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Dear 

Response to your request for official information 

133 Molesworth St 
PO Box 5013 
Wellington 6145 
New Zealand 
T +64 4 496 2000 

I refer to your request of 2 December 2018 under the Official Information Act 1982 (the Act) 
for: 

" ... a copy of the 1988 diagnostic criteria for Myalgic Encephalomyefitis in New 
Zealand. These criteria were developed by Professor John Campbell Murdoch and 
possibly others, with assistance from the McKenzie Foundation. These were 
sometimes referred to as "the McKenzie criteria" but I believe the correct reference 
for this publication is: 
Murdoch, J C (1988). ME Syndrome. Therapeutic Notes No. 205 Dept of Health, 
Wellington." 

A copy of the document you have requested is attached to this letter. Please note this 
document has not been recently reviewed, and therefore the Ministry of Health cannot 
confirm if it is still considered cl inically relevant. 

I trust this information fulfils your request. Please note that this letter, with your personal 
details removed, and attachments may be published on the Ministry of Health website. 

Yours sincerely 

Dr Andrew Simpson 
Chief Medical Officer 
Office of the Chief Medical Officer 
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ME SYNDROME 
Prepared by a Working Group chaired by the late Dr J. S. Phillips 
MBChB., MCCM., MRNZCGP., on behalf of the Roy McKenzie Founda
tion. Compiled by Prof J. C. Murdoch MD., PhD., FRCGP, Department 
of General Practice, University of Otago. 

Over the past three years there has been considerable controversy in 
New Zealand over the syndrome variously know as Myalgic Encephalitis, 
Tapanui 'flu, or post viral fatigue syndrome. The controversy has sur
rounded such issues as its existence as a distinct disease entity, its preva
lence and the possibility of confusion of the symptoms of such a disorder 
with other more serious illness such as cancer. 

The main difficulty has been the lack of precise definition of the condi
tion. With a view to overcoming this obstacle a meeting of interested 
physicians, researchers and patients was convened by the Roy McKenzie 
Foundation. It became apparent that although there remains difference of 
opinion on such matters as aetiology and treatment, there is strong consen
sus about the condition. 

(1) Title 
It was agreed that the full term myalgic encephalitis is not always appro

priate and may indeed be misleading. In view, however, of already deve
loped usage it was agreed that the best title would be M E Syndrome. 

(2) Key Features 
Four features should be present at some time during the course of the 

illness: 
(a) Relapsing or intermittent course 
(b) Exhaustion 
(c) Muscle pain or tenderness 
(d) Unusual muscle fatigue 
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(3) Common Features 
As well as the four key features many others may be present in individ

ual patients. These may involve the following systems: 
(a) MUSCLE 

Arthralgia 
Myalgia 
Unusual muscle fatigue 
Delayed muscle recovery after exercise 
Muscle tenderness 
Muscle twitching 
Headache 

(b) CENTRAL NERVOUS SYSTEM 
Depression 
Irritability 
Expressive dysphasia 
Sleeplessness 
Fluctuating forgetfulness 
Balance disturbance 
Lack of concentration 
Tinnitus 
Lack of co-ordination 
Paraesthesiae 
Excessive drowsiness 

(c) AUTONOMIC NERVOUS SYSTEM 
Blurring of vision 
Cold extremities 
Palpitation 
Nausea 
Abdominal distension 
Abdominal overactivity 
Irritable bowel 
Bladder irritability 
Premenstrual worsening of symptoms 
Variation of temperature control 
Sweating 
Pallor 

(d) IMMUNE SYSTEM 
Recurrent sore throat 
Lymphadenopathy 

(4) Differential Diagnosis 

A syndrome with such wide-ranging symptomatology will inevitably be 
confused with other important disease entities. Most serious disorders can 
have the features listed above. NOT usually in a relapsing pattern. Com
plete physical examination should be carried out to exclude other possibili
ties. (It should be remembered that most sufferers are female and in their 
twenties or thirties.) 

' 
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In the M E Syndrome positive clinical signs include muscle tenderness, 
lymphadenopathy, a minor degree of liver enlargement and a positive 
Romberg's sign. 

Laboratory investigation can be helpful in most cases, particularly the 
invariable finding of normal E S R, Haemoglobin and Full Blood Count. In 
about 50% of cases the lgM is raised. Transaminases are often slightly 
raised, Iron and Ferritin lower over the course of time, and positive 
autoantibody reactions are often present, probably a marker of viral 
infection. 

The main disorders which can be confused with M E Syndrome are as 
follows: 

(a) SUBACUTE INFECTIONS such as infectious mononucleosis and 
brucellosis. Infection with the Epstein-Barr virus or Cytome
galovirus can cause similar symptoms as can Coxsackie B 1-6 
infections. Few laboratories in New Zealand offer a diagnostic 
service covering all these infections and interpretation is very 
difficult. 

(b)' CONNECTIVE TISSUE DISEASES. The particular problems here 
are polymyalgia rheumatica and polymyositis. The ESR will be 
helpful in the former and CPK in the latter but muscle biopsy 
and/or a trial of prednisolone may also help to differentiate. The 
early stages of SLE or polyarteritis nodosa may also resemble 
the M E Syndrome. 

(c) NEURO-MUSCULAR DISEASE such as myasthenia gravis, mul
tiple sclerosis and congenital myotonia occur relatively rarely in 
general practice but should be remembered as possibilities. 

(d) PSYCHOLOGICAL ILLNESS may present with somatic features 
and a typical depression is a particular problem. However it has 
to be remembered that depression is a feature of the M E Syn
drome and that many sufferers acknowledge stress as a factor 
which worsens symptoms. 

(e) ENDOCRINE DISEASE particularly Addison's disease, hypopitui
tarism and hypothyroidism may be confused but these are not 
often relapsing in character. 

Most patients agree that a working diagnosis should be made and shared 
with them. It seems particularly difficult to suffer from nothing. If the facts 
fit, as described above, the diagnosis of M E Syndrome would seem to be 
an appropriate one to give. 

As previously mentioned the above features were unanimously agreed 
by all those at the McKenzie Foundation meeting; it is hoped they will be 
of guidance to other practitioners. It was, however, clear that there are 
other matters concerning aetiology and treatment on which agreement is 
not yet possible: 
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(1) Aetiology 
·· VariOus theories have been advanced to explain why people become ill 
in this way. Broadly speaking those who believe in the physical as opp~sed 
to 'the psychological aetiologies (and there ~r~ ma~y doctors who believe 
tliat:this.•Hlness has a hysterical basis) ar~ d1V1ded mto those wh~ see the 
iilhess:ias;1the result of infection by a virus and those who beheve the 
irrim\lfi.e system is damaged by so?le other a~ent such as ~llergy to foods or 
thli~pf~sence of toxic chemi~als m the environment. Wit~ respect to the 
virus theory there is now ev1~ence of the pres~nce of a1_ltlbod1es to Cox
sackie B ·virus ,Epstein-Barr virus and recently m the U mted States, a new 
IierJ,es virus (HBLV). However evidence of such viruses is not universally 
pres~n., and. some of the~ are so common in th~ gene~al populati.on that 
absofote proof is not possible. A further problem IS that mfect10n with such 
vif{lses might be the result of the immune deficiency rather than its cause. 
What seems certain from research is that the syndrome is associated with 
immune deficiency and this could well also be caused by the effects of toxic 
chemicals. The diagnosis of the presence of toxic chemicals by the tech
nique known as Electroacupuncture according to Voll (EA V) is being used 
but the validity of this technique is not universally accepted. 

As yet the aetiology of the illness must remain in doubt. 

(2) Treatment 

With the aetiology not clarified it is not surprising that at the present 
time no one treatment can be depended upon to clear up the symptoms of 
the syndrome. In about 70% of cases the symptoms will resolve slowly over 
a 2-3 year period. In the first year of the illness the patient should be 
encouraged to rest when necessary. Psychological support is essential. In 
some cases benefit can be obtained from injections of Neo-cytamen 
1 OOOug weekly. Depression can be treated by antidepressants. Non-ster
oidal anti-inflammatory drugs may help in pain relief. Acupuncture can 
help local pain syndromes. 

Where the illness lasts more than a year, and often before this, the 
patient may develop food sensitivity usually manifested by bowel symp
toms such as abdominal pain and diarrhoea. Elimination of wheat and 
dairy products from the diet can help greatly and referral to a dietician 
may be indicated. Often such patients will benefit from referral to physi
cians with an interest in allergy or clinical ecology. Many will consult 
alternative practitioners without the doctor's knowledge because of the 
lack of effective management within orthodox medicine. As yet there is no 
documented evidence that such alternative therapies provide any more 
effective answers to the problem but some patients may benefit from hav
ing tried these other modalities of treatment. 

The most common techniques employed by physicians are Electro-acu
puncture according, to Voll (EA V), dietary interventions some involving 

I .. _ ~ .,; - '·'' ' . 
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applied kinesiology techniques, treatment of candida albicans overgrowth, 
homeopathy and clinical ecology. All have their positive effects and it is as 
well for the general practitioner to know the basic concepts behind the 
techniques. 

FUTURE RESEARCH NEEDS 
( 1) Perhaps the first need is for the evaluation of management protocols, 

orthodox and unorthodox by some neutral agency so that patients 
may be given some "best buy" advice. 

(2) A second need lies in establishing a reliable epidemiology of the 
syndrome, having agreed to the essential features. A recent estimate 
of the prevalence of the syndrome in the Greater Dunedin area was 
1201100,000 (or 3600 people in New Zealand as a whole) but it is 
important that more accurate estimates are made by community 
surveys throughout New Zealand. 

(3) Thirdly, much research needs to be done into the possible mecha
nisms whereby people become ill in this way. The state of unwellness 
is so diffuse an entity that our concept of it will vary according to our 
prejudices and backgrounds. The orthodox medical graduate still 
tends to think in terms of invasions of the body by outside organisms 
rather than inherent weakness of the host, such as impaired immu
nity. Considerable progress has been made in identifying abnormali
ties in muscle physiology, immunology and virology in M E 
Syndrome patients. 
Further research will require extensive funding given the basic issues 
which need to be addressed. It now seems necessary to move beyond 
the controversies of this disorder and carry out rational investigation 
of what has become a major concern for so many of our citizens. 

GENERAL PATIENT SUPPORT 

ANZMES (NZ) Inc., PO Box 35 429, Brown's Bay, Auckland 10, pro
vides, through national membership, a quarterly journal which reprints 
published scientific articles of relevance to M E Syndrome, prints personal 
testimonies and practical living-support hints, and lists useful contact 
information. There are local support groups in many centres. 
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G. R. Boyd 

Manager 
Primary Health Care Programme 
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