulent

seas by the sufferer, in the hope that a
passing navigator will retrieve the bottle
and decipher the hidden meaning? Is it
the unfulfilled expectations of modern
society represented by the media as
eternal youth and energy (the Salusa 45
phenomenon)? Fatigue may be express-
ing a mid-life crisis, the realization that
one has not achieved or been promoted
to what one aspired to or that one

'

s mar-

riage is not 'ideal'. It may represent a
patient who is asking permission to
withdraw or for time out. Fatigue may
be a mask or protest or 'sickness strike'
against social conditions, alienation or
exploitation. (Scheper-IInylies, 1994)

A PROTOCOL/GUIDELINES FOR

THE MANAGEMENT OF

TIREDNESS

Excellent guidelines m v laid down for
the general practitioner.

There are nine areas to consider in ini-

tial assessment and management. In the
absence of obvious disease there are

twelve avenues to consider.

(Refer: Tiredness: S A Fain Pract
Manual. No 10. (Conunon Conditions

inAdnlls). .lan/Aug 1994: 10.5:].)

A safe diagnostic strategy

Let us take a patient presenting with the
symptom of fatigue and how one could
approach it. A five question model can
be applied:

1
. What is the probability diagnosis?
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2
.
 What serious disorders must not be

missed?

3
.
 What conditions are often missed?

4
. Could this patient have one of the

'masquerades'?
5

. Is this patient trying to tell me some-
thing else?

(Murlagh, 1992, p.212)

Masquerades

Syphilis and tuberculosis used to be the
diseases that could masquerade almost
in anyway. Common masquerades in
this day are still tuberculosis and now
AIDS in Africa. Malignant disease,

 alco-

holism, side effects of drugs, endocrine
disorders and the various manifesta-

tions of atherosclerosis can also mas-

querade and are often overlooked.

Take for instance a seemingly neurotic
patient with tiredness, headache, consti-

pation, loss of appetite, indigestion and
backache etc. This patient might be suf-
fering from one of the seven common
masquerades (depression, diabetes,

dnigs, anaemia, thyroid, urinary infec-
tion, spinal dysfunction).fiV///;7a////,

1992,214)

"Hallo, tiredness, my old friend"
(apologies lo Simon ami GmfunMe)

Tiredness can be seen as a positive thing
(perhaps one could call it eufatigue).
The tiredness after exercise or after the

completion of a Job well done would be
in this category. Tiredness can also be
useful as a refuge, a safety valve or
warning sign. It can bo a presentation of
a natural withdrawal or hibernation.

It may represent a patient who has
assumed a sick role or had a sick role

imposed on him or her. This can have
both negative and positive effects.

In contrast normal tiredness may be a
negative thing (dysfatigue perhaps?)

L

when things have not gone one
'

s way,
the day's objectives have not been met
and interpersonal or work relationships
have caused an emotional fatigue.

Tiredness may also be used for sec-
ondary gains, to mask hidden agendas
or for the purpose of malingering.

Tiredness and hypotension

Then" has been a long standing debate
over whether hypotension causes symp-
toms. British teaching used to stale that
hypotension was a clinical sign or find-
ing which did not produce symptoms
whereas the Continental schools taught
that hypotension caused symptoms
such as tiredness. It was perhaps part of
a cultural divide1 when1 the British with

magnificent chauvinistic disdain looked
down on the weak-kneed hypotensive
French.

Does the finding of hypotension in a
patient with tiredness mean there is a
direct cause/effect relationship?

Conundrum one: One finds hypotension
in a pat ient who complains of tiredness
and tells them thai this is the cause and

then prescribes the Effort il Ferlongets.
The patient returns for a repeat pre-
scription. He or she feels much belter. Is
it the Effortil Perlongets, the natural his-
tory of a cycle in which the tiredness
would have got better anyway or the
placebo effect?

Conundrum two: How does one mea-

sure the outcome? We concentrate on

the outcome for the patient but often
ignore the outcome for the doctor, soci-
ety or the practice of medicine.

Outcome one: The patient is satisfied
and happy but poorer due to the cost of
the medicine.

Outcome two: The doctor is happy with
a satisfied customer.

Outcome three: The pharmaceut ical
industry is happy with the sale of medi-
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vines and society is happy with this as it
provides employment in this industry.

Outcome four: Another part of society is
not happy due to the cost of the medi-
cine (the medical aid or the taxpayer).

Outcome Five: Was this 'good medical
practice

'

? Is it evidence-based'? Did the

tiredness improve yet the blood pres-
sure stay low? Or did the tiredness and
the blood pressure improve simultane-
ously? What do the randomised control
trials say?

Conundrum Three: Once or twice a year
new patients or patients 1 share with oth-
ers'1' come in to see me and inform me

that they suffer from low blood pressure
which causes low energy and tiredness
etc and could they have their prescrip-
tion for Kffortil repealed. This is almost
an impossible situation to evaluate
bec ause the horse is already out of the
stable. The self-fulfilling prophecy has
been fulfilled and the seed has been

planted and grown. A plausible reason
has been given with a socially acceptable
label to a common symptom. It would be
interesting to follow the natural history
of tiredness in a group of patients from
whom one withheld the diagnosis of
hypotension and compare it with a group
alter they had been informed about their
hypotension. (See previous Essential
CMEs on the effects of labelling.)

Conundrum Four: I have patients who
have blood pressures of 90/60 mm/llg or
even lower who are completely symp-
tomless and without complaints and
others who have higher blood pressures
of, say, 100/80 mmllg who complain of
tiredness, dizziness etc.

Some answers to these conundrums are:

Hypotension (like hypertension) is a
clinical sign not a disease. There are
dimensions other than the purely bio-
medical that should be addressed.

Much can be resolved by the three stage
assessment which addresses not only

the clinical findings but patients as indi-
viduals living in unique contexts.

Having said all this (which means I am
about to contradict myself) recent trials
(Pemberton, 1989; Wessely, 1990;
Pilgrim, bt()2: Rosengren. 199:5) support
the existence of a hypotensive syn-
drome of dizziness-giddiness and unex-
plained tiredness and have related
hypotension to minor psychological dys-
function and poor self perceived wellbe-
ing. In women, but not in men, a
significant association has been found
between low blood pressure and tired-
ness, but not dizziness-giddiness, which
appears to occur in men. A 

'readiness to

cry
'

 has been reported more often by
those with low systolic blood pressure
(Bengtsson, 1987).

In conclusion it seems that there are so

many confounding factors associated
with hypotension and symptoms as
seen in general practice that the best
advice would appear to be to be aware
of the prevalent theories and treat the
patient on an individual basis.

* 'Patients I share with others' is a

dynamic in <i comhty Essculhtl C'ME.

Tiredness and body history

Through the ages the way in which man
has considered his body h;ts changed. In
the early ages man is thought to have
experienced his or her body in a more
holistic and spiritual way whereas in this
century the body has become med-
icalised in high technology (the so called
'high tec-low touch medicine'). In previ-
ous centuries the body was the domain
of many agencies whereas in this century
medicine has almost monopolised it in
the pursuit of health. This is a continually
changing process as society or an age
regards its physical being in the contexts
in which it lives. The patient with tired-
ness or pain visits the doctor in this cen-
tuiy. In the last century he may have gone
to a priest and in the next century he may
visit a computer. (Illich, 1986; Sosncnv-
ski 1994)
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OPTION FATIGUE

Option faligiu' (McClung, 1990) is an
inlcnvsling conceiJl that projjost's thai
the aflluent, consumer-driven culture of

the twentieth century provides so many
options and choices in our daily lives
that having to make so many decisions
causes fatigue.

One must choose what TV channel to

watch, what parly to vote* for,
 what wine

to drink, what colour condom to pul on.
Where option fatigue, it is proposed,
exacts its greatest toll is in the area of
spiritual and moral values, which have
become relative instead of absolute.

The clauses of life are now full of 'ifs'
and 'huts'. Choices over such issues as

divorce, euthanasia and abortion use up
one

'

s emotional energy.

This excess of choice in daily life is said
to lead to a lack of commit ment and

shallowness. Marilyn Monroe once said.
"I Just believe in everything - a little bit".
(Guinness, 1983).

Choice and options also lead to bore-
dom and eventually withdrawal.

NEXT ISSUES ARE:

February

Tuberculosis

March

Ugufa Kwabantu

April

Arthritis

May

ENT

June

The burnt out GP

July

Oncology
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South African Rural Practice

This seel ion prcsenls o problem orien-
tated (tpproaeh in the context of rural
practice.

The context is the store at Eksteen-

fonlciii, Richlersleld.

It is a remote rural (JP or government
clinic treating low income or poverty
stricken patients. The roads to the clinic-
are difficult to travel on and may require
a four wheel drive at times. There are no

facilities for investigations, no X-ray
facilities etc. The constraints of poverty
and unemployment dictate that medi-
cines that are dispensed are generic and
cost effective and may be hjused on the
essential drug list (see Resource
Section).

Most patients that attend the clinic are
illiterate and can only speak and under-
stand their own vernacular language.

In this context the expression or com-
plaint of fatigue may have a much wider
interpretation than just that of bodily
fatigue.

Western doctors may Uavv difficulty in
knowing exactly how to interpret the
symptom and may look for physical
causes only in a biomedical framework.

On the other hand there is an advantage
of'

unfamiliarity
'

 with the patient when
patients of another culture are seen
which may make the symptom of tired-
ness cany more weight than the same
symptom in a 'familiar' patient especial-
ly if they have had the complaint before
(the familiarity cascade). This is one
of the few advantages that the one-off
consultation has over continuity of care:
there are fewer preconceptions.

Because t here is no word for depression
in African languages, the symptoms of
depression are often 'carried' by words
such as 'fatigue' or 'loss of energy' or the
very expressive 'the whole body'

(wonke umzimba) which is often said

as though 'the whole world' was lying
on the patient

'

s shoulders.

One of the great misconception of the
past was that Africans rarely suffered
from depression. This was partly due, I
believe

,
 because there was no word for

it and therefore the concept was not so
sharply defined in their culture. If it
does not have a label or a name or a cul-

tnrally recognised form, it remains dif-
fuse and cannot have a body of
followers (or recognisers).

The Western cultural symptoms of
depression are well defined and relate
to Western lifestyle whereas the African
expresses depression in a different
idiom. As there is no word for it, it may
not need to be expressed in words. It is,
I believe, almost unconsciously
expressed in these phrases of fatigue,
loss of energy and the whole body.

The culturally recognised way of being
depressed in the Western world is being
more and more defined by the media
and modem psychiatry. The older tradi-
tional worlds seemed to allow an inner

withdrawal, a winter, a time of rest that

enabled a renewal. 'Fatigue' is an expres-
sion of this need. Modem expressions of
this older idiom are now 'stress', 'alco-

holism", 'overdose', 'bum out'.

Many black patients are now torn
between their own or their family's
belief in traditional healing and their
respect for the know-how of Western
medicine.

In fact western patients rarely come out
with the expression that they feel
'depressed' until they have been diag-
nosed ;ts 'depressed'. This is because it
is often difficult to put one's feelings
into words and it might be assumed that
it is the doctor's job to assess whether
one is 'depressed' or not. The patient

WE NEED YOUR HELP

Your comments on this

CME Section are wel-

come:

We need help to provide

an ongoing education

that is appropriate to

practice. We invite you

to make up MCOs or

ideas on benchmarks,

rural practice etc.

Please return to:

CME Editor.

SA Family Practice

Box 3172

Cramerview 2060

or Fax to 01213-92387
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may also be afraid of being labelled

it is important to exclude physiologieai
fatigue due to long hours of work,

exhaustion from rising early, long .jour-
neys to work, inadequate meals and dis-
turbed sleep from overcrowding and
inadequate accommodation.

Exclude also fibromyalgic syndrome,

which is common
, presenting with

fatigue, headaches, muscle pains in
neck and back and legs.

Fatigue as the primary symptom may
point more to depression or a problem
of liv ing whereas fatigue as a secondary
symptom may be part of a complex of
Symptoms representing an infection,
fibromyalgia or more serious conditions
such as tuberculosis

, malignancy etc,

Chronic fatigue syndrome (ME) has
been assumed to be unique to devel-
oped countries (Maclntyre, 1989). I
must admit 1 have never thought of this

diagnosis in this context of rural (or
urban) black practice.

Fibromyalgia, on the other hand, whose
criteria and symptoms have a consider-
able Overlap with chronic fat igue syn-
drome, is seen in black patients. It may
be the commonest cause of widespread
musculoskeletal pain.

Remember to check for 'physical' caus-
es of fatigue such as tuberculosis,
chronic infections, protozoan infections,
HFV infection and malignancy.

In the days before chemotherapy, the
prognosis was compared between
patients with tuberculosis who present-
ed with haemoptysis and those who pre-
sented with tiredness. Those presenting
with tiredness had a worse prognosis
than those presenting with haemoptysis
which was promptly X-rayed and an
early diagnosis made. Those presenting
with tiredness were more likely to have
advanced luberculosis. (Fowler, 1974,

p. 105)
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Teaching Old Docs New Tricks

In// ///./ // general practitioner /'// i/our mid forties and liarc
been in practice for fifteen 

,
/// ///.« in <i rnml area of South

All ied. You Imrr niirnilcil stimr congresses Itnl the ll'orl; load
of your practice (unl bringing up your family Imrr left you
with a nrnl iii update your knowledge. You decide to sil one <;/
the postgraduate exnms in fntuilii ninHriue. You Imrr written
ihr papers uml now tin 

.

for ihr oriil examinations. The examin-

er explains ilmi a revolution has occurred in family practice
theory since 

.
//"// qualified mnl asks you the following ques-

tion:

Question one: What do you do when a patient comes
in armed with a self diagnosis ofmyaigic encephalitis?
He has detailed information about the viral aetiology
that he has Just read in the Fair Ladf/ in your waiting
room. He has already formed entrenched views of
what it is and he

'

s got it.

Answer: Many (JPs are sceptical of this diagnosis
even if they do not express this openly. They may
experience heart-sink in this situation. Given the
guarded outcome of tine chronic fatigue syndrome it
is important to distinguish between chronic fatigue
and chronic fatigue syndrome.

A way of removing your preconceptions is to take a
detailed history. This is both therapeutic for you and
the patient and helps in a non-judgemental approach.

Question two: The patient now produces incontro-
vertible evidence of his condition in the form of a pho-
tostat of a laboratory report done by his previous (JP.
It show s a positive Coxsackie virus litre. How do you
proceed?

Answer: With caution, feeling your way as you go.
Those patients who attribute their illness entirely to
external causes such as a viral infection have a poor
prognosis. Listen to the patients story. He is telling
you about many things. He is stating his beliefs but
also asking many questions. You accept the patient'

s

story as a unique gift.

You have now been consulting for 25 minutes, the
waiting room is restless, you feel you have hardly
started on this case.

Because you have given him one of your most valu-
able assets - time, and are interested (pat lent-cent red)
he will return.

Question three: Your receptionist has already rung
through once to ask if you are still busy with a patient.
You ask him to come back for another consultation.

He says he cannot afford it. His medical aid has run
out because of the treatments and investigations he
has had and he cannot afford to take anymore time off
work as he has been off a lot this year with fatigue and
muscle pains. How do you proceed?

Answer: You need to have lime yourself for reflec-
tion on this case. It cannot be a one-off consultation.

You are being asked to do what is not possible. You
have to set boundaries. You inform him that you have
to exclude by history and examination that there is
nothing 'treatable' or 'physical

'

 wrong.

NB: In general never make use of the particular words
'there is nothing wrong

'

. Turn a 'negative physical'
into a positive event. This can be done by your atti-
tude.

You need to get his old notes so that investigations are
not repeated and yon may need to do further tests that
arc appropriate, history and examination driven, cost-
effective, focused and which will be of use or add to

the patient
'

s management or treatment plan (probably
none will be required if these criteria are applied).
You have to go for a negotiated settlement as to the
future management of this patient. Because of the
associated psychiatric morbidity with chronic fatigue.
you also have to explore this dimension with all
patients.

Start from the beginning taking nothing for granted.
Try to collate the previous reports and investigations.
Taking the history in different ways and from different
angles may reveal a long line of consultations with va-
rious agencies.

Try and elicit what he has been told by significant
others about his condition, whose opinion he values.
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Multiple Choice Section (MCQS)

Multiple choice questions are intended lo cover IheJdcliKd clinical areas of
(jeneral practice. The// also lest reasoning ability and nnderslandiinj of basic
facts, principles and concepts. The (piestions are of the trne/ftdse type. In sonte
e
.ranunations marks arc deducted for incorrect anstvers or failure to answer

while in others marks are not deducted for incorrect ansirers. These (piestions

Ore not set in atl 'examining mode
' but rather in an 'education mode'. Circle T

for true or F for false.

Major criteria for Chronic Fatigue Syndrome are:

1
. T/F      Muscle cliscomforl or myalgia.

2
. T/F      New onset ol" fatigue causing 50% reduct ion in act ivity for at least six

months.

i. T/F       Generalised headaches
.

4
. T/F      Exclusion of physical and all psychiatric conditions producing simi-

lar symptoms.

Social factors that may contribute to depression in women include:

5
.
 T/F       A severe life event in the last nine mouths.

0
.
 T/F      The lack of a confidant,

7
. T/F       Having three or more children at home and not being employed out-

side the house.
8

.
 T/F       The death of a woman's mother in childhood.

Characteristics of fibromyalgic syndrome that are present in the
majority of patients:

9
. T/F      Restless legs.

10. T/F      Non-refreshing sleep.
11. T/F       Irritable bowel syndrome.
12. T/F      Recurrent sore t hroat .

Infectious mononucleosis:

13. T/F Is often accompanied by fatigue.
14. T/F Occurs usually between the ages of 40 and 00 years.
15. T/F Fever, sore throat and enlarge cervical lymph nodes are common.
10. T/F It may be clinically indistinguishable from rubella.

Pathological causes of fatigue in the elderly include:

17.

18.

19.

20.

Hypothyroidism.
Occult neoplasm.
Hypomania.
Pernicious anaemia.

ANSWERS

1
.
 False. Is minor crite-

rion.

2
.
 True.

3
.
 False. Is minor crite-

rion.

4
.
 True.

5.
 True

6
.
 True

7
.
 True

8. True

9. True

10. True

11. True

12. False. This is a minor

criterion of chronic

fatigue syndrome

13. True

14. False. It usually occurs

between the ages of 10

and 35 years.

15. True

16. True

17. True

18. True

19. False

20. True
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Sources and Resources

BOOKS THAT SOUTH AFRICAN CPs FIND MOST

USEFUL TO KEEP IN THEIR ROOMS

The South African Family Practice Manual, published by South
African Family Practice.

The Merk Manual of Diagnosis and Therapy. 16th ed. Hahway,

New Jersey: Merk Research Laboratories. Iilil2.

Current Medical Diagnosis & Treatment. Lange Medical
Publications/Prentice Hall, published yearly.

The Paedialric Handbook, edited by II de V Heese. Cape Town:
. »xford University Press.

 I!lit2.

The Frere Hospital Handbook by Mitchell. Morris and Meyers.

Cape Town: Juta and Co. l!l!ll).

The Elim Hospital Booklet. Cuidelines for doctors and sisters in

rural South African hospitals. I th edition, .laques P II. De

Swardt R. editors. Published by Elim Hospital.
 PO Box 12

Film Hospital OOfiO, 1993.

The Diagnosis and Management of Sexually Transmilted
Diseases, ed. R Ballard, available from STI) Research Unit

,

SAIMR, Box 1038
, Johannesburg2000.

Practical Diabetes Management 2 nd edition, editors, Huddle K
R L, Kalk WJ. Wits Diabetes Croup, 1994.

South African Medicines Formulary. 3 rd ed. MASA Publications.
111!!:').

M1MS Desk Reference. Minis/Times Media Ltd. published yearly.
FCC Made Easy by Hampton J R, Edinburgh: Churchill-

Livingstone, 1992.

Pharmacotherapy by C P Venter 2nd ed. Pretoria: MC Publishers,
1993.

Antibiotic Cuidelines by Koornhof II J,
 Liebowitz L 1). Pretoria: .1

I
. van Schaik, 1991.

Oxford Handbook of Clinical Specialities by Collier J A B,

Longmore J M, Harvey J H. 3rd ed. Oxford: Oxford University
Press. 1991.

Oxford Handbook of Clinical Medicine (pocket size) by Hope U
A

, Ixingmore J M, Moss P A II, Warrens A N. Oxford: Oxford

I niversity Pu ss. l!i!t:'>.

SOURCES AND RESOURCES

Specific references lo this section

Clements C B. Survey of diagnosis of chronic fatigue.

Communicable Disease (Scotland) Weekly Rep
1991 91/37.

Fowler P B S. Common symptoms of Disease in Adults. Oxford:

Bengtsson C, Edstrom K, Fmunes B. Sigurdsson J,
 Tibblin G.

Prevalence of subjectively experienced symptoms in a popu-

lation sample of women with special reference to women

with arterial hypertension. Scand J Prim Health Care
1987:5:155-02.

Blackwell Scientific Publications, 1974.

(luinness (). Cravedigger file. Downers (irove,
 Illinois,

Inlervarsily Press. 1983: 103.

Holmes CP, Kaplan JE, Cantz NM, et al. Chronic fatigue syn-

drome: a working case definition. Ann lutein Med HISS; 10S:
387-389.

Dlich 1. Body Histoiy. Lancet 1986 :1325-1327.
Lawrie S M, Pelosi A .1. Chronic fatigue syndrome: prevalence

and outcome. BMJ SA edition 1994 :443444.
Maclntyre A. ME:Post Viral Fatigue Syndrome: How lo live with

it. London: I'nwin, 1989.

McClung I-'. Holiness and the spir it of the age. Eugene, Oregon:
Harvest House Publishers, 1990:95-102.

Mnrtagh J. Caulionary Tales. Authenic Case Histories from

Medical Practice. Sydney: Mcthaw-Hill Book Co. 1992.

Pemberton J. Does conslitutional hypotension exist? BMJ
1989;298:660-2.

Pilgrim .1 A, Slansfield S. Marmot M. Lou blood pressure, low

mood? BMJ 1992;304:76-8.

Rosengren A. Tibblin C. Wilhelmsen L. Low systolic blood pres-

sure and self perceived wellbeing in middle aged men. BMJ
1993:30l):2-13-().

Ridsdale L. A critical appraisal of the literature on tiredness. In:
Ridsdale L. Evidence-Based (leneral Pnictice. A critical read-

er. London: W B Saunders Company Ltd, 1995.

Scheper-Hughes N. The message in the bottle: The subversive
meanings of illness. Paper presented at 9th Family Prac-
titioners Congress, Cape Town, 10-14 April. 1994.

Sosnowski R. The medicalisation of life. S Afr FAm Pracl

1994;15:087-91.

Wessely S. Nickson .1. Cox B. Symptoms of low blood pressure.

A population study. BMJ 199();3() 1:18-25.

Vousef (i. Bell K .1 Mann (i F, Murugesan V, Smith I) C.

McCartney R A. Chronic enterovirus infection in patients

with postviral fatigue syndrome. The Umcet 19S,S;i: 1 lli-150.

There is now an extensive literature of fatigue and chronic
fatigue syndrome available from family medicine departments
for interested readers.

Sources for CME and General Practice CMF.

Cambell CD. Seedal V.K. Daynes (i. Clinical Medicine Health

in Developing Africa. David Philip: Cape Town. 1982. (now

needs updating).

CMK/VMO South Africa's Continuing Medical Education

Monthly. MASA Publications.

Fnelow A J, Swisher S N. Interviewing and Patient Care. Third

Edition. New York: Oxford I'niversity Press, 1980.

Essential Drugs. SAMJ. vol.64. 15 October 1983. p.()48,085,()8(i.

Elliot P.C. MRCCP MCQ Practice Papers. Knutsford: Paslest.
1993.

(iambrill K, Moulds A, Fry.I, Brooks I). The MRCCP Study Book.
2nd Ed. Oxford: Butlerworth-Heinemann. 1988.

llammond-Tooke 1). Rituals and Medicines. Indigenous Healing

In South Afr ica. Johannesburg: AD Donker Ltd, 1989.

Health Promotion at the Conummity Level. Brachl N. ed. Sage
Publications Inc.. 1990.

Kibel M A. Wagstaff L A. editors. Child Health for All. A Manual

for southern Africa. Oxford I'niversily Press. 1991.

Martin P. Moulds A J, Kerrigan P J C. Towards better practice.
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Kdinburgli: Churchill [.ivingslono,
 1985.

Mc Daniel S, Campbell T L, Seaburn I) li.

Kamily-Orientalod Primary Care. A Manual

for Medical I'rovideis. New York: Springer-
Verlafr 1990.

Mitchell IM. Monis C I) W. Meyers O.L. The

Frere Hospital Handbook. A guide to
Medical Management, Investigation and pro-
cedures. Cape Town: .luta \- Co. IflOO.

Modern Medicine. The Journal of Clinical

Medicine. National Publishing Ltd. pub-
lished monthly.

NIIG Standards. Guidelines for General

Practice.   Dutch College of General

Practitioners. The national guidelines of the
Dutch College of General Practitioners
(NIK;) are called the NIIG Standards.

Palmer K.T. Notes for the MHCGP. nd Ed.

London: Blackwell Scientific Publications.

I it! 12.

Pendleton D, Hasler J. Doctor-Patient

Communication. London: Academic Press
,

1983.

Pistorius G..I. Pistorius C.W.I. Kamily Practice

Management Pretoria: Haum.1990.
The Paediatric Handbook, ed. II.de V lleese.

Capetown: Oxford University Press.
 19!)2.

Primaiy Health Care Pormiilaiy. Ilelene Moller.
\ an Schaik

,
 li«);i.

Primary Clinical Care Manual. Johannesburg:
Jacana, Ii»!i2.

Sanders J, Baron R. MHCGP Practice Kxatus.

2iul Ed. Knutsford: Fastest, 1992.

South African Medicines Formulary. 3rd Ed.

Cape Town: MASA Publications. 1995.
South African Family Practice Manual. SA

Family Practice.

Update, The Journal of Continuing Education
for General Practitioners, George Warman
Publications.

Some of the "Bibles" of family
practice and family medicine

Balint M. The Doctor. His Patient and the

Illness. 2nd Fd. London: Pitman Books Ltd.

1964.

Christie R
,
 Hoffinasler B. Ethical Issues in

Family Medicine. Oxford Cniversily Press.

1980.

Crouch M A, Poberts L. The Family in Medical

Practice. London: Springer-Verlag. 1987.
(out of print).

McWhinney I.R. A Textbook of Family
Medicine. New York: Oxford University
Press. 1989.

Rakel R.E. Textbook of Family Medicine. I th

Edition. Philadelphia: VV B Saunders
(
'

ompany. 1990.

Stotl N.C.II. Primary Health Care. Bridging the

Gap between Theory and Practice. Berlin:
Springer-Verlag. 1983. (out of print).
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