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Abstract

Objective: Research in chronic pain patients has shown that

accepting the chronic nature of their illness is positively related to

quality of life. The aim of this study was to investigate whether

acceptance is also associated with better well-being in patients

suffering from chronic fatigue syndrome (CFS). Methods:

Ninety-seven patients completed a battery of questionnaires

measuring fatigue, functional impairment, psychological distress,

and acceptance. Results: Results indicated that acceptance has a
0022-3999/06/$ – see front matter D 2006 Elsevier Inc. All rights reserved.

doi:10.1016/j.jpsychores.2006.04.015

4 Corresponding author. Department of Experimental-Clinical and

Health Psychology, Ghent University, Henri Dunantlaan 2, B-9000 Ghent,

Belgium. Tel.: +32 9 264 91 49; fax: +32 9 264 64 89.

E-mail address: stefaan.vandamme@ugent.be (S. Van Damme).
positive effect upon fatigue and psychological aspects of well-

being. More specifically, acceptance was related to more emo-

tional stability and less psychological distress, beyond the effects

of demographic variables, and fatigue severity. Conclusion: We

suggest that promoting acceptance in patients with CFS may

often be more beneficial than trying to control largely uncontrol-

lable symptoms.

D 2006 Elsevier Inc. All rights reserved.
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Introduction

Chronic fatigue syndrome (CFS) is a severe and inval-

idating experience of fatigue, which lasts for at least

6 months [1]. Most patients report a low ability in somatic,

psychological, cognitive, and social functioning, which

often leads to professional difficulties [2–6]. As yet, the

experience of chronic fatigue is medically unexplained [7].

In an attempt to diminish suffering and improve quality of

life, several models have been developed, addressing

possible initiating, exacerbating, and maintaining factors

[8,9]. One factor that has proven to be related to the

functioning of CFS patients is self-efficacy. Research has
revealed that self-efficacy, defined as the perceived ability

to control illness, has a positive effect on fatigue and

associated impairments [10–12]. Although there is defi-

nitely merit in the idea that active attempts to control fatigue

and disability contribute to a better quality of life, there may

sometimes be negative effects. In particular, research in

patients with chronic pain has pointed out that attempts to

control uncontrollable pain may prove futile and may only

fuel frustration, distress, and hypervigilance to symptoms

[13–15]. Research with chronic pain patients has shown

that giving up attempts to control pain and accepting chronic

pain lead to a better adjustment to chronic pain [16]. In a

questionnaire study [17] in 160 chronic pain patients,

acceptance of pain was associated with less psychological

distress, and less disability, even after controlling for the

effects of pain severity. Similar results emerged from a study

in patients with rheumatoid arthritis and multiple sclerosis

[18]. That study further showed that acceptance was

associated with an increase in physical and psychological
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health status at a 1-year follow-up. Viane et al. [19]

investigated the role of acceptance in well-being in two

questionnaire studies with chronic pain patients. Both

studies showed that acceptance was related to better psy-

chological but not physical well-being.

Acceptance is a complex construct that consists of

several components. Although many patients relate accep-

tance to giving up, recent studies have explicitly rejected

this negative view [20]. McCracken and Eccleston [14] have

argued that acceptance is best conceived of as halting the

dominant search for a definitive solution of physical com-

plaints and as a reorientation of attention towards positive

everyday activities and other aspects of life. Research has

further indicated that acceptance often involves a search for

a new identity, implying a re-evaluation of personal goals,

values, and life priorities [21].

Although the idea of acceptance is less common in the

field of CFS than in chronic pain, there is ongoing

discussion in clinical practice about whether the aim of

cognitive-behavior therapy should be learning to control

fatigue or pacing and accepting limitations. In the present

study, we investigate whether acceptance contributes to

well-being in patients with CFS. We hypothesize that

acceptance will be associated with lower levels of fatigue,

psychological distress, and functional impairment.
Method

Participants

The sample consisted of 110 patients with CFS who were

on a waiting list for cognitive-behavioral treatment in the

Ghent university hospital. All patients fulfilled the CDC [1]

criteria for CFS. The study was approved by the local ethical

committee, and all patients provided informed consent.

They received a package of questionnaires by mail and were

requested to send it back after completion.

Questionnaires

We used three indicators of well-being: fatigue [Checklist

Individual Strength (CIS)], psychological distress [Hospital

Anxiety and Depression Scale (HADS)], and functional

impairment [Sickness Impact Profile-68 (SIP-68)]. Accep-

tance was measured by the Illness Cognition Questionnaire

(ICQ). These instruments are further discussed below.

We assessed fatigue severity by the self-reported fatigue

subscale of CIS [22]. This instrument measures different

aspects of fatigue during the past 2 weeks on a 7-point scale:

(1) self-reported fatigue (8 items, e.g., b I feel tired Q), (2)
concentration (5 items, e.g., bI have trouble concentrating Q),
(3) motivation (4 items, e.g., bI feel no desire to do

anything Q), and (4) physical activity (3 items, e.g., b I have a
low output Q). Research has shown that CIS is reliable and

valid both in healthy individuals and patients with CFS [12].
We measured psychological distress by the Dutch

version of HADS [23], which was developed to measure

anxiety and depressive symptoms in patients with somatic

disorders. The HADS consists of 14 items divided into

two equal subscales: anxiety and depression. The total

score is a valid indicator of psychological distress [24]. In

order to avoid content overlap with fatigue, we omitted

one item from the depression subscale (item 8: bfeeling
slowed downQ).

We used the short version of the SIP [25,26] to assess

functional impairment. This questionnaire consists of

68 items and assesses the impact of illness upon various

domains of daily functioning. The short version has six

subscales: (1) bSomatic autonomyQ assesses the level at

which basic somatic functions can be performed without

help (17 items, e.g., bI stand up only with someone’s

helpQ). (2) bMobility controlQ describes the level of control

over one’s body (12 items, e.g., bI walk shorter distances

or stop to rest oftenQ). (3) bPsychic autonomy and

communicationQ describes the level at which one is able

to operate independently in areas of mental function-

ing and verbal communication (11 items, e.g., bI have

difficulty doing activities involving concentration and

thinkingQ). (4) bSocial behaviorQ assesses the consequences

of the health problem on one’s functioning in relation to

other people, such as sexual activity and visiting friends

(12 items, e.g., bI am doing fewer social activities with

groups of peopleQ). (5) bEmotional stabilityQ describes the

effects of the health problem on one’s emotional status

(6 items, e.g., bI often act irritable toward those around

me, for example, snap at people, give sharp answers,

criticize easilyQ). (6) bMobility rangeQ relates to limitations

in the range of behaviors due to the health status (10 items,

e.g., bI am doing any of the house cleaning that I would

usually doQ). Higher scores are indicative of more func-

tional impairments. A total score can be computed.

Psychometric research has indicated that SIP-68 is reliable

and valid [27].

We assessed acceptance by using ICQ [18], which

measures illness cognitions in patients with chronic

diseases. This instrument is mainly used in patients with

rheumatoid arthritis, multiple sclerosis, or chronic pain, but

is applicable to other chronic illnesses. The ICQ consists

of 18 items, measuring three types of illness cognitions,

which reflect different ways of dealing with a chronic

disease: (1) helplessness (6 items, e.g., bMy illness

controls my lifeQ), (2) acceptance (6 items: bI can handle

the problems related to my illness,Q bI have learned to live

with my illness,Q bI have learned to accept the limitations

imposed by my illness,Q bI can accept my illness well,Q bI
think I can handle the problems related to my illness, even

if the illness gets worse,Q and bI can cope effectively with

my illnessQ), and (3) perceived benefits (6 items, e.g.,

bDealing with my illness has made me a stronger personQ).
Psychometric research indicates that the ICQ is a reliable

and valid instrument [18].



Table 1

Correlations between indicators of well-being, fatigue, and acceptance

Mean S.D. 1 2 3

1. CIS (fatigue) 47.52 10.47

2. SIP-68 19.32 10.06 .49444

3. HADS 19.68 6.02 .40444 .3344

4. ICQ (acceptance) 13.64 4.12 �.41444 �.254 �.54444
4 P b.05.

44 P b.01.

444 P b.001.

Table 2
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Statistical analyses

First, we report a number of descriptive statistics in our

sample. Second, we calculated correlations between fatigue

severity, functional impairment, psychological distress, and

acceptance to detect significant relations. Third, we per-

formed hierarchical regression analyses to investigate the

unique and independent role of acceptance in well-being in

our sample of CFS patients. Fatigue severity, psychological

distress, and functional impairment were dependent varia-

bles in these multiple regression analyses. We used a similar

inclusion strategy for each regression analysis. In the first

step, we controlled for demographic variables by forcing

age, sex, and educational level into the equation. In the

second step, we entered fatigue severity and duration into

the equation, except for the regression upon fatigue severity,

where depression (HADS depression subscale) was entered

as an independent variable. In the third step, we entered

acceptance. Because this resulted in nine regressions,

significance in the final model was evaluated after a

Bonferroni correction (Pb.006).

Hierarchical regressions on different indicators of well-being

Dependent

variable Predictors DR2

R2

(adjusted)

b
(standardized) P

Fatigue

severity

Depression .15b .12b .27 .016

Acceptance .06a .17c �.26 .017

Psychological

distress

Fatigue severity .15b .11a .23 .026

Acceptance .16c .27c �.43 .000

Functional

impairment

Fatigue severity .23c .28c .40 .000

Acceptance .02 .28c �.14 .154

Somatic

autonomy

Fatigue duration .09a .13b .24 .021

Acceptance .00 .13b .07 .532

Mobility

control

Fatigue severity .13c .23c .27 .009

Acceptance .02 .24c �.15 .131

Psychic

autonomy

Fatigue severity .11b .15b .27 .013

Acceptance .01 .15b �.10 .366

Social

behavior

Fatigue severity .25c .27c .49 .000

Acceptance .00 .26c �.04 .675

Emotional

stability

Acceptance .09b .10a �.32 .005

Mobility

range

Fatigue severity .10a .10a .31 .004

Acceptance .00 .09a �.05 .674

Only acceptance and significant predictors in the final model are reported.

P values for standardized b’s in italics indicate significant contributions of

predictors after Bonferroni correction for multiple (9) comparisons

( P b.006).
a P b.05.
b P b.01.
c P b.001.
Results

Characteristics of patient sample

The initial response ratio was 72% and amounted to 91%

after a reminder by telephone. Questionnaire data were

incomplete in three patients. Valid questionnaire data were

available for 97 patients. The final sample consisted of

19 males and 78 females, with a mean age of 40.06 years

(SD=8.36; range: 21–58 years). Mean duration of the

complaints was 7.89 years (SD=6.30; range: 1–26 years).

Respectively 30% and 34% of the patients had a disease or

invalidity benefit, and most of them cited this as their major

source of income. About one fourth of the sample (25.7%)

was still employed. More than one third of the sample

(36.6%) had lower or profession education as highest

education level, whereas 17.2% received middle education.

A large group (36.5%) had higher nonuniversity education,

and 9.7% received university education.

Mean self-report scores on all instruments are presented

in Table 1. The mean scores on the CIS and the SIP-68 are

indicative of severe fatigue and functional impairment
[22,27]. The HADS scores are indicative of psychological

distress in our sample [23].

Correlation analyses

Correlations are shown in Table 1. Of particular

relevance is that acceptance is negatively correlated with

all three indicators of well-being, showing that acceptance is

associated with lower levels of fatigue, functional impair-

ment, and psychological distress.

Regression analyses

The results of the regression analyses are reported in

Table 2. Acceptance is a unique predictor of fatigue severity,

beyond the effects of depression, as measured by the HADS.

Furthermore, fatigue severity is a significant predictor of

both psychological distress and functional impairment.

However, psychological distress is best predicted by accep-

tance, explaining an additional 16% of the variance beyond

the effects of demographic characteristics, fatigue severity,

and duration of the complaints.

The regressions on the six subscales of the SIP-68 allow

a more fine-grained analysis of the different domains of

functioning. Fatigue severity is the best predictor in most

aspect of functional impairment. However, acceptance is the

strongest predictor of bemotional stability,Q explaining an

additional 9% of the variance beyond self-reported fatigue
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and duration of the complaints. A higher level of acceptance

is related to less problems on this domain.
Discussion

The main finding of this study is the effect of acceptance

upon several domains of well-being, which is a new and

intriguing finding in the field of CFS. Particularly interest-

ing is the protective role of acceptance in psychological

aspects of well-being. This may be important, because it is

well-known that problems in psychological functioning may

maintain chronic illnesses such as CFS [28]. Although new

in CFS research, the positive role of acceptance in

psychological well-being is in line with several studies in

the field of chronic pain [14,17,19,29].

Our findings may have implications for the treatment of

CFS. Cognitive-behavioral therapy (which often includes

graded exercise training) is considered an effective treat-

ment for patients with CFS [30–35]. By working on fatigue-

related cognitions, and more particularly on self-efficacy,

the activity level of patients is gradually increased, aiming at

resumption of work and obtaining personal goals. However,

research in patients with chronic pain warns for potentially

disadvantageous effects of unsuccessful attempts to actively

cope with fatigue [16]. Repeated failures may result in more

somatic and psychological distress. Of importance is how to

conceive recovery as a treatment objective when a return to

premorbid functioning has become impossible. We argue

that recovery is more than just the decrease or disappearance

of symptoms, but also relates to lower levels of functional

impairment and psychological distress [36]. Within this

broad conceptualization of recovery, acceptance of illness

and functional impairment may be a useful addition to

current cognitive-behavioral models and treatments of CFS.

Certainly, acceptance is already an implicit theme in

cognitive-behavioral therapy for CFS patients being periodi-

cally too active [30–35]. However, we believe that, given

its strong positive effect upon physical and psychological

well-being, a more explicit and systematic use of the

acceptance theme might be beneficial for the majority of

CFS patients. More particularly, acceptance may be an

essential precondition for the therapeutic process, in which

patients have to evaluate—and if necessary adjust—their

former lifestyle. For many of them, this implies strategies

such as activity pacing, aimed at adapting their activity level

to the lowered physical limits imposed by their illness [37].

This is particularly relevant giving the premorbid

boveractiveQ lifestyle characterizing a substantial part of

the CFS patients [38]. Note that it is important that patients

learn that acceptance is no sign of weakness or the end of a

meaningful life. They have to learn to acknowledge reality

and quitting efforts that are not working so that more

workable and meaningful goals can be achieved [16].

Our study has a number of limitations. First, to our

knowledge, this is the first study investigating the role of
acceptance in quality of life in patients with CFS. More

research is needed to confirm our findings in other samples

of CFS patients and to investigate whether acceptance in

CFS operates in the same way as in other chronic illnesses.

Second, as in most studies investigating the role of

psychological variables in quality of life, the present study

is cross-sectional, as a result of which no conclusions can be

drawn about the causality of the associations found.

Longitudinal studies investigating the effects of acceptance

upon well-being are required in future research [39]. Third,

in order to allow testing our hypotheses in a proper way, we

treated all questionnaires as ratio scales. Because the SIP-68

is not a Likert scale, caution is warranted in interpreting the

results obtained with this instrument. Fourth, we used only

one questionnaire to measure acceptance. It is therefore

possible that we overlooked important aspects of the

concept of acceptance. Of particular importance may be

the aspects of engagement in meaningful activities despite

illness, and changes in identity and self [16,40]. In future

research, more instruments should be developed or adapted

for use in patients with CFS, allowing the investigation of

the whole range of aspects associated with acceptance.

Despite these limitations, our findings indicate that accep-

tance may play an important role in the well-being of patients

with CFS. More particularly, acceptance of the limitations

imposed by CFS may protect the psychological aspects of

quality of life, leading to less depression and anxiety, and

more emotional stability. As acceptance is also associated

with lower levels of fatigue, this may be a useful addition to

current cognitive-behavioral models and treatments of CFS.

As this is, to our knowledge, the first study systematically

investigating the role of acceptance in well-being in CFS,

further research is necessary to confirm our findings and to

extend them with other aspects of the concept of acceptance.
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