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The Fatigue Centre 



• Fatigue Syndromes 

• Diagnosis 

• Assessment 

• Fatigue centre program 

• Exercise physiology in fatigue syndromes 

• Break (around 11:15am) 

• Clinical psychology treatment in fatigue syndromes 

• Case Study  

• Research (and controversey) 
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Definition: 

• Fatigue: a feeling beyond tiredness, not sleepiness, but a 
physical or mental exhaustion, or both (common 
experience from significant physical or cognitive exertion) 

 

• Fatigue (syndromal): disproportionate feelings of mental 
and physical exhaustion after modest amounts of activity; 
often accompanied by heaviness, weakness, pain, 
cognitive reduction, dizziness and nausea. 
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Definition: 

• “More than 6-months of medically unexplained fatigue” 

•  A group of physical and cognitive symptoms that recur 

over time and vary in intensity; with fatigue as the 

primary symptom 

• Unexplained- no other illness (medical or psychiatric) that 

can account for fatigue 

• Fatigue to a level that causes significant disruption to 

normal function (occupational or social) 
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Terms: 

• “Chronic fatigue syndrome” (CFS, PIFS, PVF) 

• ME- myalgic encephalomyelitis 

• Neurasthenia- nervous exhaustion 

• CFIDS- chronic fatigue and immune dysfunction syndrome 

• Systemic exertion intolerance disease (SEID)- recent US 

 

• Give a dog a bad name?.... 
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• PIFS vs. CFS, and PCF (& atypical depression) 

• Index illness type? vs.  Serial infections vs. Insidious onset 

• PIFS < 6/12 fatigue : CFS > 6/12 fatigue + Fukuda (1994) 

• Post-Cancer Fatigue: same symptoms and clinical markers (Bennett, 2007) 

• Medical illnesses with significant fatigue: Multiple Sclerosis, TBI, 

auto-immune (e.g. Sjogren’s), Hashimoto’s syndrome 
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• No medication proven for long-term remission or ‘cure’ 

• Better prognosis in children and adols; likely to recover faster 

• Approx: 200-700 cases per 100,000 people (0.2 -  0.7%) 

• Most CFS resolves and median course is 3-5yrs 

• Peak age of onset is 20-40yrs (12-70yrs in clinic) 

• Females affected more (3:1), no SES predictors 

• Common viral infections not a trigger but specific infections are 

(EBV+) 

• Cost (2001): $2,764 direct, $13,471 total. Approx. $525 million (700) 

Royal Aust. College of Physicians (2002) Chronic fatigue syndrome clinical practice guidelines. MJA 176 

(6) S17-56. 
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Symptoms 

• Constant anergia with intensification after exertion- Post-exertional 
malaise (delay) 

• Inability to sustain activities previously performed with ease (reading, 
walking) 

• Brain-fog; harder to think, concentrate and pay attention with memory 
difficulties 

• Joint and muscle pain and headaches (variable frequency and intensity) 

• Difficulties with sleep (insomnia and arousals) awaking unrefreshed 
(hallmark) 
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Signs: ?- few obvious in clinic 

• Often difficult to casually observe-  

 appear over time- vary between Pts. 

• Drooping eyes, WFD’s, slower speech,  

 slouching, reduced attention 

• Occasionally slouching, lying down,  

 asleep in waiting room. WFD’s  

• At home: eyes, sudden need to sit down, memory, attention, 
speech, light and sound sensitivity-  

 flu like behaviour, difficulties  

 conversing 
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• Normal bloods: FBC, TSH, FE+, LFT’s, Immune,  other Abnormality? 

• Other medical condition?; accounts for fatigue? Managed? 

• >6 months of novel, persistent, or relapsing fatigue? 

• Post-exertional malaise?  

 

1. Concentration or memory problems? 

2. Disruption to social or occupational functioning? 

3. Sore throat or tender cervical or axillary lymph nodes? 

4. Muscle pain? 

5. Multi-joint pain? 

6. Novel headaches? 

7. Unrefreshing sleep?                                                At least 4/7 

 

Fukuda (1994) 
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Other diagnostic criteria 

• Oxford? 

• American 

• Canadian 
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• Complex; likely immuno/psycho/neuro-anatomical 

• Nil specifically known- theoretical frameworks 

• Infective illness seqeulae model (normal switch- ‘stuck on’) 

• Central nervous system model  

• Research Findings (DIOS study- Hickie & Lloyd et al, 2006) 

• Psychological model (Ax et al 2001); hyper-sensitivity-avoidance 

• Latent infection model 

• Immune system activation model 

• Alternative: leaky gut, adrenal fatigue, cellular energy 
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Prevalence estimates 

Working Group Royal Australasian College of Physicians (2002) Chronic fatigue syndrome - 

Clinical practice guidelines. Medical Journal of Australia;176 (6):S17-55.  

Approx: 200-700 cases per 100,00 people  (0.2 - 0.7%) 



• Ideally long-standing GP- prev med history 

• Full medical work-up (FBC, WBC, TSH, FE+, LFT, Blood-Chem) 

• History of infective illness- recovery? 

• Medications, other conditions? 

• Auto-immune? Emerging Auto-immune? Family Hx? 

• Specialist review and/or diagnosis? 

• Outstanding investigations or reviews? 

• RACGP Guidelines to CFS management  

 (RACGP, 2002) 
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CFS 

IBS 

Fibromyalgia 

Overlap with other syndromes; fibromyalgia & irritable bowel syndrome 
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CFS 

IBS 

Fibromyalgia 
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CFS 

IBS 

Fibromyalgia 
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• Increased symptoms predict disability, but…. 

• Not always high correlation between Sx’s and function 

• Complex path to function vs. symptoms 

• Factors: index illness, response to illness, behaviour, beliefs 

• Boom-bust vs. activity avoidant response styles 

• Other factors? Mental health, pathophysiology? 
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• Meets diagnostic criteria? Other illness excluded? 

• Medical work-up? Complete? 

• Symptom mix? Experienced with exacerbation? 

• Threshold/1st symptom (same for phys vs. cog?) 

• Disparity in symptoms from phys vs. cog activity? 

• Symptom delay + recovery time 
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• Walking and reading tolerances (minutes until threshold) 

• Pattern and intensity of crashes (mini vs. full) 

• Neuro-psych assessment: changes to Attn/Conc/Mem/Exec? 

• Functional assessment (ADL’s) and est. % of original function 

• Pain: muscles/joints/headaches. Freq. vs. intensity 

• Pain: using medications- managed? Reducing function? 
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• Back to back appts. 

• Medicare: 10 appts Clin Psych 

• Medicare: 5 appts AEP 

• Average Pt. around 5-7 appts 
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Initial Assessment 

Clinical psychologist Exercise physiologist 

Activity 

pacing 

Graded 

exercise 

Activity Diary + 

Psycho-education 

Fatigue Centre intake: GP referrals 

Tx review; Fx progress? D/C? Continue? 

Depression/Anx 

management 

Sleep-wake 

management 

 

Cog-exercise 

 therapy 

 

R/T to work or 

school + family 



“Overall treatment aim is to stabilise symptoms 
and increase function (physical & cognitive)” 

*

 

The Fatigue Centre 



Ms. Tina Bogg 

Accredited exercise physiologist 
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Exercise physiology 

 Specialise in exercise and nutrition advice for people 

with medical conditions, including but not limited to: 

 Cardiovascular disease (IHD, CHF, hypertension) 

 Metabolic disease (obesity, diabetes, metabolic syndrome) 

 Musculoskeletal  (osteoporosis, arthritis, rehab) 

 Neurological/neuromuscular – falls risk, Parkinson’s, MS, TBI, 

stroke) 

 Cancer (pre, during, post, survivorship) 

 Respiratory (COPD, asthma) 

 Mental health (depression, anxiety) 



Exercise physiology cont… 

 Evidence-based practice regarding appropriate 

exercise for different conditions and dose-response 

ranges (intensity, duration, frequency) 

 Tailor exercise to individual 

 Provide safe environment and appropriate 

modifications 

 Behaviour-change counselling (goal-setting etc) 



Exercise physiologists (EPs) 

 EP vs Physio 

 EPs don’t diagnose conditions or perform 
manual treatment 

 EPs provide exercise interventions for chronic 
conditions rather than acute  

 

 EP vs Personal Trainer (PT) 

 4 year university degree vs 10-20wk Cert III 
or IV 

 EPs work with disease population vs healthy 
population 

 



Exercise Sports Science Australia 

(ESSA) 

 Professional body started in 1991 

 Growing profession as prevalence of lifestyle 

diseases grow 

 Exercise is medicine 

 In NSW, course available at Wollongong, USYD, 

UNSW 

 www.essa.org.au - can search for local EPs 

http://www.essa.org.au/


EPs & CFS 



CFS Assessment  

 Medical history 

 Symptoms (Fukuda criteria)  

 Exercise history, interests and current activity levels, 

including estimated walking tolerance (without 

exacerbation) 

 Sleep (quality, hours, latency, disturbances etc) 

 Functional level (study, work, home duties) 

 Home situation (partner, family, support system) 

 

 



Functional capacity 

 Home-bound 

 Partial Activities of Daily living (ADLs) 

 Complete ADLs 

 ADLs + part-time work 

 ADLs + full-time work 

 ADLs + full-time work + recreation physical activity 

Symptom-limited functional capacity 

Home-

bound 
F/T Work, 

exercise Complete 

ADLs 




