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Abstract

Cognitive behavior therapy (CBT) has been shown to be effective in recent randomized controlled trials for chronic fatigue syndrome
(CFS). We examined the effectiveness of CBT in a general hospital setting in a retrospective questionnaire follow-up study of 94 patients
offered CBT by liaison psychiatry services. The questionnaire response rate was 61%. Eighteen percent had returned to normal functioning
at follow-up. For the group as a whole, there was a significant improvement in the functional and social impairment and the number of
frequently experienced symptoms. Those in work or study at follow-up was 53% (29% pretreatment), and 65% of patients mentioned
occupational stress as a contributory factor in their illness. There was a significant reduction in the frequency of attendance at primary care
in the year after the end of CBT. We conclude that cognitive behavioral therapy is an acceptable treatment for most patients and can be used
in a general hospital outpatient setting by a variety of trained therapists. However, a proportion of patients do not benefit and remain
significantly disabled by the condition. © 2001 Elsevier Science Inc. All rights reserved.
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1. Introduction of comorbid psychiatric disorder [10,11]. Recent random-
ized controlled trials [12,13] carried out in secondary and

Chronic fatigue is a common symptom in both the com- tertiary care suggests that this form of treatment is effective

munity and primary care [1,2]. Although only a small pro- for patients with CFS.

portion of patients with chronic fatigue will fulfill one of the The Department of Psychological Medicine in Oxford,

operational criteria for Chronic Fatigue Syndrome or CFS UK has been using the cognitive behavioral approach to the

[3,4], the point prevalence of this syndrome is estimated to management of patients with CFS since 1991. The present

be 2.6% in primary care using the operational criteria [5]. study sought to review the effectiveness of CBT for outpa-

The prognosis for CFS without appropriate treatment varies tients with chronic fatigue syndrome who attended a general

according to the case definition, source of referral and hospital psychiatric out-patient clinic using a questionnaire

length of followup of the study, but complete recovery from employed in a previous naturalistic outcome study [14]. We

the syndrome defined by operational criteria is relatively also sought to determine whether the treatment had any

rare [6—8]. effect on the use of primary care services by comparing the
There has been considerable debate about both the causeonsultation rates in primary care before and after the

and management of the condition. However, it is recognized course of treatment.

that the cause is multifactorial and, for management to be

effective, attention needs to be paid to factors maintaining

the symptoms and disability [9]. Cognitive behavior therapy 2. Method

(CBT) has been shown to be effective either as a sole mode

of therapy or in conjunction with pharmacological treatment 2.1. Patients
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tation, satisfied diagnostic criteria for CFS [3]/neurasthenia
(F48.0, [15]) and offered CBT. When indicated, additional
treatment for coexisting psychiatric disorders was also pro-
vided. The patients were identified from the departmental
database and Fatigue clinic diaries.

The treatment involved the development of a shared
understanding of the problem, graded exercise, cognitive
challenge and problem solving [16,17]. Most patients were
given additional reading material explaining the rationale
for the treatment as well as the treatment plan [18]. All
patients offered CBT were included in the follow-up
whether or not they accepted treatment, and all patients had
been discharged at least 3 months before they were con-
tacted for the study. Each patient’s primary care physician
was contacted prior to sending out the questionnaire. The
study was approved by the local ethics committee.

2.2. Clinical details

Case notes of all patients were reviewed to obtain de-
mographic information, referral source, details of the as-
sessment, and treatment. We gauged whether the patient
was engaged by the fourth session of treatment from: 1) the
regularity of attendance; and 2) comments on whether he/
she complied with the homework. The therapist rating of
end of treatment outcome was obtained from their com-
ments in the discharge summary and/or the entry in the
notes of the last session. These were graded from —1
(worse), 0 (unchanged), +1 (mild improvement), +2 (mod-
erate improvement) and +3 (recovery).

2.3. Follow-up questionnaire

The postal questionnaire used had been previously pi-
loted and used in a naturalistic outcome study [14] of
patients who reported chronic fatigue and had presented to
the Infectious Diseases clinic in the same hospital before
CBT became available. Patients were asked to rate (on a
4-point scale) their symptoms, functional impairment and
effects on social life on two occasions: 1) over the previous
month if they were not yet recovered; and 2) when their
CFS was at its worst. The questionnaire included the Hos-
pital Anxiety and Depression scale (HAD) [19], and ques-
tions on the effect on their occupation, treatments received
(including alternative medicines), coping methods, beliefs
about the illness and financial burden of the illness.

There were additional questions on the acceptability and
helpfulness or otherwise of the treatment received at DPM,
and each patient was asked to rate the improvement in
his/her condition from the end of therapy on a 7-point scale
from very much improved to very much worse.

2.4. Consulting behavior

If the patient replied to the mailed questionnaire, higher
primary care physician was subsequently contacted for in-

formation on the number of consultations excluding repeat
prescriptions during two discrete periods: 1) the 12 months
beforetheinitial assessment at DPM; and 2) 12 months after
discharge (shorter if followed up within 12 months of dis-
charge). Questions were asked about each patient’s current
medication and whether there had been any further referrals
to psychiatric services since discharge. We extrapolated the
primary care attendance rates to 12 months where patients
were followed up for less than 12 months after discharge.

2.5. Analysis

The questionnaire responses were dichotomized in the
same way as in the naturalistic outcome study [14]. That is
to say, symptoms were rated as present if they were reported
as occurring “frequently” or “most of the time” over the
month in question. Specific areas of activity were rated as
impaired if affected at least “moderately”. The question on
the respondent’s belief in the cause(s) of their symptoms
was rated positive for the item if it was reported as “possi-
ble” or “definite” causation. Functional impairment was
defined as “being impaired in at least one area questioned”
(housework, sport, walking, going out socially, hobbies and
occupation/studies) over the previous month. Similarly, so-
cial impairment indicated impairment in at least one area of
relationships with wife/husband/partner, other family mem-
bers or friends. In addition, the number of areas affected
was counted for both functional and social impairments in
this study to compare the effect of theillness at its worst and
the present.

For outcome measures, the therapist rating of end of
treatment outcome was dichotomized into “improved” for
rating of 2 or 3, “not improved” for rating of —1to 1. The
patient’s rating of their current state were rated as “im-
proved” if moderately or very much improved and “not
improved” if they reported minor improvement, no change
or deterioration of any degree.

Data were analyzed using the SPSS dtatistics package.
As the data were not normally distributed, x? test was used
to analyze differences between groups of categorical vari-
ables, and Wilcoxon Rank sum test for comparisons of
continuous variables.

3. Results
3.1. Treatment carried out at DPM

Of the 97 patients identified as satisfying the criteria for
the follow-up study, the notes of two patients were lost and
the primary care physician advised against contacting one
further patient, leaving 94 patients for the study. At the
initial assessment 77 of the 94 patients were given a handout
explaining CBT based on a book by Chalder [18]. Fourteen
(15%) of the 94 patients did not return after the initial
assessment. Twenty-two patients (27.5% of 80) dropped out
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Table 1
Questionnaire results

Treatment group

(n = 51)

No (%)
Back to normal 9 (18%)
% with fatigue at follow up 41 (81%)
Functionally impaired 38 (75%)
Changed job due to CFS 39 (77%)
Emotional disorder HAD 32 (63%)

score >11

Belief in causation Virus 48 (94%)
Infection 50 (98%)
Stress 40 (79%)
Received antidepressants 18 (35%)

before the completion of treatment. Those who completed
treatment (n=58) attended for a median 6 sessions (range
1-39) over a median 6-month period (range 1-41). Those
dropping out attended median 3 sessions (range 1-27) over
median 2 months (range 1-13).

Sixty three (79%) of the 80 patients received treatment
from a liaison psychiatrist (consultant or psychiatric regis-
trar), 5 from a clinical psychologist and 12 from a clinica
nurse specialist. All had been trained in the techniques of
CBT in CFS [10,16]. Some patients received additional
treatment, which included medication (n=39) and physio-
therapy (n=3).

At the end of treatment, 46% (37 out of 80) patients were
considered moderately improved or recovered at the last
session by the therapist. Among those who completed treat-
ment, the proportion was 55% (32 out of 58), whereas
among those who dropped out, 23% (5 out of 22) were
considered to have improved by their last session (Pearson
x°=0.009).

3.2. Follow-up questionnaire

Of the 94 questionnaires sent out, two questionnaires
were returned undelivered, and 56 replies were received
(response rate 61%). A reminder letter was sent 4 weeks
after the first questionnaire where necessary. The respon-
dents did not differ significantly from the nonrespondentsin
demographic or clinical variablesincluding age, sex, marital
status, referral source, symptom duration, follow-up inter-

Table 2
Outcome at discharge and at follow up

val, use of medication, past psychiatric history, associated
symptoms of irritable bowel or chronic pain and illness
beliefs. Not surprisingly, however, the patients who replied
were more likely to have returned for treatment after the
assessment (91% vs. 76%, P< .05), had more treatment
sessions (median 5.5 vs. 2.0, P< .05), and to have engaged
in treatment by the fourth session (57% vs. 34%, P<< .01)
than those who did not reply.

The 56 respondents included 2 patients who met the
criteriafor ICD-10 [15], but not Oxford Criteria [3] as their
fatigue duration was between 3 and 6 months. Five of the 56
had attended the initial assessment only and did not return
for further CBT sessions. Of the remaining 51 patients who
commenced treatment (treatment group, TG), 11 did not
complete it. Dropouts were included in TG for the purpose
of the analysis (intention to treat) unless specified. The age
at follow-up was median 39 years (range 18-66), 63%
female and 57% married. These were similar to the previous
naturalistic outcome study (NOS) [14]. However, compared
to the NOS population, our study population had higher
proportion of patients whose fatigue duration at presentation
was greater than 6 months (96% vs. 66%), and our fol-
low-up period was longer, 20 months (range 3-66) vs. 12
months (range 1.5-48). Twenty-three patients (45%) had
been referred by their primary care physicians and 22 (43%)
were sick at the time of referral. Twenty patients (39%)
had received previous outpatient trestment for psychiatric
illness.

Among those who responded to the follow-up question-
naire, 32 (71% of the 45 patients who answered) stated that
the treatment was acceptable, and 28 (58% of 48 who
answered) found the treatment helpful.

3.3. Outcome

The main results of the questionnaire responses are sum-
marized in Table 1. Nine (18%) in the TG group reported
that they were “back to normal.” All nine patients had
completed treatment. This represented 23% of 40 respon-
dents who completed treatment. None of the patients who
dropped out of treatment or defaulted after the initial as-
sessment had recovered completely. This compares favor-
ably with 13% in the NOS group, though not reaching
statistical significance.

Therapist’s assessment at discharge

Patient’s reported state at follow up Tota

Improved (moderately
improved, recovered)

Not improved
(minor improvement, no
change or deterioration)

Moderate improvement or recovery 16
Minor improvement, no change or worse 10

7 23
18 28

Pearson chi square coefficient = 0.016
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Table 3

Treatment group—results by follow up period
Follow up period Scores when illness Scores over the Statistical
(number in group) at its worst previous month significance

Median (range) at follow up
Median (range)
Number of frequently 6-12 months (N = 12) 14 (8-20) 7 (0-14) P<0.01
experienced symptoms 1-2yrs(N = 16) 12 (3-20) 3.5(0-16) P<0.01

2-4yrs(N = 16) 14 (5-21) 6 (0-14) P<0.01

Functional impairment score 6-12 months (N = 12) 6 (2-6) 5(0-6) P<0.02
1-2yrs(N = 16) 6 (1-6) 3(0-6) P<0.01
2-4yrs(N = 16) 5.5 (1-6) 3(0-6) P=001

Social impairment score 6-12 months (N = 12) 3(1-3) 2(0-3) P<0.04
1-2yrs(N = 16) 2(0-3) 0.5(0-3) P<0.01
2-4yrs(N = 16) 2(0-3) 1(0-3) P<0.01

Overall, 26/51 (51%) stated that they were “very much or
moderately improved” sincethe end of treatment. Only 5/51
(10%) said that they were worse, and 11/51 (22%) that they
were “unchanged.”

The therapist rating of discharge state was compared
with the patient’ s reported outcome at follow-up in Table 2.
Seventy percent (16 out of 23) who were moderately im-
proved or had recovered at the end of treatment reported
improvement. Among those who had shown little or no
improvement at the end of treatment sessions, 36% (10 out
of 28) had also reported improvement.

3.4. Within patient change

The effect of the treatment was also examined comparing
problems reported in each patient when theillnesswas at its
worst with those in the month before the follow-up assess-
ment analyzed by follow-up period (Table 3). There were 4
patients who were followed up for 6 months or less and 3
patients who were followed up more than 48 months. The
numbers in these groups were too small for statistical anal-
ysis. The number of frequently experienced symptoms (fre-
quently or most of the time), functional impairment score
and social impairment score were al lower at the time of
follow-up at a statistically highly significant level.

The reduction in functional and social impairment scores
was significantly greater in the group that completed treat-
ment compared to those who dropped out (P<< .05 and P<
.02 respectively). No such differences were observed be-
tween those who presented within 18 months of onset and
those with longer illness, nor between those who were
followed up within 36 months of onset and those who had
the illness for longer. There were no significant effects of
treatment completion or length of illness on the change in
the number of frequently experienced symptoms.

3.5. llIness beliefs

Examination of the patients' beliefs about the cause of
their illness at follow-up revealed that 94% (48/51) indi-

cated that avira infection “might be/definitely be” a factor
in the causation of their symptoms (Table 1). However, only
21 believed there might have been current viral infection. It
is worth noting however that 40 patients also considered
stress as a contributing factor in their illness, of which 33
(65%) mentioned occupational stress. This was the second
most common cause cited after “previous viral infections.”

3.6. Occupation

Eighty-eight percent (45/51) in the treatment group had
changed occupation or course of studies, and 77% (39/51)
attributed this change to the illness (Table 1). This is sig-
nificantly different from the 38% in the NOS group (P<
.01). Nineteen (37%) were not working due to fatigue or had
retired on ill health grounds. Ten (63%) of 16 who were
temporarily sick at the time of assessment were in work at
follow-up, but 3 (20%) of 15 in employment or study at
assessment were retired or not working due to fatigue at
follow-up. Overall, those in work/study increased from 15
(29%) to 27 (53%) at follow-up, including those who were
initially unemployed. Of the 5 patients who did not receive
CBT none were working, and four of these cited the illness
as the main reason (Table 4).

Table 4

Change in occupation between assessment and follow up

Occupation at Occupation at follow up Total

assessment In Retired on Not working Other
work ill health due to fatigue

In work/study 10 2 1 2 15

Temporarily sick 10 2 2 2 16

Permanently sick 0 3 2 1 6

Unemployed 5 1 1 0 7

Retired 0 2 0 0 2

Other 2 0 3 0 5

Total 27 10 9 5 51
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Table 5
Primary care attendance 12 months before and 12 months after CBT
Median attendance (range) Median attendance (range) Statistical
12 months pre-treatment 12 months post-treatment significance
All patients in TG (N = 46) 10.5 (1-35) 7 (0-25) P<0.001
Those followed up for full 12 months (N = 39) 11 (1-35) 7 (1-25) P=0.001
Primary care attendance before treatment
10 or less per annum (N = 23) 7 (1-10) 5(1-20) NS
11 or more per annum (N = 23) 17 (11-35) 8(0-25) P<0.001
Primary care attendance by patient’s reported outcome
Improved (N = 23) 11 (1-24) 5 (0-20) P<0.005
Not improved (N = 23) 10 (1-35) 7.2 (2-25) P<0.01

3.7. Health care use data from primary care
guestionnaires

Two patients who returned the questionnaire did not give
consent for us to contact their primary care physician, one
did not have a current primary care physician and another
who declined to answer the questionnaire gave us permis-
sion to contact the primary care physician. Fifty-four ques-
tionnaires were sent and 52 replies received (response rate
96%). Forty-seven of these were from patients who received
treatment, but one reply had incomplete primary care atten-
dance data. Seven of these patients were followed up for
less than 12 months (4 to 8 months) and their post-treatment
primary care attendance figure was calculated per annum in
proportion to the follow-up period.

Among those who received treatment, primary care at-
tendance in the 12 months before CBT was median 10.5
visits (range 1 to 35). In the twelve months after CBT ended
however, it had reduced to a median of 7 visits per annum
(range 0to 25) (P< .001) (Table 5). Exclusion of those who
were not followed up for the full 12 months did not affect
thisfinding. Further analysis revealed that thisfall was more
pronounced in those who had higher attendance rates before
treatment. When the figures were analyzed for those who
reported improvement (moderately/very much improved or
back to normal) and those who did not, as expected the
change was greater in those who had recovered. However, it
is notable that there remained a significant reduction in the
primary care attendance rate among those who reported
minimal improvement or worsening of their condition.

There was no difference between the number of patients
prescribed antidepressants at the time of followup; 18 (38%
of 47), and those on the medication at the initial assessment;
17 (33% of 51). Twelve of these patients had been on
antidepressants at presentation and were on antidepressants
at the time of follow-up. Prescribed analgesic use had
halved from 22% (11/51) to 11% (5/47) during the course of
the follow-up.

Eight patients (17%) were referred for further psychiatric
treatment after the end of CBT. None of these reported
having returned to normal, but their subjective reporting of
current condition ranged from moderately worse to moder-
ately improved. When those who had further psychiatric

referral were compared with those who had not, they had
longer duration of illness (87.5 months vs. 60 months),
greater number of current symptoms (9.5 vs. 6), greater
functional and social impairment scores (5 vs. 3 and 2.5 vs.
1, respectively), and greater HAD total score (22.5 vs. 13).
However, only the difference in social impairment score
reached statistical significance (P=.041). There were no
statistical differences in the primary care attendance figures
between the two groups, either pre- or post-treatment.

4, Discussion

This study has a number of limitations that need to be
addressed. First, it was not a randomized controlled inves-
tigation of a specific psychologica treatment (CBT). Previ-
ous randomized studies of patients with CFS have demon-
strated the efficacy of CBT, athough the treatment was
delivered in aresearch setting [12,13]. Our primary aim was
to establish whether CBT for CFS carried out in a genera
hospital setting was effective. It was possible to make com-
parisons between those who completed the course of treat-
ment and those who dropped out. A subsidiary aim was to
use a previous naturalistic outcome study (NOS) of Sharpe
et a. [14] asahistorical control. Although the demographic
characteristics of the two groups were similar, a third of
NOS patients had not met the accepted criteria of 6 months
symptoms duration for CFS, suggesting that they may have
had less severe fatigue. Furthermore, our followup time-
scale was significantly different. Any comparison between
the data of the natural outcome study with followup data of
our patients who received CBT should be viewed with these
caveats in mind.

The questionnaire response rate was 61% which was
lower than 81% for the NOS [14]. The demographic and
clinical characteristics of nonresponders were not different
from the responders, but differed in the treatment take up
rate, number of treatment sessions attended and the propor-
tion who became engaged in treatment, suggesting that the
nonrespondents may have had aless favorable experience of
treatment.

The other limitation of this study is the use of self-report
questionnaires, which rely on subjective reporting of symp-
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toms and disability and also raise the issue of validity of the
guestionnaire. However, assessment of the degree of fatigue
is by its nature subjective. The questionnaire used was
identical to the one used for the naturalistic outcome study
which had been piloted previously [14], except for addi-
tional questions on the patient’s comments on treatment
received and the current state.

The patients followed up in the present study included all
those who were referred to the department and received
treatment in the routine service setting. Therefore, it ismore
representative of a clinical service setting in which the
potential benefits of CBT can be assessed. Furthermore, the
demographic characteristics of our treated group (age, sex,
marital status) were comparable to the patients who re-
ceived CBT in the randomized controlled trials of Sharpe
[12] and Dedle [13], except that there were fewer married
patients in Deal€’s study.

The treatment take up rate was 85%. We found that the
treatment offered in the out-patient clinic was acceptable to
more than two thirds of the patients and that three quarters
of the patients who accepted the treatment completed it. It
is, therefore, a feasible treatment to offer in the psychiatric
outpatient clinic of a general hospital.

Fifty-five percent of patients who completed the treat-
ment had improved significantly by the end of treatment as
assessed by the therapist. At follow-up, 18% of patients
were “back to normal,” and this proportion rose to 23% in
those who completed treatment. This is greater, though not
statistically significantly so, compared with the NOS group.
Bearing in mind that the NOS group was less severely
affected however, it does suggest that the treatment im-
proved outcome. Systematic review of studies on the prog-
nosis of chronic fatigue syndrome [6] report that less than
10% of adults with operationally defined chronic fatigue
syndrome return to premorbid levels of functioning, and
that the majority remain significantly impaired. Further-
more, among patients receiving CBT in a randomized con-
trolled trial, few reported complete resolution of symptoms
even when the overall treatment effect was substantial [12].

It is difficult to compare our outcome with the random-
ized controlled trials (RCT) of CBT in CFS [12,13], as the
outcome measures used were different and the followup
period was 6 to 12 months in the RCT’s. They achieved an
“overall satisfactory outcome” in 73% [12], or “good out-
come” in 70% [13]. A significant subjective improvement
rate of 60% in CBT group [12] is comparable to the 51%
who reported improvement in our study. Similar rates were
reported for subjective deterioration in the CBT group: 13%
in Sharpe’s [12] compared to 10% in the present study.

A significant proportion of patients reported functional
impairment at follow-up. However, functional impairment
was defined as impairment in one or more of the six areas
covered in the questionnaire. It is likely that the broad
definition was not sensitive enough to detect change.

Comparing symptoms and function between the illness at
itsworst and at follow-up, there was a clear reduction in the

number of physical symptoms, as well as functional and
social impairment scores. Improvements in functiona and
social scores were more marked in those who completed
treatment and such improvements were not related to length
of illness, suggesting that the changes seen were not merely
a function of acuteness of presentation nor natural remis-
sion. However, no such relationships were established in the
change in physical symptoms. The latter may simply be a
lack of power in detecting treatment effect; on the other
hand, CBT may be more effective in promoting coping with
than relieving symptoms of the condition. Comparison of
these scores reveals that the improvement was most marked
in the group who were followed up between 1 and 2 years.
Total HAD scores and the proportion with emotional dis-
orders were also lowest in this group. Both Deale [13] and
Sharpe [12] found that the improvements continued beyond
the completion of CBT up to 6 or 12 months respectively.
The results of this study suggest that such an improvement
continues into the second year. It is also of interest that
among those who appeared not to have made significant
progress at the end of CBT, 36% had reported they had
moderately or very much improved at follow-up.

In comparing the treatment effect between those with
different lengths of follow-up, it needs to be borne in mind
that those receiving treatment more recently may have been
treated with therapists with longer experience, influencing
the outcome for the better. Therefore the higher number of
reported symptoms and emotional disorder with follow-up
longer than two years may be attributed to the effectiveness
of the origina treatment or relapse of symptoms over time.
It is notable, however, that there is little evidence of a
deterioration in functional or social impairment in this
group.

A high proportion of TG patients continued to attribute
the illness to a viral cause. This finding is in keeping with
that of Deale [20] from their randomized controlled trial of
CBT for CFS, that physical illness attribution did not
change in the treatment group. There was no significant
association between causal attribution and improvement at 6
months. Important cognitive factors affecting outcome were
the patients’ beliefs about the effect of exercise and activity
levels on their illness. Similarly, in a study of illness cog-
nitions in CFS, attribution of the illness to a physical cause
was not directly related to avoidant coping behavior, the
most important factor predicting adaptive outcome [21].

One of the most striking differences between the TG and
NOS was in the number of patients who changed occupa
tions during the course of the illness. This may be a reflec-
tion of the greater severity of CFS in the treatment group.
However, there was an overall increase in those in gainful
employment in the TG at follow-up, whereas among those
who did not return for CBT none had resumed work. It is
worth noting that 65% of patients mentioned occupational
stress as a contributing factor to their illness in our study.
CFS is a chronic debilitating condition and occupational
issues are often germane during the course of the illness.
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Moreover, if patients believe that occupational factors make
a contribution to the cause and maintenance of CFS, then
these would have been directly addressed during the course
of CBT. It is aso worth noting that poor occupational
functioning before the onset of illness appears to predict
poor outcome in CFS [22].

To gain some objective measure of outcome, we sought
to examine any change in consultation ratesin primary care
following CBT. As the number of consultations were not
broken down by the reason for attendance, change cannot be
solely attributed to CBT or CFS. The reduction was most
marked in those who had high rate of attendance prior to the
treatment. This reduction was greater in those who reported
subjective improvement but was a so observed in those who
did not.

The fall in the use of prescribed analgesics is also con-
sistent with the above finding i.e., that there was a signifi-
cant reduction in the number of symptoms experienced by
the patients at follow-up. On the other hand, the continuing
prescription of antidepressants is consistent with the finding
that, with the exception of those followed up at 1-2 years,
emotional disorder continued to be prevalent. Those pa
tients who were referred back to the psychiatric services
appeared to have longer duration of illness with worse
symptoms, though the numbers were too small to detect
significant statistical significance.

In summary, we have demonstrated that CBT is an ac-
ceptable and useful treatment which can be used in agenera
hospital outpatient setting by trained therapists. There was
an improvement in function in those who accepted and
engaged in treatment, and there was also evidence of a
reduction in the use of primary care resources after treat-
ment. Three quarters of the patients attributed occupational
change to the illness, athough it is not clear whether this
was a cause or a conseguence of CFS. However, our data
suggests that occupational factors may be pathogenic in a
proportion of patients with CFS. Despite these positive
findings, a significant proportion of patients (38%) decline/
refuse/drop out, and aternative strategies need to be devel-
oped to help these patients overcome their symptoms and
disahilities.

We thank Dr Michael Sharpe for the use of the question-
naire and helpful comments on the manuscript. This study
was supported by the Wellcome Trust (049343).
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