
LOOKING FOR A RATIONAL REHABILITATION  
OF CHRONIC FATIGUED PATIENTS.
Published in Dutch in FYSISCHE THERAPIE, 2000.  

OP ZOEK NAAR EEN RATIONELE REVALIDATIE VAN LANGDURIG VERMOEIDE PATIENTEN.  

Jan b Eyskens, Ph.D. Medical Sciences, Movement Consultant. 
__________________________________________________________________ 
INTRODUCTION 
Prolonged fatigue, as a primary complaint, is more and more common. A single cause and 
treatment have not yet been found. It often takes a long time to come to a medical 
diagnosis. Meanwhile, to prevent further deconditioning and social isolation, a 
rehabilitation/ physical program could be proposed. The question, however, is how and in 
what way. 

The existing medical literature is inconclusive to answer this question. We use a policy 
based on patients showing one or more associated symptoms, such as purely physical 
fatigue, pain (muscle and other), sleep disorders, various chronic ailments, etc. 

At least for one subgroup, the standard policy for rehabilitation as outlined by Swezey for 
biomechanical dysfunctions [ 1 ], is useful . However, it must be adapted to the specific 1

characteristics of patients suffering from ongoing fatigue.  

This policy has recently been tested in a pilot study [ 2 ] to result in a useful rehabilitation 
program. 

The proposed program fits in a global policy, including various biological, psychological 
and social factors that can only be brought within a multidisciplinary team . The 2

rehabilitation aims primarily to maintain or return to daily activities. 

'Prolonged tiredness' instead of ‘chronic fatigue syndrome’ 
Fatigue falls under the general term ‘Medically Unexplained Symptoms’  . Recently the 3 4

term ‘subjective health’ has been used  [ 3 ]. The current term 'chronic fatigue syndrome' 5

is best avoided because it appears that the patient associates the word 'chronic' to 'not 
going away' and 'syndrome' as ‘disease’ . Hence the use of the term ‘long-term tiredness'. 6

‘Long-term tiredness’ is included in the rehabilitation program as “a bilan”, i.e. apart from 
the medical diagnosis and without assessment [ 4 ]. The term ‘bilan’, used in French as 
well as in Dutch, can be described as follows. 

After a differential physical and functional assessment, a policy is set up to help the patient 
overcome their functional problems. The aim of the policy is to restrain their complaints 
(fatigue, pain, etc.) and to increase their daily functional possibilities together with future 
opportunities.  

This functional assessment can be written down in a report of the patient’s state and to 
eventually label the dysfunctions (that actually is meant by the term ‘bilan’) and the 
proposed policy. As from now we will therefore use the term ‘functional assessment’ 
pointing to the above-described definition. 

Anyway, indicating a complaint is always a demand for help and it makes sense to an 
answer as quickly and operant as possible. Fatigue is one of the most common complaints 
in first line-health. If there is an underlying condition, the complaint will disappear with their 
healing. However, when no physical cause can be found, we must avoid that the patient 
does what he brings most relief in the short term, i.e. to lie down. 
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Policy counseling to increase treatment adherence 
When people are faced with the need to change something fundamental in their lifestyle, it 
can be noted that they have a particular difficulty with that. They have difficulties 
cooperating or permitting the proposed treatment. 

Low motivation can be generally regarded as a predictor for an early drop-out 

Guidance of the proposed and agreed upon policy can, through motivational and 
preparation techniques increase compliance, and have a positive effect on the final results 
of the treatment. To achieve this, one must from the outset be given a very clear picture of 
the therapy, the process, prognosis, and any resistors that there are or will potentially 
emerge with regard to the rehabilitation program. 

The role of the significant third 
A lot has been written about the role of social support in relation to compliance. The 
influence of the family (or other significant third) is reflected in: 

!Collection of information: family members can enjoy the role of health experts. 

!The forming of a representation of the disease, this representation is influenced by the 
ideas of the family members. A study has shown that the 'health beliefs' of the family 
members are as important as the 'health beliefs' of the patient regarding compliance. 

!Determining goals and an action plan, family members influence each other in taking 
medication, frequent visits to the doctor and so on. When the family members have 
developed good problem-solving skills, as there is good communication between the 
patient and the family and as the family members are optimistic, the compliance will be 
higher.  

Research shows that involving family members (or other significant third) in the treatment 
of the patient results in positive effects and mainly in the long term. Should the 
rehabilitation program succeed in its intent, one must take into account the significant third. 

THE REHABILITATION: BUILD UP FROM DIFFERENT SYMPTOMS 
A Muscular pains, physical fatigue, and musculoskeletal limitations: 
The rehabilitation scheme of Dr. Swezey can be used as a (general) guidance taking into 
account specific adaptations mentioned before. The Swezey method is a proactive policy 
(the ‘patient’ delineates the progressive shift from an external locus of control towards an 
internal and thus becomes an ‘actient’, co-responsible for his/ her health and his / her 
bodily feeling). 

The basic idea is to learn self-care: make it clear to the patient that only a short time in the 
practice of health care provider but must also be followed or paid attention to as much as 
possible throughout the entire day at work or at home. 

What they learned in the motion practice (exercises, pain avoidance movements, etc.) will 
also have to apply at home or at work if they want to achieve any result. Key concepts 
include: 
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1 Objectification of functional status 
Objectification of the functional status of the patient's medical history, clinical examination 
and clinimetric define the degree of disability.  

This is important, first, to draw up a customized exercise program and subsequently follow 
the evolution of the patient. 

2 Provocative and reducing factors 
The mapping of provocative and reducing positions/ movements and patterns is identical 
to other biomechanical disorders. See the article: “Searching for a consensus model in 
dealing with backache” . 7

For the specific provocative and reducing factors in long-term fatigue, see the Appendix: 
related measurements. prevention of, inter alia, pain, loss of function, etc. in patients who 
have long-term tired. 

3 To learn safe postures, moving safely and securely conduct 
Learning safe postures and movements and safe health-promoting behavior is different for 
prolonged fatigue than for example low back pain patients. 

It comes down to finding alternative safe movements and postures and behaviors so that 
the patient can continue to function without too much pain and discomfort (if not he will 
move to avoid it, possibly with kinesiophobia as a result and with the likelihood of further 
deconditioning). We emphasize here the principles of ‘operant conditioning’ or ‘learning by 
doing’. acting learning [ 5 ] 

4 Practice 
Drawing up a customized exercise program (stretching exercises, aerobic exercises) to 
improve the functions, starting from the ability, present resources of the patient (very 
slowly increase the difficulty of the exercises to reduce discouragement and/ or prevent 
kinesiophobia [ 6 , 7 ]. 

5 Relaxation 
With impaired pain perception, relaxation teaching and self-therapy can be beneficial [ 8 ]. 

6 The factor of sleep and recuperation 
Sleep disorders: for severe insomnia, the doctor will refer you to a sleep/ wake center. 

In a physiotherapy practice, we can teach the patient proper lying positions, provide 
alternative attitudes to pain or tenderness, and healthy sleep hygiene. [ 9 ]. 

7 Reintegration 
Small displacements (for bakery), social movement activity (quiet swim in groups) should 
be stimulated. Along with patient and family or friends (significant third). [ 10 ]. 

B Psycho-social constraints 
By contact and treatment of a fairly large group of long weary, we share the patient as 
follows (in general): 

- The 'under users': those who never practice sport, have no hobbies and use their cars 
even for short distances. These patients see 'exercise and practice ‘as very strenuous 
activity’, certainly not as positive factors for their recovery. In fact, they want to return to 
their condition as before: poor condition/ movement - not tired. That is their ‘normal life.’  
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- The over users', have an intense workout, often in competition. Often hard (combined 
multiple jobs) and cannot imagine the exercise schedule (it is equal for them to do 
nothing) will make them better. Ordinary life is very active. 

Both groups will have to learn over time to accept a new way of life.  

Patients often have the feeling that they are not better or rehabilitation is slow, so they 
sometimes give up on the program. An objective confrontation with the first measured 
functional ability and their status at the time of discouragement will improve adherence and 
faith in recovery. 

Overall, we can say that every patient with persistent fatigue, to a greater or lesser degree, 
is faced with accepting one or two types of boundaries: an upper and a lower limit. 

The upper limit 
The case history of patients who give up persistent fatigue, as a complaint, if only 
regionally, often continue ‘provocative’ behavior worsening their condition and thereby the 
complaints. They do not get out of their behavior and movement patterns. Even if they 
have been reduced significantly, the daily 'minimum' activities at that time are still 
considered provocative. They behave in such a way, consciously or unconsciously, that 
their movements, attitudes and daily loads enhance their specific complaint after a time, 
further maintain or enhance. 

Since the postural apparatus is usually unconsciously (over) loaded, the patient does not 
understand what is going on and is therefore not able to adjust his behavior.  

The description of the Cinderella Syndrome by Hagg (not the tax itself is modified but the 
duration of the activity [ 11 ] is essential to understand these issues. 

The lower limit 
Frequently, 'lying down' is stated as the only complaint-reducing 'activity'. Doing nothing 
results in avoidance. For chronic back pain, much has been published about this, mainly 
around the concept kinesiophobia. 

Because of the kinesiophobia, the necessary processes for recovery do not get started 
and the patient ends up in a vicious circle. 

The 'dare not move' attitude should be addressed as such. Given this is contrary to the 
expectations of the patient (‘When I am healed/ is, I'll move!’), there must be an offer that 
takes this into account, willingly or unwillingly. 

We note here that the division is arbitrary. Often, advanced stages are both present. Two 
hours 'flying in' and 'resting' the rest of the day. 

By keeping a daily or weekly book, we try to give the patient's understanding of the 
relationship acts/ fatigue. 

C Generalized aches, ongoing fatigue, sleep disturbances ... leading to 
‘suffering’ 
We find an interesting parallel regarding torture victims in the literature. Many of these 
people suffer from the same symptoms as long weary (CFS). The International 
Rehabilitation Center for Torture Victims (IRCT) in Copenhagen shares the problems of 
torture victims into two groups [ 12 ]. First, there are problems associated with the method 
of torture. Someone who received blows on the feet, may develop later on, foot and 
walking problems and chronic pain in the feet. On the other hand, there are problems 
which are widespread, regardless of the method of torture. The victims suffer from chronic 
fatigue, generalized aches, and sleep problems. 
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What is striking about the manner of most torture is the continuous overload of the attitude 
system of the tortured (also found in CFS). Another aspect that stands out is that it exhibits 
the spontaneous attitude of these individuals similar to the attitude of long weary. 

The essential difference, however, between the two groups, one can even speak of a 
‘benefit’, is that with the tortured the cause of their problems is known and the symptoms 
can be attributed to the loss experience. There is credence approached empathetic to their 
atypical symptoms and the patient. They get a bio-psycho-social rehabilitation, parallel to 
the model of Professor B. Van Houdenhove [ 13 ]. 

However, the long weary patient consults only for general complaints without a specific 
etiology. The caregiver often does not attach much credit to the story of the patient, who 
feels misunderstood and seeks refuge in other (alternative) resources. 

Often the patient enters a spiral of technical problems or references to other specialties, 
leading to a lack of communication between caregivers and the patient. 

So, it comes down to trying to figure out the etiological and provocative factors and in 
addition to the biomechanical and biophysical analysis, one can extract information from 
the body language and the spontaneous functional lesions and functions of the patient. 

DISCUSSION 
In addressing fatigue symptoms, the patient will be motivated to change behavior. After all, 
the limitations experienced during time spend in the practice manifest themselves outside 
the field. To this end, the patient will have to take some personal and social decisions. 
Their ability to do this, however, depends to a large extent of their knowledge, self-esteem 
(self-efficacy), illness-insight and personal philosophies. The main task of the physician or 
health care provider is therefore to educate the patient. 

It is important to make this known as a prescription of physiotherapy to the patient. Clearly, 
the reason for referral and the expectations of the doctor is of concern for the movement 
consultant. The patient is addressed in his unconscious functional postures and 
movements, which requires a consistent attitude of both caregiver and patient. 

Therefore, it is also important to keep up to date with the expectations of the patient. Only 
in this way, can one obtain optimum compliance of the patient. 

Finally, the treatment plan should be flexible enough to allow for adjustment after frequent 
multidisciplinary contact. 

GENERAL CONCLUSIONS 
When CVS is important to the patient, propose as early as possible an individual, 
ambulatory approach under common bio-psycho-social counseling. The policy is proactive, 
which means that high participation and commitment of the patient is expected within the 
limits of its capabilities. 

Self-care is central to this policy. The patient, after all, him/ herself a major influencer on 
his/ her complaints, often without being aware of it. Usually unconscious and unintentional 
provocative lifestyles must be converted to re-education in health-promoting behaviors. 

In the first phase, the posture apparatus must be relieved and then gradually ‘reloaded’ by 
means of functional training, with attention to learning the correct, least stressful posture 
and the correct use of the body functions. It is important to prevent or reduce any fear of 
movement.  

This expertise model should allow room for adjustment to the personal world of each 
patient, taking into account their environment. The involvement of significant others is 
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essential. In adjusting it, one must also be aware of the cultural and medico-legal 
framework within which the model is applied . 8

KEY THOUGHTS ON THE REHABILITATION OF  
LONG TIRED PATIENTS 

- There is almost always talk of deconditioning 

- Patients have low taxable attitude device and inadequate 
movement possibilities 

- There is a fear of movement that requires operant conditioning 

- Rehabilitation should be started at an early stage 

- There is low compliance: is appointed by mutual agreement and 
possibly counseling. 

FINDINGS OF OUR PILOT STUDY 
REGARDING CHRONIC FATIGUE SYNDROME 

__________________________________________________________________ 
This pilot study was done in collaboration with Prof. Dr. G. Moorkens and Dr. H. Wynants,  

department of Internal Medicine, University Hospital Antwerp, Belgium. 

Patients included 
This pilot study aimed to verify whether our clinical findings collected in a period longer 
than 10 years could be confirmed regarding this patient population. Three groups of 
patients were selected from files of the department of General Internal Medicine 
(University Hospital Antwerp). The first group with Chronic Fatigue Syndrome (CFS), the 
second Fibromyalgia Syndrome (FMS), the third – functioning as a control group - with 
Spasmofilia-syndrome (SPS) as their medical diagnosis. 

In total, 261 patients were contacted, of which 241 patients received the invitation letter 
(51 CFS, FMS 57 and 153 SPS). There were 99 positive reactions (38%). 92 patients 
(34%) were included in the study: 19 out of 51 CFS patients (37%), 14 out of 57 FMS 
patients (24%) and 55 of the 153 SPS patients (35%). 

Parameters used 
Previous experiences by physicians specialized in internal medicine and cardiology 
showed no differences between the three test groups and a normal population concerning 
their overall cardiac state. However, at the start of our tests, we measured their pulse rate 
and no differences between the different groups was measured. 

Parameters regarding their complaints. 

A visual analog scale was used when patients were asked to compare the severity of their 
fatigue and their pain regarding the worst period and the last two weeks. 

A pain index inventory (quantifying the intensity of various aspects of their pain) and an 
activity of daily life (ADL) index (to measure the feasibility of certain activities) were 
collected. 
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Physical parameters 

Morphological aspects, including body height, body weight, the presence or not of short 
humeri of a Morton-foot structure was compiled. The presence of a forward positioning of 
the head position while standing were measured. 

Cervical dynamics parameters 

- Measured amplitudes of head movements: chin towards the chest; towards the 
ceiling with an open and a closed mouth; head rotation to the right and to the left; 
moving the head backward diagonally (testing the lengthening of the scalene 
muscles). 

-  Measured muscle power. The power to raise the head from a supine position; the 
strength to push the arms upwards and downwards from a standing position; the 
power to endo- and exo-rotate the arms, elbows bent 90 degrees. 

Psychological parameters 

All patients completed a Beck Scale for Depression, a Tampa scale for kinesiophobia, and 
PSQI scale measuring sleep disorders. Furthermore, a Distress/ Tension scale regarding 
last month was used. Tender points were measured with the aid of a Pain Threshold Meter 
so that not only the number of positive points but also the Myofascial Pain Index (MPI) 
could be measured following the principles of the American College of Rheumatology. 

Results 
We will discuss further the results that are most important to draw up a rehabilitation plan. 

The three groups did not differ in median age. Fatigue, as indicated by these patients, was 
not very different between the three groups; although, the CVS group showed to be more 
fatigued in the past. Actually, fatigue was greater in the FMS group. 

In the CVS group, a positive correlation was found between ‘fatigue now' and short upper 
arms. 

Both FMS and CFS groups did meet criteria regarding the number of Tender Points, the 
SPS group being only slightly beneath the criteria needed. 

However, MPI was lower in FMS and CVS patients and showing the highest values in SPS 
patients. Therefore, MPI as a value might be more important to assess the difference 
between CFS and FMS patients than the actual number of tender points and to measure 
the progression made during a rehab program. 

The highest scores in the PSQI test were obtained in the FMS group showing their 
disturbed sleep pattern; although, no major differences were noted between the three 
groups. 

Also, in the FMS-group, scores were worst regarding the Beck - scale for depression 
scale. 

The Tampa kinesiophobia scale, having a cutoff value of 36, proved only to be significantly 
positive for the FMS group. An important phenomenon regarding the Tampa scale is seen 
when their scores are plotted versus the age of the patient. It shows that ‘fear of 
movement’ increases with age among the three groups (figure 3). In other words, the 
likelihood that these patients will spontaneously change the quality and the quantity of 
their daily movements and activities will decrease; especially, as long as their condition 
lasts. One can expect further deconditioning, if the patient is not motivated in a structured 
manner to move due at the start of the complaint. 

YESBODY®	 jan@yesbody.be	 © Jan b Eyskens Ph.D.

mailto:jan@yesbody.be


Figure 1: The Tampa Scale for kinesiophobia and dates of birth for the CFS, FMS, and 
SPS patients. 

The force to lift the arms upward from a standing position is reduced, especially in CFS 
and FMS, compared to the control population. We examined the relationship between the 
fatigue indicated by the patient and the measured values for ‘arms up’. The weaker the 
force to raise the arms, the greater the fatigue (figure 2). This is compatible with the 
provocative activities and attitudes indicated by these patients. 

Figure 2: The force to raise their straight arms from 90 degrees forward position versus the 
indicated fatigue on a visual analog scale. 

To rule out generalized muscle weakness, the strength of exo and internal rotation of both 
arms was also measured bilaterally, the same regarding the value of pushing the arms 
caudally from a standing position (90° elevation). We calculated the ratio “posture vs 
movement apparatus’ of the musculoskeletal system by dividing the average value of 
lifting both arms by the sum of the averages of the other six measurements. This ratio is 
the smallest in CVS patients. 

The indicated fatigue on a VAS scale was also higher in CFS patients when the ratio as 
described above was lower, confirming the role of the selective weakness of the 
musculature of the posture apparatus (Figure 3). To our knowledge, these concepts and 
the calculation of the ratio ‘posture vs movement apparatus’ of the musculoskeletal system 
is original and cannot be found in the medical literature.  
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These findings can be important because it can be useful when retesting results of 
rehabilitation achieves its intended purpose. 

Figure 3: The ratio 'posture on movement aparatus', see text, against the indicated fatigue 
on a visual analog scale. 
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