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by Kim Cutler
Restless Leg Syndrome (RLS)
is a neurological condition
characterized by the irresistible urge to move the legs
due to uncomfortable sensations such as creeping, itching, tugging and gnawing.
These sensations occur at
rest, when a person is sitting
or lying down. The sensations
are sometimes experienced
during the day, but most often
occur at night and disrupt
sleep. Some sufferers find
that the sensations move to
their arms and trunk as well.
People who experience
RLS may also have Periodic
Movements of Sleep (PLMS),
a condition that causes body
jerks every 20 to 30 seconds
throughout the night. Restless
Leg Syndrome is believed
to be caused by abnormal
dopamine activity in the brain.
My first brush with Restless Leg Syndrome was as a
teenager. On very rare occasions, just before falling
asleep, my ankles would

ache and I had an irresistible
urge to move my feet. At the
time I had no idea what I was
experiencing. Many years
later, the achy sensations
moved to my entire legs, and
were accompanied by muscle
twitching, painful prickles,
and the sensation that someone one was pulling on my
legs. I simply could not keep
my legs still as the sensations
were so uncomfortable. I
found it impossible to get to
sleep and when I finally did,
I would often be awakened
in the middle of the night by
another attack.
I did some research on the
internet and found out that
RLS is often seen in those
who have CFIDS, but exists
on its own as well. The elderly
and pregnant women are
prone to it. Sometimes a low
iron or B12 level is the culprit.
At that time there didn’t seem
to be any real medication for
it, so I tried the other things
that were suggested – massage,
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Hello Everyone! Are you enjoying the sun? If a person has to suffer,
they should at least be warm. My body still has not adjusted to the
change in temperature, my body temperature is all over the place.
Anyone else having this problem? Maybe I am just over doing it.
Pacing ourselves is so important. I must practice more self-discipline.
My doctor has recommended that I use Lyrica to help me with my
suffering. If you have used this drug could you please contact me and
let me know what dose you are taking and what kind of effects the
drug has on you? Also, I am getting calls and e-mails asking for doctor
recommendations. If you have any recommendations, please let me
know who the doctor is and why you would recommend them.
Thank you. As always, you can reach me at 250-370-2884 or at
gmgray@hotmail.com
Please pay your membership dues. Thank you, thank you very
much! Now that that is over...
Valentines Party was a blast, mind you even the AGM was a
blast. We had the best turnout ever. Just like I predicted. For all who
attended, thank you for bringing goodies and cards on Valentines
day. Thank you for sharing your warm and inspiring words.
Our next two events will be outdoors! Let’s hope the sun will bless us
with its rays on these two very special days. Once again we will be
raffling off a $25.00 gift certificate from the ‘Blue Fox’ at the garden
party. It’s not too late to enter your name in this draw, all you have to do
is simply pay your 2009 membership dues on or before May 10th.
Big thanks to Roz Harcourt, owner of the Blue Fox, for her generous
donation. Maxine Rogers was the lucky winner last year. You can find
her restaurant review in the spring edition of the InforME Magazine.
It looks like we will not be having turkey this October. Sorry!
Instead we will be joining the FM Support Network for a documentary
on lyme disease (see back page). Lisa (MEVA member) has offered
to organize the viewing of “Under Our Skin.” I am looking forward to
this and the Q & A period afterwards. This will be a very informative
time for our two groups. It is my opinion that we should continue to
look for more answers to some of our questions, about some of our
puzzling symptoms. I hope that you will join me. The closest place
to park is at the Victoria General Hospital parking lot. If you are
looking for free parking, the Safeway parking lot on Fort St. is your
best bet. Other options to consider are, catch a ride with a friend and
have them drop you off at Begbie Hall, catch a cab or take the Handy
Dart for door-to-door service. For further information, you can call
Peter Halling at 250-475-6423.
I would like to welcome Chris Heppner to the Executive! Congratulations to all who were acclaimed! Lorraine Huntley will continue
her duties as Treasurer, Peter Halling as Secretary, Roger Tailleur
and Vickey Mooney as Directors. I was also acclaimed as President
and I look forward to yet another year of adventure with M.E.V.A.
I consider it an honor to work with such qualified people.
Sarah Wyatt decided to step down as a Director for 2009, but I
am thrilled to say that she will still be an active member monitor-
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ing our web site and writing interesting
articles. We certainly have enjoyed working
with you and we look forward to seeing
your lovely face at our events.
Thank you very much to all who participated in this edition. I especially would like
to thank Bob for all his hard work. It’s not
always easy having clear and concise communication with someone who is suffering
from M.E., but Bob always makes the effort.
I truly appreciate his perseverance and good
humour.
I send you my best wishes for a bright
tomorrow and also my love. Have a wonderful summer!
Gloria Gray,
Editor

Continued from front page
heat packs, epsom salts baths, and magnesium.
The magnesium worked for a while, but after a
few months my body could no longer tolerate
it. Since this condition robbed me of badly
needed sleep, I was concerned that RLS could
steal the last bit of quality of life that I had left.
I tried everything I could think of – pain killers
(which had no effect), Ben Gay, essential oils,
and Clonazepam, which is a tranquilizer that
also works as a muscle relaxant. The Clonazepam was somewhat effective, but I was aware
that it wasn’t really getting rid of the symptoms,
it was just allowing me to sleep through them
somewhat. I also wanted to minimize my use of
tranquilizers since they can be quite addictive.
One day I saw an advertisement for a prescription medication called Requip (ropinerole) that
was being used to treat RLS. I went to my doctor
and asked to try it. It worked! The medication
addressed all of my symptoms and allowed me
to sleep. However, the medication made me
itchy all over (which is the reaction I get to
most substances), and so I must take Gravol
along with it to quell the itch. Over time I have
learned what makes the condition worse and
what makes it better for me. Using my legs too
much (walking, housework) fatigues the muscles
and makes it worse. Not getting enough sleep
makes RLS worse and it is always worse during
PMS week. I have also noticed that over-using
my arms seems to make it worse, (everything
in the body is connected), and the sensations
will then move to my trunk and arms. My left
leg is more affected than my right leg, and
although I don’t know why, I suspect it is
because my left leg is the weaker one.
After a couple of years of using the Requip
it became less effective. I now sometimes use
the hot packs before bed to relax the muscles,
Ben Gay to relieve the pain if I’m awakened
in the night, and a homeopathic medication
called Rhus Toxicodendron to give the Requip
a little boost.

Some medications that are used to treat Restless Leg Syndrome are dopaminergic agents,
sleeping aids, anticonvulsants and pain relievers.
Some medications and supplements can make
RLS worse, so it is a good idea to take note
of what a person is taking and see if making
some changes will make a difference to the
RLS. I’ve even had trouble with skin creams!
One should also avoid alcohol and caffeine.
Even decaffeinated tea has some caffeine in
it, so it’s worth avoiding altogether. A good,
comprehensive website on RLS is found at
www.RLS.org.
Since good sleep is so critical for those of
us with CFIDS and Fibromyalgia, a person
with RLS must keep trying strategies to reduce
the symptoms of RLS if it is interfering with
sleep. The frustrating thing is, the more fatigued a person is, the worse the RLS is likely
to be, and the worse the RLS is, the more it
interferes with sleep. Talk about a vicious
circle! If I don’t get my sleep, my exhaustion
and pain become much worse. For a time, my
RLS was the symptom that was causing me
the most distress, but like almost everything
else, I eventually found the answers, and then
something else became the worst symptom!
Such is life with CFIDS. I wish my best to all
my fellow “CFS Heroes”.
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How to Drop Depression
and Bring on the Joy
by Sarah Wyatt
A lot of us who live with M.E. and FM struggle
with ‘down’ days. It kind of goes with the territory… If you can’t sleep and have no energy
to do what you want, what’s to like?
Some get a mild and occasional case of the
blues. For others, life just always feels somewhat
meaningless, or a constant uphill battle. For
still others, life is okay, we’re not suffering too
much, but we’re not really happy either. At
times we wonder if there’s something we could
do that would help us enjoy life more.
Doctors may suggest anti-depressants. And
for serious depression, they can make an enormous difference. But for mild to moderate depression, medication may lift us out of the depths
but still leave us aware that, well, drat – they’re
just not happiness pills.
So what else works? The following three
books (all available through the library) and
two courses may offer you the chance to enjoy
your life at least a bit more, perhaps even a lot
more. However, they’re probably most effective
for those experiencing mild to moderate depression. If you are experiencing disturbing thoughts,
or thoughts of suicide, it’s best to talk to your
doctor.
The Feeling Good Handbook, by Dr. David
Burns, and Mind Over Mood, by Dennis Greenberger and Christine Padesky, are cognitive
self-therapy books. The basic message here is:
Don’t believe everything you think!
We tend to accept most of our thoughts as
true. But these two books help us to identify
the errors or downright lies we tell ourselves
that we otherwise tend to accept unquestioningly,
and which can lead us into gloomy or even
troubled waters.
For instance, let’s say you call a friend or
4

family member and invite them to visit. But
they sound rushed, decline the invitation and
sign off saying they’ll call soon.
If we’re on a gloomy roll, our tendency might
be to think well, why would they want to see
me anyway? I’m so boring now with this illness and the brain fog, I have nothing interesting to say, etc. They probably don’t like me
anymore. Or we might think that they must be
mad at us, and start stewing over past conversations for evidence of what we said or did
wrong.
In the Feeling Good Handbook, Dr. David
Burns uses simple written exercises to help
identify the 10 common types of ‘twisted
thinking’ that tend to get us depressed. (There
are at least four types of twisted thinking in
the previous example.) A few of the 10 types
include:
– All-or-nothing thinking, (seeing an event as a
total failure if it’s not perfect in every way),
– Discounting the positive (having done a good
job isn’t good enough; or else anyone could
have done it),
– Emotional reasoning (assuming that our
emotions reflect the way things are, e.g., ‘I feel
angry, so that means I was treated unfairly’),
and
– Labeling: instead of saying ‘I made a mistake’,
we attach a label to ourselves or others, like
‘loser’ or a ‘failure’.
Dr. Burns encourages us to identify the thinking error and then challenge it. And by taking
our emotional temperature before and after
doing the exercises, we can see how quickly
we feel better simply by challenging the truth
of the ‘twisted’ thoughts.
In fact, he mentions that studies have shown
cognitive behavioural therapy (CBT) is as effective as or even more effective than medication.
It can also help more quickly and have a more
lasting effect.
The Feeling Good Handbook also contains

helpful tests to evaluate yourself for depression
and anxiety, which are handy to chart your
progress over time, and has chapters on handling other issues such as procrastination, dealing
effectively with fears, social anxiety, phobias,
and improving communication in relationships.
There’s also an informative section about
psychiatric medications.
While there is a lot of good material in The
Feeling Good Handbook, it’s a thick book that
might scare some people off. (Dr. Burns has
written smaller books that are also very good.)
Mind Over Mood, on the other hand, may be
more accessible, as it is laid out in more of a
workbook format and doesn’t attempt to cover
quite as much ground.
Mind Over Mood also uses a few written
exercises to develop greater awareness of our
thinking errors and to challenge them. And it
also helps us look into the underlying assumptions or core beliefs that may be unconsciously
driving our fears and reactions.
The third book, The Chemistry of Joy, by
Henry Emmons, M.D., is an entirely different
type of book. Dr. Emmons is a psychiatrist,
but rather than talking about medications, he
discusses the details and essential role of a
nutritious diet – including complex carbohydrates,
among other things – to supply our brains with
the chemical basics that are the building blocks
of happiness.
Emmons is appalled that doctors put patients
on anti-depressants without giving them this
information. He says anti-depressants simply
cannot work on a long-term basis if patients
eat a lot of sugar and simple carbs. He also
believes a good diet in many cases can entirely
prevent or replace the need for drugs. And he
makes suggestions about a number of foods
and health-food supplements that help increase
serotonin or other brain chemicals.
Emmons also introduces readers to two Asian

philosophies which he believes can help us
learn where our negative tendencies may lie,
so that we can avoid them and the resulting
stress. In Ayurveda, for instance, the Pitta type
of person can be warm, friendly, and dynamic,
but when out of balance may tend to get irritable and blame others. Vatas, he says, are enthusiastic, lively and creative, but are prone
to anxiety and fearfulness, while Kaphas are
generally calm, easygoing and tolerant, but
under stress may become lethargic and eat for
emotional reasons.
These types correspond to the three Buddhist
types: the rejecting or anger type, the fear or
grasping type, and the self-deluded or denial
type. Emmons offers wise, compassionate and
practical suggestions for each type to keep
ourselves on track, and to regain balance when
it’s lost, or when we find ourselves in stressful
situations.
Books are great, but sometimes we need more
support in order to make real changes. Luckily,
our local VIHA mental health units offer
some great courses to deal with issues like
anxiety and depression, as well as other
problems. These courses are free and are very
helpful, but require a referral from your family
doctor. Your doctor may also know of similar
local courses offered for a fee by private
facilitators.
And finally, if you have access to a computer,
you may be interested in the Awakening Joy
on-line course. The 10-month course consists
of a monthly video-taped class (filmed live in
California and then posted on the site), reading
a book called How We Choose to be Happy,
by Rick Foster and Greg Hicks (also available
at the library), reading two letters a month
posted on the website, and keeping in touch
with a ‘happiness buddy’ by email, phone or
in person. There’s no pressure to do all of
these things, however. James Baraz, the instructor,
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encourages us to simply do what we can, since
berating ourselves for what we can’t do will
not make us happy.
Baraz is a Buddhist meditation teacher who
happened to read How We Choose to be Happy
a number of years ago, and then developed a
non-denominational course about happiness
which he has offered since 2003. At his website,
http://www.awakeningjoy.info, you can read
an article from ‘O’ Magazine about the course
and watch a short video.
The emphasis throughout the course is on
learning to choose happiness more frequently,
to develop habits that support more happiness,
and to more fully inhabit our feelings of happiness, pleasure and contentment when we
have them.
We find that even when we’re tired and
frustrated and in pain, there is still something
good about being alive. And that’s where we
put our attention. That’s where we can choose
to live, moment after moment.

My Wish For You...
Where there is pain I wish you
peace and mercy.
Where there is self doubting, I
wish you a renewed confidence in
your ability to work through it.
Where there is tiredness or
exhaustion, I wish you
understanding, patience and a
renewed strength.
Where there is fear, I wish you
love and courage.
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Recipe: Sweet Corn &
Potato Chowder
This is a hearty and substantial soup that is
high in both fibre and flavour. Serves 4.
It’s wonderful served with thick crusty bread,
and topped with melted Cheddar cheese.
1 onion, chopped
1 garlic clove, crushed
1 medium size potato, chopped
2 sticks celery, sliced
1 small green pepper, seeded, halved and
sliced
30 ml/2 Tbsp. sunflower oil
25 g/1 oz/2 Tbsp. butter
600 ml/1 pint/2½ cups veggie stock
2 vegetable bouillon cubes or water
sea salt and freshly ground black pepper
300 ml/½ pint/1¼ cups milk
1x200 g/7 oz can butter beans
1x300g/11 oz can sweet peaches and cream
corn kernels, or fresh when in season
good pinch dried sage
1. Put the onion, garlic, potato, celery and
green pepper into a large saucepan with the
oil and butter.
2. Heat the ingredients until sizzling then turn
down to low. Cover and sweat the vegetables
gently for 10 mins., shaking the pan occasionally.
3. Pour in stock water, season to taste and
bring to the boil. Turn down the heat, cover
and simmer gently for about 15 mins.
4. Add the milk, beans and sweet corn, including their liquors, and the sage. Simmer again
for 5 mins. Check the seasoning and serve hot.
Optional: Freshly chopped spring green
onions, and dill as a delicious topping.
Serve and Enjoy!!! Krissoula Vincent

The Effects of CBT and
GET (condensed)
Copyright © by Jodi Bassett, August 2006 on
www.ahummingbirdsguide.com
This version updated April 2009
No evidence exists which shows that cognitive
behavioural therapy (CBT) or graded exercise
therapy (GET) are appropriate, useful or safe
treatments for Myalgic Encephalomyelitis (M.E.)
patients. Studies involving miscellaneous psychiatric
and non-psychiatric ‘fatigue’ sufferers, and their
response to these treatments, have no more
relevance to M.E. sufferers than they do to diabetes
patients, cancer patients, patients with multiple
sclerosis or any other illness. Thus, patients with
M.E. are being prescribed these treatments on
what amounts to a ‘random’ basis medically and
so the questions need to be asked:
What is the effect of graded exercise therapy
(GET) on Myalgic Encephalomyelitis (M.E.)
Patients?
As (bad) luck would have it, graded exercise programs
are probably the single most inappropriate treatment
that a M.E. sufferer could be recommended to
undertake. This is because one of the unique features of authentic M.E. is exercise intolerance –
that patients worsen with even trivial levels of
activity or exercise. Exercise or exertion intolerance
is one of the many things which separates Myalgic
Encephalomyelitis so distinctly from various postviral fatigue states or other illnesses involving 'chronic
fatigue.’ Many M.E. patients are housebound and
bedbound and often are so ill that they feel they are
about to die. People with M.E. would give anything
to instead only be severely ‘fatigued’ or tired all the
time. People with M.E. do not improve with exercise.
They cannot; exercise intolerance is a large and
essential part of what M.E. Is.
This essential feature of M.E. is characterised
by a unique form of paralytic muscle weakness
whereby muscles perform normally to begin with,
but after even a minor degree of physical effort,
three, four or five days, or longer, elapse before
full muscle power is restored. This affects all muscles
including the heart and is very different from mere
‘fatigue.’ Veteran M.E. expert Dr Ramsay explained
that this unique characteristic: ‘is virtually a sheet-

anchor in the diagnosis of Myalgic Encephalomyelitis
and without it a diagnosis should not be made.’
Doctors who have experience with M.E. and the
leading M.E. experts all concur: exercise can have
many harmful effects on patients both in the shortand long-term. The following comments which
illustrate this point are provided by some of the
world’s leading M.E. experts, all of whom have
been specialising in M.E. for many years and each
of whom has seen literally thousands of M.E.
patients:
1. Dr Melvin Ramsay, a UK doctor who specialised in M.E. for more than thirty years, from the
Royal Free Hospital M.E. outbreak of 1955 until
his death in 1990, and who is credited with having
written some of the most accurate descriptions of
the illness to date, explains:
The degree of physical incapacity varies greatly,
but the [level of severity] is directly related to the
length of time the patient persists in physical effort
after its onset; put in another way, those patients
who are given a period of enforced rest from
the onset have the best prognosis. Those who
are given complete rest from the onset do well.
Those whose circumstances make adequate rest
periods impossible are at a distinct disadvantage,
but no effort should be spared to give them the
all-essential basis for successful treatment. Since
the limitations which the disease imposes vary
considerably from case to case, the responsibility
for determining these rests upon the patient. Once
these are ascertained, the patient is advised to
fashion a pattern of living that comes well within
them.’ (Ramsay 1986, [Online]).
2. Dr. Elizabeth Dowsett explains: ‘There is
ample evidence that M.E. is primarily a neurological
illness, although non-neurological complications
affecting the liver, cardiac and skeletal muscle,
endocrine and lymphoid tissues are also recognised.
Apart from secondary infection, the commonest
causes of relapse in this illness are physical or
mental over-exertion. The prescription of increasing
exercise in such a situation (or in the early stage
of the illness when the patient desperately needs
rest) can only be counter-productive’ and ‘This
illness is distinguished from a variety of other postviral states by a unique clinical and epidemiological
pattern characteristic of enteroviral infection. Prompt
recognition and advice to avoid over-exertion is
mandatory’ and ‘The prescription of increasing
exercise can only be counter-productive.’
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Dr. Dowsett states about M.E. patients that,‘20%
have progressive and frequently undiagnosed
degeneration of cardiac muscle which has led
to sudden death following exercise.’ According
to Dr. Elizabeth Dowsett, any M.E. patient can also
be stopped from deteriorating further and at least
stabilised (if not in time experiencing some level of
improvement) through receiving appropriate care
and being allowed to get the needed level of rest
(providing that the patient has not already been
exposed to unrecoverable levels of overexertion).
(Dowsett & Ramsay et al. 1990) (Dowsett 2000,
[Online]) (Dowsett 2001a, [Online]) (Dowsett
n.d.b., [Online]).
3. Dr Byron Hyde explains in his M.E. textbook
that it has been found that those patients with M.E.
who returned to work soon after becoming ill or
while they were still seriously or severely ill – instead
of having an extended period of rest and recovery
– are at risk of causing an abnormal increase in
damage ‘to a heart muscle already vulnerable and
under attack from an acute viral infection’ and that
those who do not, or cannot, rest in the early stages
of M.E. potentially create ‘a physical injury to the
myocardium, cardiac pacemaker cells or their autonomic control.’ Dr Hyde explains that:
This is not just clinical supposition, there is a
strong basic for this belief of work or exercise
potentiated heart damage in the literature. It is well
known that enteroviruses may cause chronic cardiac
disease as well as major neurological injury. Kandolf
states that "enteroviruses are capable of causing
dilated cardiomyopathy of sudden onset or lead to
a variety of common arrhythmias." Utilizing mouse
models, Wilson and again Reyes demonstrated
that Coxsackie infected [enterovirus infected] mice,
forced to swim to the point of exhaustion during
the acute phase of infection, developed chronic
heart disease whereas Coxsackie infected mice
who were allowed to rest during the acute phase,
did not develop chronic heart disease.
M.E. represents a possibility of serious cardiac
injury primarily in patients who exercise or maintain
exhaustive work efforts during the onset of their
illness. It is possible that some of these patients
who die and others that develop major cardiac
changes are never recognised as M.E.
With both CNS and CVS disease, chronicity may
be provoked by maintaining strenuous exercise and
work levels. Early patient activation may represent
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serious cardiovascular danger to patients [with M.E.].
The strange concept of waiting 6 months to diagnose
a classical case of M.E. [brought about by the confusion between M.E. and ‘CFS’] is unnecessary
and fraught with potential danger to the patient.
Such a diagnostic delay may create legal consequences for the physician. Physicians who take an
early aggressive approach in physically activating
these acute stage patients may do so at both their
and their patient’s peril (Hyde & Jain 1992a, pp.
375-383).
M.E. is an infectious neurological disease and
represents a major attack on the central nervous
system (CNS) by the chronic effects of a viral
infection. The world’s leading M.E. experts, namely
Ramsay, Richardson, Dowsett and Hyde, (and
others) have all indicated that M.E. is caused by an
enterovirus. (This also includes doctors such as
A. Gilliam, W.H. Lyle, Elizabeth Bell of Ruckhill
Hospital, James Mowbray of St Mary’s, and Peter
Behan). The evidence which exists to support the
concept of M.E. as an enteroviral disease is compelling (Hyde 2007, [Online]) (Hyde 2006, [Online]).
Dr Hyde explains that enteroviral infections are
able to cause:
a. a chronic host infection
b. major or no cardiac disease depending on the
virulence of the subtype
c. cardiac injury dependent upon the sex of the
patient and of the level of physical activity of
the patient during the acute or infectious stage
d. cardiac disease depending upon the immunological variability of the host (Hyde & Jain
1992a, p. 40).
An enterovirus also explains the: age variation,
sex variation, obvious resistance of some family
members to the infection and the effect of physical
activity (particularly in the early stages of the illness)
in creating more long-term/severe M.E. illness in
the host (Hyde & Jain 1992a, p. 40) (Hyde 2007,
[Online]) (Hyde 2006, [Online]) (Hyde 2003,
[Online]) (Dowsett 2001a, [Online]) (Dowsett
2000, [Online]) (Dowsett 1999a, 1999b, [Online])
(Hyde 1992 p. xi) (Hyde & Jain 1992 pp. 38 - 43)
(Hyde et al. 1992, pp. 25-37) (Dowsett et al.
1990, pp. 285-291) (Ramsay 1986, [Online])
(Dowsett & Ramsay n.d., pp. 81-84) (Richardson
n.d., pp. 85-92) (Richardson 1999, [Online]).
Dr Byron Hyde explains that the vascular and
cardiac dysfunctions seen in M.E. are often the

most obvious set of dysfunctions when looked for,
and are the cause of a significant number of M.E.
symptoms. Dr Byron Hyde also writes, ‘I have some
M.E. patients with a circulating red blood cell volume
less than 50% of expected and a very large number
with the range of 60% to 70%. What this test means
is that blood is pooling somewhere in the body and
that this blood is probably not available for the brain.
When blood flow to the heart decreases sufficiently,
the organism has an increased risk of death. Accordingly, the human body operates in part with pressoreceptors that protect and maintain heart blood
supply. When blood flow decreases, pressoreceptors
decrease blood flow to noncardiac organs and shunt
blood to the heart to maintain life. This, of course,
robs those areas of the body that are not essential
for maintaining life and means the brain, muscles,
and peripheral circulation are placed in physiological
difficulty.’ This physiological difficulty is exacerbated
by physical and mental activity and orthostatic
stress.
Dr. Byron Hyde goes on to say that, ‘In MRI
spectography of arm muscle of M.E. patients,
it has been shown that because of an abnormal
buildup of normal metabolites, the muscle cell
actually shuts down to prevent cell death.’ Dr.
Hyde explains that this is what is happening to the
true M.E. patient’s cell physiology in the brain, and
in muscle as a result of certain levels of physical
and mental activity; there is ‘cell field shutdown’ to
prevent the death of the cell (Hyde 2003, [Online]).
Dr. Byron Hyde explains in The Nightingale
Definition of M.E. that,
Possibly due to the fact that some Fibromyalgia
patients can be improved by a gradual increase in
exercise, or possibly due to the so called protestant
ethic that all you have to do to get better is to take
up your bed and walk, some physicians have
extended the concept of passive or forceful increased
exercise to Myalgic Encephalomyelitis patients.
This is a common and potentially dangerous, even
disastrous misconception. If the M.E. patient conforms to the guidelines set out in this definition, the
insurance company can only make the patient worse
by instituting progressive aggressive forced physical
and intellectual activity. M.E. is a variable but always,
serious diffuse brain injury and permanent damage
can be done to the M.E. patient by non-judicious
pseudo-treatment (2007, [Online]).

As these comments show, the adverse response
to physical activity in M.E. patients is not ‘medically
unexplained.’ It is also worth noting that none of
these abnormalities can be explained by ‘deconditioning’ – the supposed reason for the recommendation of therapies such as GET. Surveys of M.E.
patients on the effects of GET illustrate the accuracy
of these findings only too well:
>In 1998 a survey of over 3000 UK M.E. patients
found that the single most harmful strategy was
graded exercise therapy. 50% of respondents who
had tried GET indicated that graded exercise had
made their condition worse. The most helpful
strategies were: a) Pacing activity with rest: 90%
b) Bed rest: 89%.
>In 2004 a survey of severely affected M.E. sufferers again found that graded exercise was by
far the single most harmful treatment. 95% said
that graded exercise was ‘unhelpful’ while a shocking
82% reported that it had made their condition
worse. A significant number of those surveyed
indicated that they were not severely affected
before GET. Thus GET should not be considered
safe for M.E. sufferers of any severity.
The way the bodies of people with M.E. react to
exercise is abnormal in a number of different ways.
These abnormalities are so pronounced that exercise tests are one of the series of tests which can
be used to confirm a suspected M.E. diagnosis.
>The way the bodies of people with M.E. react
to exercise is abnormal in a number of different
ways. These abnormalities are so pronounced
that exercise tests are one of the series of tests
which can be used to confirm a suspected M.E.
diagnosis.
The main characteristics of the pattern of symptom
exacerbations, relapses and disease progression
(and so on) in M.E. include:
A. People with M.E. are unable to maintain their
pre-illness activity levels. This is an acute (sudden)
change. M.E. patients can only achieve 50%, or
less, of their pre-illness activity levels post-M.E.
B. People with M.E. are limited in how physically
active they can be but they are also limited in a
similar way with: cognitive exertion, sensory input
and orthostatic stress.
C. When a person with M.E. is active beyond their
individual (physical, cognitive, sensory or orthostatic)
limits this causes a worsening of various neurological,
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Cognitive, cardiac, cardiovascular, immunological,
endocrinological, respiratory, hormonal, muscular,
gastrointestinal and other symptoms.
D. The level of physical activity, cognitive exertion,
sensory input or orthostatic stress needed to cause
a significant or severe worsening of symptoms
varies from patient to patient, but is often trivial
compared to a patient’s pre-illness tolerances and
abilities.
E. The severity of M.E. waxes and wanes throughout the hour/day/week and month.
F. The worsening of the illness caused by overexertion often does not peak until 24 – 72 hours
(or more) later.
G. The effects of overexertion can accumulate
over longer periods of time and lead to disease
progression, or death.
H. The activity limits of M.E. are not short term: a
gradual (or sudden) increase in activity levels beyond
a patient’s individual limits can only cause relapse,
disease progression or death in patients with M.E.
I. The symptoms of M.E. do not resolve with rest.
The symptoms and disability of M.E. are not just
caused by overexertion; there is also a base level
of illness which can be quite severe even at rest.
J. Repeated overexertion can harm the patient’s
chances for future improvement in M.E. M.E.
patients who are able to avoid overexertion have
repeatedly been shown to have the most positive
long-term prognosis.
K. Not every M.E. sufferer has ‘safe’ activity limits
within which they will not exacerbate their illness;
this is not the case for the very severely affected.
Strong evidence exists to show that exercise can
have extremely harmful effects on M.E. patients;
permanent damage may be caused, as well as
disease progression: recent research has shown
that postural stress (as well as exercise) exacerbates cardiac insufficiency in this disease. Patient
accounts of leaving exercise programs much more
severely ill than when they began them; wheelchairbound or bed-bound or needing intensive care or
cardiac care units, are common. The damage
caused is often very severe and may be either longterm or permanent. Thus some patients are still
dealing with the severe physical effects of inappropriate advice to exercise (or formal GET programs)
five, ten, fifteen or more YEARS afterward and for
some patients this damage appears to be permanent.
In addition to the risk of relapse, sudden deaths
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have also been reported in a small percentage of
M.E. patients following exercise. As Dr. Elizabeth
Dowsett explains: ‘20% have progressive and
frequently undiagnosed degeneration of cardiac
muscle which has led to sudden death following
exercise.’
It is vital that M.E. patients avoid physical overexertion and are never encouraged to be active
beyond their individual limits, particularly in the
early and acute stages of the illness, but also at
any stage of the illness, as this can greatly damage
a patient’s chances for future improvement or recovery. Graded exercise cannot improve authentic
M.E.; disabled patients who improve with exercise
do not qualify for a diagnosis of authentic M.E.
What is the effect of cognitive behavioural
therapy (CBT) on Myalgic Encephalomyelitis
(M.E.) Patients?
Compared to the physical devastation caused by
GET, CBT would seem at first glance to be the
softer option of the two interventions; but this is
not always the case. There are two different types
of CBT that M.E. sufferers may be given and the
effect on patients varies greatly, depending on
which type is used:
1. The first type of CBT respects that there is an
organic illness present which is largely irreversible
(and which cannot be improved by CBT), but aims
to help a patient cope better with the limitations of
their illness.
2. The second type of CBT is based on the premise
that the patient's impairments are entirely due to
‘wrong thinking’ and that the pathophysiology of
the illness is entirely reversible and perpetuated
solely by a patient’s ‘false illness beliefs.’ According
to this theory, the therapy is potentially curative.
Surveys of M.E. patients on the effects of cognitive
behavioural therapy found:
>The (aforementioned) 1998 survey of over 3000
UK M.E. patients found that CBT was the least
effective treatment covered in the questionnaire.
Of those who had tried CBT, 55% indicated that
the treatment had made no difference while 22%
indicated that they had been made worse by CBT.
>The (aforementioned) 2004 survey of severely
affected M.E. sufferers also found that cognitive
behavioural therapy was one of the most unhelpful
treatments for M.E. Fully 93% of those who had
tried CBT said that it was unhelpful (the only treatment with a worse rating was GET).

The hypothesis behind the first type of CBT
is reasonable. This type of CBT will likely do the
vast majority of mild – moderately affected sufferers
little harm (if also very little good), while a small percentage may find it useful in improving the way they
cope with the illness emotionally. A significant percentage of patients will also be made worse by CBT.
Even this type of CBT, however (or any other), is
not appropriate for any severely affected sufferer
who is not physically able to cope with the physical
and cognitive rigours of such a treatment. Any type
of CBT will cause severe relapse in those who are
severely affected in this way, thus CBT can NOT be
considered safe for all M.E. Sufferers.
The hypothesis behind the second type of CBT,
however, is far from reasonable. This unscientific
form of CBT (which ignores the demonstrated biological pathology of the illness) seeks to disregard
the patient’s autonomy and experience of their illness. It tells them to ignore their symptoms. When,
inevitably, this causes significant physical relapse,
patients are told that this is entirely their own fault;
that they must not be trying hard enough to get well
and must still not be thinking ‘correctly’ about their
illness. Patients are accused of ‘choosing’ to remain
unwell because they are supposedly ‘enjoying the
sick role’ too much.
CBT to convince a physically ill person that he/she
does not have a physical disorder is disrespectful,
inappropriate and cruel. It places an additional (and
bogus) psychological burden on a person already
suffering with severe physical illness, and can
cause significant psychological harm. M.E. expert
Dr. Elizabeth Dowsett explains about CBT: ‘Whereas
any regime which can encourage patients with
depression to discard or distract their damaging
unrealistic morbid thoughts is helpful, patients with
ME are usually capable of greater insight and understanding about their illness. Unfortunately, ME sufferers are too often denied care in our society, so it
is essential that they should remain as well informed
as possible about treatment options and not be
brainwashed’ into disbelieving their own symptoms.’
It is children with M.E. and their families who pay
the highest price where CBT is involved however.
Children with M.E. are not exempt from such interventions and this is often far more detrimental to
children as compared to adults. As M.E. authors
Verillo and Gellman explain: ‘To throw disbelief in
the face of a child who not only has all the symptoms

of [M.E.] but is terribly frightened and in profound
need of reassurance is not only cruel, it is detrimental to the child's future emotional growth.’
Equally concerning is the fact that because it is
harder to pin the blame for the illness on depression
or anxiety with children, the parents are often blamed
instead. The ‘family dynamic’ may be blamed for
causing the child’s illness, and parents of these ill
children have actually been charged with neglect
or accused of actually making their children ill themselves (false accusations of Munchausens by proxy).
Some parents have lost custody and their children
have been placed in foster care. Children have
also been forcibly removed from the home and
forced to undergo CBT and GET (and worse). All
of this while the child continues to be seriously
physically ill and not receive any sort of appropriate
medical care.
This abusive form of CBT can undoubtedly cause
significant psychological harm, but it is these additional associated burdens; physical relapse, the
withholding of basic medical care, the removal of
children from their parents and parents being falsely
charged with making their children ill themselves
(etc.) which combine to make this form of CBT so
harmful. Thus the negative effects of CBT can sometimes be equally as devastating as those of GET,
or in some cases, worse (for sufferers and their
families).
Clearly, CBT and GET are at best useless
and at worst extremely harmful for M.E. patients.
Despite this, people with M.E. are routinely being
recommended these treatments while also being
assured that they are completely safe. These
treatments are also not just being offered to M.E.
patients solely on a voluntary basis; many have
been treated as psychiatric patients against their
will. (Or against the will of the parents of children
with M.E., as described previously). It is also of
great concern that many M.E. patients are ONLY
offered ‘treatments’ such as CBT and GET – while
access to even basic appropriate medical care is
withheld.
Enough people with M.E. have had their long-term
quality of life destroyed – or have been killed – by
the inappropriate use of these interventions. That
this can be allowed to happen in such a supposedly
enlightened day and age as ours defies belief. Yet
the rate of people with M.E. recommended or even
forced to exercise continues to rise, and with the
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full support of government, the mainstream medical
community and the media.
People with M.E. must again be treated as is
ethically and scientifically appropriate, and not
merely in a way designed to suit certain political
and financial considerations. What is happening
today to people with Myalgic Encephalomyelitis is
a gross violation of basic human rights.
– Myalgic Encephalomyelitis is a disabling neurological disease that is very similar to multiple sclerosis (M.S.) and polio (poliomyelitis). Earlier names
for M.E. were ‘atypical multiple sclerosis’ and
‘atypical polio.’
– Myalgic Encephalomyelitis is a neurological
disease characterised by scientifically measurable
post-encephalitic damage to the brain stem. This
is always damaged in M.E., hence the name M.E.
The term M.E. was coined in 1956 and means:
My = muscle, Algic = pain, Encephalo = brain,
Mye = spinal cord, Itis = inflammation. This neurological damage has been confirmed in autopsies
of M.E. Patients.
– Myalgic Encephalomyelitis has been recognised
by the World Health Organisation’s International
Classification of Diseases since 1969 as a distinct
organic neurological disease with the ICD code
G.93.3.
– Myalgic Encephalomyelitis is primarily neurological,
but also involves cognitive, cardiac, cardiovascular,
immunological, endocrinological, metabolic, respiratory, hormonal, gastrointestinal and musculoskeletal dysfunctions and damage. M.E. affects all
vital bodily systems and causes an inability to maintain bodily homeostasis. More than 64 individual
symptoms of M.E. have been scientifically documented.
– Myalgic Encephalomyelitis is an acute (sudden)
onset, infectious neurological disease caused by
a virus (a virus with a 4-7 day incubation period).
M.E. occurs in epidemics as well as sporadically
and over 60 M.E. outbreaks have been recorded
worldwide since 1934. There is ample evidence
that M.E. is caused by the same type of virus that
causes polio; an enterovirus.
– Myalgic Encephalomyelitis can be more disabling
than MS or polio, and many other serious diseases.
M.E. is one of the most disabling diseases there
is. More than 30% of M.E. patients are housebound,
wheelchair-reliant and/or bedbound and are
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severely limited with even basic movement and
communication.
– Why are Myalgic Encephalomyelitis patients so
severely and uniquely disabled? For a person to
stay alive, the heart must pump a certain base-level
amount of blood. Every time a person is active,
this increases the amount of blood the heart needs
to pump. Every movement made or second spent
upright, every word spoken, every thought thought,
every word read or noise heard requires that more
blood must be pumped by the heart.
However, the hearts of M.E. patients only pump
barely pump enough blood for them to stay alive.
Their circulating blood volume is reduced by up to
50%. Thus M.E. patients are severely limited in
physical, cognitive and orthostatic (being upright)
exertion and sensory input.
This problem of reduced circulating blood volume,
leading to cardiac insufficiency, is why every brief
period spent walking or sitting, every conversation
and every exposure to light or noise can affect M.E.
patients so profoundly. Seemingly minor 'activities'
can cause significantly increased symptom severity
and/or disability (often with a 48-72 hour delay in
onset), prolonged relapse lasting months, years
or longer, permanent bodily damage (eg. heart
damage or organ failure), disease progression or
death.
If activity levels exceed cardiac output by even
1%, death occurs. Thus the activity levels of M.E.
patients must remain strictly within the limits of
their reduced cardiac output just in order for them
to stay alive.
M.E. patients who are able to rest appropriately
and avoid severe or prolonged overexertion have
repeatedly been shown to have the most positive
long-term prognosis.
– Myalgic Encephalomyelitis is a testable and
scientifically measurable disease with several
unique features that is not difficult to diagnose
(within just a few weeks of onset) using a series
of objective tests (eg. MRI and SPECT brain scans).
Abnormalities are also visible on physical exam in
M.E.
– Myalgic Encephalomyelitis is a long-term/lifelong
neurological disease that affects more than a
million adults and children worldwide. (Causes of
death in M.E. include heart failure.)

A Summary of the Facts of
Myalgic Encephalomyelitis
Copyright © by Jodi Bassett January
2009 on www.ahummingbirdsguide.com
This version updated March 2009
> Myalgic Encephalomyelitis is a disabling neurological disease that is very similar to multiple sclerosis
(M.S.) and polio (poliomyelitis). Earlier names for
M.E. were ‘atypical multiple sclerosis’ and ‘atypical
polio.’
> Myalgic Encephalomyelitis is a neurological disease characterised by scientifically measurable postencephalitic damage to the brain stem. This is always
damaged in M.E., hence the name M.E. The term
M.E. was coined in 1956 and means: My = muscle,
Algic = pain, Encephalo = brain, Mye = spinal cord,
Itis = inflammation. This neurological damage has
been confirmed in autopsies of M.E. patients.
> Myalgic Encephalomyelitis has been recognised
by the World Health Organisation’s International
Classification of Diseases since 1969 as a distinct
organic neurological disease with the ICD code
G.93.3.
> Myalgic Encephalomyelitis is primarily neurological,
but also involves cognitive, cardiac, cardiovascular,
immunological, endocrinological, metabolic, respiratory, hormonal, gastrointestinal and musculo-skeletal
dysfunctions and damage. M.E. affects all vital
bodily systems and causes an inability to maintain
bodily homeostasis. More than 64 individual symptoms of M.E. have been scientifically documented.
> Myalgic Encephalomyelitis is an acute (sudden)
onset, infectious neurological disease caused by a
virus (a virus with a 4-7 day incubation period). M.E.
occurs in epidemics as well as sporadically and over
60 M.E. outbreaks have been recorded worldwide
since 1934. There is ample evidence that M.E. is
caused by the same type of virus that causes
polio; an enterovirus.
> Myalgic Encephalomyelitis can be more disabling
than MS or polio, and many other serious diseases.
M.E. is one of the most disabling diseases there is.

wheelchair-reliant and/or bedbound and are severely
limited with even basic movement and communication.
> Why are Myalgic Encephalomyelitis patients so
severely and uniquely disabled? For a person to
stay alive, the heart must pump a certain baselevel amount of blood. Every time a person is active,
this increases the amount of blood the heart needs
to pump. Every movement made or second spent
upright, every word spoken, every thought thought,
every word read or noise heard requires that more
blood must be pumped by the heart.
However, the hearts of M.E. patients only pump,
barely pump enough blood for them to stay alive.
Their circulating blood volume is reduced by up to
50%. Thus M.E. patients are severely limited in
physical, cognitive and orthostatic (being upright)
exertion and sensory input.
This problem of reduced circulating blood volume,
leading to cardiac insufficiency, is why every brief
period spent walking or sitting, every conversation
and every exposure to light or noise can affect M.E.
patients so profoundly. Seemingly minor 'activities'
can cause significantly increased symptom severity
and/or disability (often with a 48-72 hour delay in
onset), prolonged relapse lasting months, years
or longer, permanent bodily damage (eg., heart
damage or organ failure), disease progression or
death.
If activity levels exceed cardiac output by even
1%, death occurs. Thus the activity levels of M.E.
patients must remain strictly within the limits of their
reduced cardiac output just in order for them to
stay alive.
M.E. patients who are able to rest appropriately
and avoid severe or prolonged overexertion have
repeatedly been shown to have the most positive
long-term prognosis.
> Myalgic Encephalomyelitis is a testable and
scientifically measurable disease with several unique
features that is not difficult to diagnose (within just
a few weeks of onset) using a series of objective
tests (eg. MRI and SPECT brain scans). Abnormalities
are also visible on physical exam in M.E.
> Myalgic Encephalomyelitis is a long-term/lifelong
neurological disease that affects more than a million
adults and children worldwide. (Causes of death
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Contributing Causes of
Chronic Fatigue – a New
Approach
by Rosalind Adams
Good days and bad days – it is so hard to live
with being so physically unpredictable, not knowing
ahead of time whether we will or won't have the
energy for any particular undertaking. It does seem,
sometimes, that the chronic fatigue ogre just lies in
wait, hiding and pouncing when it is least expected,
or when we otherwise think we are in for a good
day. I well remember the odd days when I would get
up in the morning feeling not too bad at all, and I
would eat, potter around, and take a shower – and
then suddenly find myself lying on the bed snoozing,
unable to do any more that day. If you have good
days and bad days, then read on. Or even if you
only have bad days, this still may interest you. There
may be something more complex at play here.
In many countries in the world (notably Japan and
Sweden, but others as well) there is a new branch
of medicine emerging, called Environmental Medicine. It deals with the effect that environmental
pollutants have on human and other biology, and
the many health problems that are just beginning
to emerge as a result of long-term exposures at
relatively low levels. The Canadian medical establishment, like the American, is unfortunately rather
slow to accept these new ideas, but that does not
mean the principles do not apply to our Canadian
bodies as much as anyone else's.
Apparently a growing number of people are being
found to be hyper-sensitive to all sorts of environmental
pollution that was previously considered to be at
“safe” levels. Some people are sensitive to extremely
low levels of man-made chemicals or mold, others
to electrical fields or radio signals. We did not evolve
with these chemicals or electric fields in our environment, and unfortunately many of us cannot adapt
fast enough to cope with them very well.
The health complaints that are associated with
these sensitivities form a pattern that is familiar to
all too many of us; they include fibromyalgia, extreme
allergies, chronic fatigue, chronic pain, multiple
sclerosis, ADHD and autism in children, etc. Studies
have shown that environmental sensitivities are
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implicated even with things like diabetes and
cancer.
People often become sensitised by an
overexposure to something, either chemical or
electrical, and either all at once (for example, the
firemen who worked in the World Trade Center)
or gradually over a long period of time (like
people who work in 'sick' buildings). Other types
of stress occurring at the same time as the overexposure is often a contributing factor.
People with these sensitivities are said to have
Environmental Illness, and to have either or both
Multiple Chemical Sensitivity or Electrical HyperSensitivity. These are the terms you might use to
find out more about the subject. Many studies
have been done, and there is a lot of information
out there about these subjects, if you search for
it.
Once we are sensitised, the pollutants that cause
us such problems are found almost everywhere
in our modern life, and so it is sometimes hard to
identify and remove them. They include, for example,
gas, oil and electric heating, plastics, wi-fi internet,
basement mold, perfumes, dyes and inks, portable
house phones, cell phones & towers, computers
and TVs, many cosmetics and hygiene products,
different food families, chlorine, food additives, and
many, many more. The list is almost endless. Different people are sensitised to different sets of things,
according to their own history, just as different
people's bodies break down in different ways. Not
everyone is sensitive to everything, and so it is
extremely hard for medicine to quantify or test us,
though there are many factors we all have in
common.
So what does this mean for you, if this stuff is all
around us anyway, and our doctors do not know
much about the subject? Surprisingly, there is quite
a lot you can do to remove electrical and radio pollution and toxic chemicals from your home. As I
have removed chemical and electrical pollutants
in my home environment, the chronic fatigue has
actually improved substantially. With continued
avoidance, as well as work to detoxify and help
the body heal itself, some people have actually
reversed their sensitivities and also their fatigue.
Something worth looking into!
If your chronic fatigue is constant and continuous,
try some of the recommendations on the websites
below. It may take several changes for any effect

to be noticed, so start with the least expensive
and gradually change your home environment
and habits.
If you have good days and bad days, you need to
become a real sleuth. Keep a journal of when you
feel better or worse and what you are eating, doing,
where you are, etc. at the time. Then try to isolate
what in that environment may be the issue.
For example, regarding my morning example at
the start of this article, I determined that it was my
shower that was doing me in – I was always worn
out immediately afterwards whether I showered at
6:30 a.m. or noon. I tried changing the soap and
shampoo and shower cleaner, and even the detergent I washed the towels in, and nothing helped.
Finally one day, when I was using bleach to clean
the mould off the shower curtain, I suddenly had
to go lie down and nap, and I realized that it was
the chlorine that the municipality puts in my water
that was causing me to 'crash' after the morning
shower, and so purchasing a shower filter was in
order. And with 'cleaner' shower water, suddenly,
on the days when I started out feeling relatively
decent, it lasted well past my morning shower!
Another day I suddenly got dizzy and exhausted
for no apparent reason. I could smell nothing and
couldn't figure out why, until I looked around me –
I had just sat down in a friend's house, and there on
a shelf immediately behind my chair was a cordless
phone in its cradle. This reinforced my belief that
cordless phones are like kryptonite to me, and I
swapped my own cordless phones for old-fashioned
corded ones in my own home. There was no immediate payback this time, but overall my fatigue has
lessened considerably over the time I have been
'detoxifying' my home environment.
For more information see the websites and books
below, or you can contact me through the M.E.
Victoria Association.
http://www.weepinitiative.org/areyou.html
http://www.multiplechemicalsensitivity.org/index.php
Http://video.google.com/videoplay?docid=628402
0723745580379
Invisible Illness / Gloria Gilbere
The Body Electric: Electromagnetism and the
Foundation of Life / Robert O. Becker and Gary
Selden
The Biology of Belief / Bruce Lipton
Excitotoxins: The Taste That Kills / Russell L.
Blaylock

An Autobiography in
Five Chapters
Chapter 1
I walk down the street.
There is a deep hole in the sidewalk.
I fall in.
I am lost.....I am helpless.
It isn’t my fault.
It takes forever to find a way out.
Chapter 2
I walk down the same street.
There is a deep hole in the sidewalk.
I pretend I don’t see it.
I fall in, again.
I can’t believe I am in the same place.
But it isn’t my fault.
It still takes a long time to get out.
Chapter 3
I walk down the same street.
There is a deep hole in the sidewalk.
I see it is there.
I fall in....it’s a habit....but, my eyes are open.
I know where I am.
It is my fault.
I get out immediately.
Chapter 4
I walk down the same street.
There is a deep hole in the sidewalk.
I walk around it.
Chapter 5
I walk down a different street.
Anonymous

Brilliant Household Tip
Always keep several
Get well cards on the mantle...
So if unexpected guests arrive,
They will think you’ve been sick
And unable to clean
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Upcoming Events!
Spring Garden Party
June 10th at 2:00 – 5:00pm ~ At 1908 Stanley Ave.
You could be the lucky one to enjoy a fabulous meal at the Blue Fox Cafe!
To enter, simply pay your 2009 membership fees. The draw will be made
June 10
There are many healthy, allergy-sensitive options.
Summer Party
August 12th
~
4:00 6:00 pm
At 861 Ferrie Rd.
Come and join Ken and Kim on their new deck for a Barbecue. They are
the perfect hosts, and you are sure to be welcomed with a friendly smile.
Interested in knowing more about lyme disease?

Beth Politano

M.E.V.A. and the Fibromyalgia Network are proud to present the
documentary,
“UNDER OUR SKIN”
On October 2 ~ At 1:00 pm ~ At the Begbie Hall
After the viewing, the Victoria Lyme Disease Awareness Group will be
available for a question and answer period.

www.members.shaw.ca/me.victoria
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