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Summary--Observations concerning the characteristics of patients who presented to a medical clinic with 
a principal complaint of chronic medically unexplained fatigue (Chronic Fatigue Syndrome or CFS) are 
described, including the cognitions (thoughts and assumptions) elicited from a sample of these patients 
who were treated using cognitive behavioural therapy. On the basis of these observations a cognitive 
theory of the aetiology of CFS is proposed. These observations have implications for the treatment of 
patients with CFS. 

INTRODUCTION 

The term Chronic Fatigue Syndrome has been used to describe a condition characterised by a 
principal complaint of fatigue that is of at least six months duration, is associated with disability, 
and is unexplained by a diagnosable physical disease (Holmes, Kaplan, Gantz, Komaroff, 
Schonberger, Straus et al., 1988; Sharpe, Archard, Banatvala, Borysiewicz, Clare, David et al., 
1991). The nature and aetiology of this condition remains controversial (Wessely, 1991). On the 
one hand many patients report that the onset of the illness followed a viral infection and often 
regard this as the cause (Sharpe, Hawton, Seagraott & Pasvol, 1992), whilst on the other a number 
of psychiatric studies have demonstrated a strong association between chronic fatigue and 
emotional disorder, i.e. anxiety and depression (Kendell, 1991). 

It is clear to the clinician that neither of these factors alone are sufficient to fully explain the 
clinical features of CFS, and that a more complex explanation is required. Wessely, David, Butler 
and Chalder (1989) have proposed that several factors, including the patient's belief in physical 
disease, inactivity and depressive disorder, interact to perpetuate the illness. According to this 
theory the symptoms of CFS are caused, at least in part, by depression and physiological 
de-conditioning. The attribution of these symptoms to disease leads to avoidance of activities, 
thereby exacerbating both depression and de-conditioning, and producing a vicious circle. Whilst 
this theory has led to constructive developments in the treatment of patients with CFS (Butler, 
Chalder, Ron & Wessely, 1991) it also has important shortcomings. First, it does not, in 
our opinion, adequately explain the clinical features of CFS; second it does not address the 
genesis of CFS but only its perpetuation and third, its unacceptability to many patients is 
associated with a high treatment refusal rate (Butler et al., 1991). We propose that a greater 
consideration of cognitive factors would provide a more complete explanation of the clinical 
features of CFS, enhance our understanding of the aetiology, and have important implications for 
treatment. 

The aims of this paper are to report our observations of the typical clinical features of patients 
with CFS, to outline the illness cognitions elicited from patients, and to propose a cognitive theory 
of the aetiology of the condition. This is a preliminary report. Limitations in the generalizability 
of our observations and in the explanatory power of the theory we propose are discussed in the 
context of the psychological literature concerning CFS. Questions that must be addressed by future 
research are considered, and implications for the treatment of patients outlined. 

*Author for correspondence. 
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OBSERVATIONS 

We have psychologically assessed more than 100 patients meeting criteria for CFS (Sharpe et 
al., 1991) and treated more than 50 using a cognitive behavioural approach (Sharpe, 1993). The 
patients were all recruited from referrals to an infectious disease clinic (the characteristics of this 
sample will be described elsewhere). Based on systematic clinical observation we propose that 
certain clinical features are common to the majority of patients. These are described below, and 
listed in Table I. 

Symptoms 

Patients were selected on the basis of the symptoms of physical and mental fatigue (also described 
as tiredness or exhaustion). Fatigue was defined as a subjective complaint and was differentiated 
from somnolence and lack of motivation. The fatigue had the important quality of being 
exacerbated by activity. Many other symptoms were commonly reported by patients and included 
poor concentration and memory, muscular pain, breathlessness and dizziness. 

Emotions 

A striking characteristic of the patients we assessed was the relative absence of expressed distress 
despite the presence of somatic symptoms typically associated with anxiety and depression. Patients 
often expressed frustration about their inability to do things, but only rarely did they spontaneously 
report feeling anxious or depressed. When anxious or depressed mood was elicited by direct 
questioning the emotion was typically reported by patients to be a consequence of the fatigue, and 
not a primary problem. 

Specific illness beliefs 

Most patients believed that their illness was due to a physical disease. This disease was usually 
considered to be a consequence of a viral infection and had frequently been self-diagnosed as 
myalgic encephalomyelitis or "M.E." (Dowsett, Ramsay, McCartney & Bell, 1990). Any suggestion 
that the illness could be caused by psychological or social factors was usually resisted by the patient. 
The exploration of this resistance revealed that psychological problems such as depression were 
regarded by the patients as indicating weakness, fault or blameworthiness. 

Patients also commonly thought of symptoms as not only being unpleasant but also being an 
indicator of worsening of the disease process. Consequently any activity that exacerbated symptoms 
was considered to be harmful or to increase the risk of 'relapse' and was therefore avoided. Rest 
was almost universally regarded as the best way to hasten recovery. Perhaps surprisingly, patients 
were rarely concerned about the possible presence of serious occult physical disease (other than 
CFS or ME) and, unlike many patients with hypochondriasis (Warwick and Salkovskis, 1990), not 
at all concerned that their illness could be life-threatening. 

Behaviour 

As may be expected given the illness beliefs described above, activity was generally avoided and 
prolonged periods of rest pursued. Patients' records of activity revealed, however, that periods of 
rest were often interrupted by bursts of exertion, during which they attempted to perform at 
pre-morbid levels. These bursts of activity typically failed to achieve the intended aim, resulted in 
an exacerbation of the fatigue and other symptoms, and were followed by a return to inactivity. 
A repeated oscillation between rest and bursts of activity was observed. 

Symptoms 

Illness beliefs 

Behaviour 

Emotion 

Table I. Clinical features of CFS 

Physical and mental fatigue 
Muscle pain 
Symptoms associated with sympathetic nervous system activity 
Attribution of symptoms to disease 
Fear of exacerbating symptoms 
Concern with lost performance 
Avoidance of activity 
Oscillation between activity and inactivity 
Frustration 
Reduced expression of anxiety and depression 
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Personality and pre-morbid lifestyle 
Enquiry of both patients and their families typically revealed a pre-morbid personality 

characterized by a marked achievement orientation, perfectionism, and high standards for work 
performance, responsibility and personal conduct. Patients also described themselves as "bottling 
up feelings" and "putting on a brave face". They commonly placed great value on the opinion that 
others held of them. Their pre-morbid lifestyles were similarly characterized by prolonged striving 
to meet both their own high standards and the expectations of others. 

Onset of illness 
Onset was usually reported as having occurred in association with the symptoms of a 'viral 

illness'. Further enquiry, however, typically revealed major psycho-social stressors and difficulties 
preceding the onset of illness. These included chronic relationship and work difficulties, bereave- 
ment and difficulty negotiating life changes. These difficulties often remained unresolved many 
months after the onset of the illness. 

A COGNITIVE THEORY OF CFS 

We have developed a cognitive theory of CFS that attempts to explain how certain life stresses 
may precipitate CFS in pre-disposed persons, and how cognitive, behavioural, physiological and 
social factors then interact to perpetuate the illness. Before describing this formulation it is 
necessary to outline the illness cognitions elicited from patients during assessment and therapy. The 
standard methods of cognitive therapy were used to elicit thoughts about the illness and to explore 
the patients' assumptions (Beck, Rush, Shaw & Emery, 1979). 

Thoughts 
Thoughts were elicited in treatment sessions and also recorded by patients in weekly diaries. 

Three major themes repeatedly emerged: 

(1) The effects of activity on performance and on the course of the illness e.g. "This activity will 
make me feel worse", "I should be resting". 

(2) The comparison of current performance with previous high standards: e.g. "I used to be able 
to do this better", "I could do this better before" and also the negative implications of 
inactivity e.g. 'Tm getting left behind". 

(3) The importance of the opinions of others e.g. "I must be seen to cope" and "people will think 
I'm lazy". 

Underlying assumptions 
During treatment the beliefs and assumptions underlying the patients' reported cognitions were 

explored. The themes which emerged were also remarkably consistent: 

(1) The most commonly encountered theme concerned high standards, often with the implication 
that failure to meet standards would indicate failure as a person, or unacceptability to others, 
e.g. "If I don't meet all my responsibilities to others all the time I am a failure". The standards 
set typically had an 'all or nothing' quality, e.g. "Unless I've achieved all my career aims I've 
failed". 

(2) The second most common theme concerned the importance of psychological strength, and of 
not admitting to weakness or negative feelings, e.g. "I must never admit to difficulties" and 
"It's stupid to have miserable thoughts". 

Table 2. Aetiological factors 

Premorbid personality 

Events at onset 

Hard-working and achievement oriented 
Tendency to 'bottle up' feelings 
Chronic pressures to perform 
Life events 
Symptoms of acute illness 
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Thus patients had assumptions which implied that self-respect and the respect of others depended 
on achieving high standards in most spheres of life. Furthermore these standards had to be attained 
without sign of weakness or complaint. The anticipated consequence of not meeting standards was 
failure and rejection. 

Patients' recollection of their childhood experience suggests that the assumptions outlined above 
may have arisen as a result of an upbringing in which recognition, acceptance and affection were 
contingent on meeting high standards and parental expectations, and where the admission of 
difficulty or the expression of negative emotion produced an unsympathetic response. 

THE AETIOLOGY OF CFS 

In describing our theory of the aetiology of CFS we consider predisposing, precipitating and 
perpetuating factors separately. 

The predisposition to CFS 

The assumptions outlined above may drive the person to considerable pre-morbid striving and 
achievement but also confer a vulnerability to certain situations. 

The precipitation of CFS 

This usually involves a combination of psycho-social stress and an acute illness. The important 
stressors are those that either place severe demands on the person or lead to a depletion of their 
personal resources or both. A minor illness may then act as the final precipitating event or as a 
"last straw" which tips the person into not coping. In terms of cognitive theory (Beck et al., 1979) 
the person's perception of their inability to perform can be regarded as a "critical incident" which 
activates their assumptions concerning achievement, strength, and personal worth. A typical initial 
reaction to such a situation is for the person to try even harder to meet targets, despite increasing 
exhaustion. When the strategy of "pressing on" eventually fails, the person enters a state of chronic 
exhaustion, frustration and demoralization. 

This predicament demands both a personal and a social explanation. When considering possible 
explanations for their state the person is influenced by the unacceptability of what they may see 
as the only alternative explanation to physical disease, i.e. failure to cope, or a psychological 
condition such as depression (both of which are regarded as implying that they are weak or at fault). 
This bias leads to a focus on somatic rather than emotional aspects of the illness, and favours a 
physical rather than a psychological explanation. Thus patients often say "It  can't be depression 
because I'm not that sort of person". This conceptualisation of the origin of CFS is illustrated in 
Fig. 1. 

The perpetuation of CFS 

Once a state of fatigue is established, cognitive, behavioural, emotional, physiological and social 
factors may act to perpetuate it. For many patients, concern about the cause of the symptoms may 
crystallize into a belief in a specific disease such as post-viral syndrome or "M.E.".  Information 
about this illness may be obtained from friends, or from published material. The patient's own 
symptoms are likely to match at least some of the large number listed as indicating a diagnosis 
of CFS or of ME (Macintyre, 1992; Fisher, 1989). We suggest that the symptoms of fatigue, poor 
concentration and muscle pain (which are commonly exacerbated by exertion) result from the 
physiological changes accompanying chronic emotional distress and inactivity. 

If the symptoms are regarded as indicating the presence of a disease process, anything that 
exacerbates the symptoms tends to be avoided. The avoidance of activity may indeed reduce 
symptoms, but only in the short term. In the longer term avoidance serves to perpetuate the 
intolerance of physical and mental activity. 

An opposing motivation to avoidance is the desire to perform and to meet responsibilities. 
Episodic attempts to perform at pre-morbid levels inevitably fail however, and also exacerbate 
symptoms. The repeated experience of failure, and fear of exacerbating the disease serve to reinforce 
the patient's belief that they are suffering from an insurmountable disease, and cause further 
emotional distress. 
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Dysfunctional Assumptions 

If I am to be acceptable to myself and to others I must: 

(a) achieve high standards of performance and responsibility 

(b) be in control of my emotions and not display weakness 

Premorbid behoviour 

Strive for high standards. Do not complain or admit to any weakness. Neglect own needs. 

Critical Incidents 

Excessive demands (eg prolonged work stress) or reduced ability to meet demands 

(eg emotional consequences of life events, viral illness) leading to failure to meet 

requirements of assumptions. 

J /  
Behuviour Emotion 

Try harder " Frustration 

Do not complain Distress 

Symptoms Thoughts 

Fatigue Why am I not coping ? 

Autonomic arousal l must be physically ill 

Fig. 1. Theoretical cognitive model of aetiology of CFS. 

A vicious cycle alternating between frustrated effort and ineffectual rest, maintained by the 
at tr ibution o f  symptoms to disease, traps the patient in chronic illness, Oscillations in activity 
precludes the a t ta inment  o f  any sustainable increase in the capacity for activity. A focus on disease 
distracts the patient f rom tackling psychological and social difficulties. This cycle is illustrated in 
Fig. 2. 

Thoughts " I'm making myself ill" "I used to do more" 

Behaviour 

Consequences 

"I  must rest to get better" 

A i i d  activity 

E~ction in sympto 

Failure to live up to standards 

" I should try harder" 

) 
Burst of activity 

) 
Some achievement 

BUT 

Increased symptoms and poor performance 

Fig, 2. The perpetuation of CFS 
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With increasing chronicity attempts to regain previous standards are abandoned, and an 
increasing preoccupation with symptoms, invalidism and disease develops. The result is increasing 
disability, demoralisation and ultimately, acceptance of a life of illness. 

A case example  

Ms A was referred with a history of chronic fatigue of one year's duration. Other symptoms 
included aching joints, headaches and sore throats. She had given up a stressful job as the head 
of the Language department at a local college because of her illness. Ms A was the youngest in 
a family which placed very high value on standards and success in both personal and academic 
life. Her older brother was both bright and socially successful. 

Thoughts elicited at assessment included the following: "I'm ill and I must rest to get better" 
and also "I should try harder to cope". During therapy the assumptions identified were "Unless 
I'm achieving, I'm not a person in my own right" and "People only value me if I'm strong, 
successful, cheerful and well". 

The formulation hypothesized that these assumptions were activated following a period of 
increased demands in Ms A's work, and the break up of the relationship with her fiancre. As she 
became more exhausted she increasingly resorted to rest as a means of regaining her strength. Her 
assumptions also caused her to think that she was "wasting time" and "not achieving her 
potential". As a result she would again push herself hard, feel unable to relax, achieve less than 
she thought desirable, become frustrated, stressed and anxious, and experience more physical 
symptoms. The explanation that a physical illness was responsible for her illness protected her 
self-esteem (since it did not imply that she was in any way to blame for her plight), but prevented 
her tackling her excessive work demands and resolving the emotions associated with loss. 

DISCUSSION 

We have suggested that certain clinical characteristics are common in patients with CFS and that 
cognitive factors are essential in developing an adequate understanding of the aetiology of this 
illness. We have also described the cognitions (thoughts and underlying assumptions) we have 
encountered in patients with CFS and suggested a theory of the aetiology in which these cognitions 
play a key role. 

Fatigue is the central symptom of CFS but others are commonly reported including muscle pain, 
poor concentration, disturbed sleep and other somatic complaints (Komaroff & Buchwald, 1991). 
These symptoms all occur in patients with emotional disorder (Wessely & Powell, 1989) and a 
diagnosis of depression can frequently be made in patients regarded as suffering from CFS 
(Kendell, 1991). It seems likely therefore that many or all of the symptoms of CFS can be explained 
on the basis of emotional disorder and associated pathophysiological processes (Sharpe & Bass, 
1992). 

We have observed that the predominant emotion reported by patients with CFS is frustration 
and suggested that this may be because they attribute impaired performance to a disease, rather 
than to themselves. A failure to attain goals has been previously suggested as a cause of both 
frustration and fatigue (Bartley, 1943). 

The tendency of patients with CFS to favour physical disease as the basis of their symptoms and 
to reject psychological explanations has been noted by others (Matthews, Manu & Lane, 1989; 
Powell, Dolan & Wessely, 1990). We have argued that the patients' belief in a physical disease 
process is an understandable result of their attempt to make sense of a poorly understood illness. 
In addition we have suggested two factors which lead to them choosing a physical disease as the 
best explanation of their illness. These are first, their experience of somatic symptoms unexplained 
by doctors but readily understood in terms of a diagnosis of post-viral fatigue or ME, and second, 
their bias against explanations that carry the social meaning of weakness, blame, or failure to cope 
(Mechanic, 1972). 

Social pressures do not only impinge on persons with CFS; the cognitive perspective explains 
why patients who present with CFS may be more vulnerable than others to the current social 
emphasis on achievement (Ware & Kleinman, 1992; Abbey & Garfinkel, 1991) and to the cultural 
stigma associated with psychological problems (Abbey, 1993). 
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Once adopted, the disease attribution for the symptoms tends to be maintained by its effect in 
reducing the social blame and loss of self-esteem which would be experienced if the patient's plight 
were conceived of in terms of failure to perform, or of depression. This protective function of the 
disease attribution has been suggested as an important process in the aetiology of the somatic 
expression of distress in general (Goldberg & Bridges, 1988) as well as a process relevant to CFS 
in particular (Powell et al., 1990; Stewart, 1990). The blame avoiding function of the disease 
attribution may also explain why the physical basis of the illness is so vociferously defended by 
patients and by patient organizations. 

The role of patients' groups in championing the role of physical disease processes and also in 
advocating the avoidance of activity probably reflects many existing patients' belief about their 
illness, but may also influence those searching for an explanation of their situation. Indeed it 
appears that members of patient groups are more likely to exhibit the beliefs and behaviours that 
perpetuate CFS (Sharpe et  al., 1992). The experience of having their illness repeatedly dismissed 
or invalidated by others as "all in the mind" (Ware, 1992) is also likely to strengthen the patients' 
conviction in a physical cause, and their desire to prove to others that it is a 'physical' and not 
a 'psychological' condition. 

The observation that CFS sufferers are conscientious, perfectionistic high achievers is 
not new (Puffer & McShane, 1991; Komaroff, 1988; Abbey & Garfinkel, 1990). Such persons 
may manifest a particular response to a situation in which they are unable to attain self- 
imposed standards for performance. Similar characteristics have been described as typical of 
the 'autonomous personality' (Beck, 1983). Beck has suggested that the state of "depression" 
in such achievement-oriented individuals takes a different form from that seen in the socio- 
tropic, or relationship-focused persons and is characterised by the rejection of help, pessimism 
about recovery and a greater concern about the ability to perform. Patients with CFS share 
many of these characteristics, but differ by rarely reporting low self-worth. We have argued 
that persons with CFS share many of the characteristics of the depressed auto- 
nomous personality but differ because the disease attribution of CFS modifies the symptom 
pattern. 

A number of factors may precipitate the illness in a vulnerable personality. They include chronic 
adversity such as being over-stressed or blocked in career, and also factors that reduce the internal 
capacity for performance such as depression consequent on loss. We have suggested that the 
common factor to these situations is an inability to perform or to achieve. Viral illness appears 
to be a common precipitant which we conceive of as acting as a "last straw". Others have noted 
the occurrence of life events and stresses prior to the onset of CFS (Wood, Bentall, Gopfert & 
Edwards, 1991) although more systematic studies are required. 

We have proposed that once the illness is established, cognitive, behavioural, emotional, 
physiological and social factors may perpetuate it. An important cognitive factor is the attribution 
of symptoms to physical disease. There is evidence that this attribution predicts a worse outcome 
(Sharpe et al., 1992; Wilson, Hickie, Lloyd, Hadzi- Pavlovic, Boughton, Dwyer & Wakefield, 1994). 
This may be because the attribution also leads to a disease orientated way of coping with a complex 
predicament, a focus on bodily sensations (Pennebaker, 1982), and to avoidance rather than 
confrontation of social stressors. 

Avoidance as a general coping style in patients with CFS has been previously reported and 
avoidance is associated with persistent disability (Sharpe et  al., 1992). 

Whilst viral and immunological processes in CFS have been subject to considerable scrutiny, 
physiological mechanisms that may underlie symptoms have received less attention. There is 
evidence to suggest that in addition to suffering the physiological disturbances associated with 
emotional distress (Wessely & Powell, 1989), which includes hyperventilation in some patients 
(Saisch, Deale, Gardner & Wessely, 1994), patients with CFS may also be physically unfit (Riley, 
O'Brien, McCluskey, Bell & Nicholls, 1990). Although some researchers have set out to seek a 
single biological cause of CFS we consider it more likely that the pathophysiological mechanisms 
underlying the production of symptoms are heterogenous (Schwartz, 1988). The model we have 
proposed suggests that it is not a particular biological process, but rather specific psychological 
and behavioural mechanisms that are the common factors determining the clinical characteristics 
of the syndrome. 
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Limitations of the observations and theory 

In this paper we have reported observations about patients who presented to a medical clinic 
with chronic disabling fatigue and have linked these in a theoretical model of aetioiogy. Both 
observations and theory must be regarded as preliminary. The observations we have made are 
subject to important limitations. First, the patient sample on which they are based is likely to be 
biased both by general practitioner referral patterns, and by patient help-seeking behaviour. 
Second, patients who are referred to hospital with CFS are unlikely to form a homogenous group 
and it is possible that a larger sample of patients would demonstrate greater heterogeneity. Third, 
the observations have been made during treatment and require confirmation by objective 
measurement techniques. Finally, the degree to which our observations are specific to patients with 
CFS remains to be evaluated. 

Although the theory proposed is not intended to be definitive, we hope it will serve to highlight 
hitherto neglected aspects of the illness. The ultimate test of the usefulness of a cognitive approach 
to CFS will depend on its capacity to stimulate research and to improve the treatment of patients. 

Future research 

Tests of the cognitive model will have to determine the following: 

(a) The specificity of the characteristic cognitions and assumptions: comparisons with normal 
persons and with patients from other diagnostic groups (e.g. depression and hypochondriasis) 
are required. 

(b) The role of characteristic cognitions in the aetiology and perpetuation of CFS: this requires 
further experimental investigation including treatment trials in which the patients' cognitions 
are elicited and challenged. Such trials are in progress (Sharpe, 1993). 

(c) The role of life stresses in precipitating CFS and chronic social difficulties in perpetuating the 
illness. 

Therapeutic implications 

The cognitive model has clear implications for the treatment of patients with CFS. Our own 
clinical experience has emphasised several points as being particularly important: 

Engagement. The invitation to consider a psychological approach may imply to the patient that 
they have psychological problems, and that they are seen as weak and responsible for their plight. 
Strategies to achieve positive engagement without causing an intolerable threat to patients' views 
of themselves are therefore required. These include taking adequate time to develop a shared 
understanding of the problem (see below) and emphasising that even if a problem is partly 
psychological in aetiology, this does not imply that the person has a blameworthy character. It can 
also be pointed out that it is high standards for performance and responsibility rather than the 
opposite that makes them vulnerable in the face of intolerable demands. 

Developing a shared understanding of the problem. Patients will often start with a simple physical 
explanation of their symptoms (e.g. "All my symptoms are caused by a virus"). Rather than 
challenging this explanation directly, or attempting to replace it with an equally reductionist 
psychological model ("All your symptoms are caused by depression") we have found that it is 
preferable to build on the patient's existing explanatory model. The first step is to separate 
precipitating and perpetuating causes of the illness, and the second is to introduce the notion that 
cognitive and behavioural factors have a role in the perpetuation of the illness. In this way therapist 
and patient may begin to work collaboratively at a cognitive level, focusing on cognitions and 
assumptions, and setting up experiments in which the contribution of these factors can be assessed. 

The reduction of oscillations in level of activity. The recording of levels of activity and symptoms 
typically illustrates the oscillation between attempted activity and 'relapse'. Activity scheduling, 
with an emphasis on smoothing out these oscillations and placing as high an emphasis on reducing 
striving to achieve as on reducing rest, is a helpful means of stabilizing the level of activity in the 
early stages of treatment. 

The negotiation of modest and attainable goals. Patients often suggest unrealistically ambitious 
goals for treatment. This would be expected from the extreme nature of their assumptions about 
performance. The negotiation of reasonable targets for treatment can free the patient from the 
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repeated failure that results from attempting to achieve pre-morbid levels of attainment too quickly. 
It may therefore be as important to reduce the patients' immediate goals as it is to help them to 
avoid excessive rest. 

Being aware of excessive compliance. The meticulous completion of large amounts of homework 
and failure to express thoughts and feelings may lull the therapist into a false sense of security. 
Such behaviour is unlikely to lead to longer term improvement and may hide simmering 
disagreement. It can be seen as a direct consequence of the patients' assumptions about what they 
need to do to achieve acceptance. If this problem arises it should be included in the formulation 
and directly addressed in therapy as a possible manifestation of the underlying problem. 

Challenging assumptions and protecting self-esteem. Successful treatment requires that the 
therapist be aware of the patient's assumptions and helps them to modify these. Evidence for the 
operation of assumptions can come from the patients' proposed goals for treatment and their 
relationship with the therapist, as well as from general themes in their expressed cognitions. If 
harsh, absolute and unrealistic assumptions about future performance and coping are retained 
there will be a major risk of premature termination of treatment or of relapse. Furthermore, 
attempts simply to challenge the patient's physical attributions and avoidance of activities risk 
producing anger, irreversible damage to the therapeutic relationships and possibly a depressive 
episode, since they may be interpreted by the patient as implying that they are defective and to 
blame for their problems. 

C O N C L U S I O N S  

We have outlined a cognitive perspective on the clinical problem that is referred to as Chronic 
Fatigue Syndrome. We propose that the clinical features we have described reflect the assumptions 
that persons with CFS hold about themselves. These assumptions are manifest in pre-morbid 
personality characteristics of conscientiousness, perfectionism, and emotional control. They may 
give rise to success, but also represent a vulnerability in situations in which competency and 
emotional control are threatened. The style of coping associated with such assumptions can lead 
to exhaustion. Once unwell the belief that the symptoms are a manifestation of a mysterious organic 
disease that can only be overcome by rest and by medical treatment favours avoidance, and tends 
to perpetuate the illness. 

We acknowledge that CFS is unlikely to be a homogenous condition, and that the observations 
we have described may not be relevant in all cases. Furthermore our proposed perspective does 
not exclude a specific physiological substrate or substrates for the illness, but rather seeks to 
emphasize the role of cognitions and behaviour in both predisposing to and perpetuating the 
condition. Although further research is clearly needed to determine its validity, the cognitive 
perspective points to specific treatment interventions for this distressing and disabling illness. 
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