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Abstract—One hundred one chronic fatigue syndrome (CFS) patients attending a specialist CFS clinic
were compared with 45 rheumatoid arthritis (RA) patients on a range of standardized questionnaire
measures, to investigate whether CFS patients are characterized by particular personality traits or social
attitudes. No differences were found between CFS and RA patients in measures of perfectionism, atti-
tudes toward mental illness, defensiveness, social desirability, or sensitivity to punishment (a concept re-
lated to neuroticism), on either crude or adjusted analyses. Alexithymia scores were greater in the RA
patient group (p,0.05). Social adjustment, based on subjective assessment of overall restriction in activi-
ties and relationship difficulties, was substantially poorer in the CFS group (p,0.001). This was highly
associated with depressive symptoms, but remained significant even after adjusting for depressive symp-
tomatology. There was no evidence from this study of major differences between the personalities of
CFS patients and RA patients. The stereotype of CFS sufferers as perfectionists with negative attitudes
toward psychiatry was not supported.  1999 Elsevier Science Inc.
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INTRODUCTION

Chronic fatigue syndrome (CFS) describes a complex of symptoms characterized by
serious and debilitating medically unexplained mental and physical fatigue of at
least 6 months duration, accompanied by a number of additional nonspecific symp-
toms, including muscle pain, sleep disturbance, depression and poor concentra-
tion [1, 2].

Considerable attention has been paid to the role of psychiatric illness in CFS. Al-
though psychiatric disorders are clearly important, their precise contribution re-
mains unclear. However, depressive and anxiety states, both current and in the past
histories of CFS sufferers, seem to be particularly relevant [3–8].

Less professional attention has been given to the role of personality. Despite this,
personality issues play a considerable role in the popular and media conception of
CFS. This takes two forms [9]. First, CFS sufferers are often portrayed as hard-
working, hard-driving, and energetic people before the onset of CFS [10]. Such
characteristics are often said to either predispose individuals to developing the ill-
ness or, alternatively, to prevent them from making normal recoveries. Second, CFS
sufferers are also usually portrayed as hostile to psychological explanations, mental
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illness, and psychiatry in general [9]. However, both conceptualizations of CFS suf-
ferers may reflect a variety of biases and be associated with personality factors such
as social desirability, defensiveness, and sensitivity to criticism.

There is a paucity of systematic evidence on the role of personality factors in CFS.
Several studies have assessed personality from a dimensional perspective. Millon et
al. studied 24 CFS patients using the Millon Clinical Multiaxial Inventory (MCMI),
finding pathological elevations on histrionic (33%), schizoid (29%), and avoidant,
narcissistic and aggressive/sadistic (25% each) personality patterns compared with
normative data [11]. Blakeley et al. used the Minnesota Multiphasic Personality In-
ventory (MMPI) to compare 58 CFS, 81 chronic pain, and 104 healthy controls.
They found progressively more elevated scores on most scales from controls
through chronic pain to CFS patients [12]. The CFS patients showed more deviant
personality traits reflecting emotionality or neuroticism, although personality pro-
files fell into several different groups. Two other studies using the MMPI, one com-
paring 25 women with epidemic neuromyasthenia to 25 healthy women [13] and an-
other comparing 53 CFS patients to 43 healthy controls [14], reported similar
findings. Riccio et al. used the Eysenck Personality Questionnaire to compare nine
myalgic encephalomyelitis (ME) sufferers with matched healthy controls and found
significantly lower scores on the Extraversion and Psychoticism scales for the ME
patients, but no differences on the Neuroticism or Lie scales [15].

Two other studies have used a categorical approach to personality assessment
with CFS patients, employing measures to diagnose personality disorder (PD) ac-
cording to DSM-III-R criteria. Pepper et al. compared patients with CFS, multiple
sclerosis (MS) and major depression [16]. The depressed group had more PDs than
the CFS and MS groups who did not differ in rates of PD. A variety of PDs were
found among CFS patients, the commonest being obsessive–compulsive (16%), his-
trionic (13%), and dependent (11%). Johnson et al. assessed 35 CFS, 20 MS, and
24 depressed patients and 35 healthy controls and found progressively higher rates
of PD and neuroticism scores from healthy controls through CFS and MS (who did
not differ) to the depressed group [17]. The most common PDs among the CFS pa-
tients were histrionic (23%) and borderline (17%).

Special attention has also been focused on perfectionism and a related highly ac-
tion- and achievement-oriented lifestyle as premorbid risk factors, but the differing
measures employed and conflicting results do not allow any firm conclusions to be
drawn [18–21].

One of the main limitations of these studies is that the question of affective co-
morbidity was not generally accounted for in the assessment of personality. It is
likely that current affective state significantly influences the outcome of personality
assessments and there is evidence that “personality disorder” may resolve or be re-
duced following resolution of a depressive disorder [22, 23]. This is of particular im-
portance as depression is common in CFS.

This study aims to investigate attitudes of CFS patients to psychiatric illness and
the role of personality factors that may be associated with or underlie such attitudes.
A comparison group of patients with rheumatoid arthritis (RA) was chosen to con-
trol for effects of chronic illness on cognitive styles or other personality traits. It
seems likely that the normal range of personality is represented among patients
with early arthritis and that changes reflect years of disabling disease [24], support-
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ing the use of these patients to control for the effects of chronic, painful disability
on personality.

We began with the following hypotheses:

1. CFS patients rate their personalities higher on perfectionism dimensions prior
to onset of illness.

2. CFS patients have more negative attitudes to mental illness, which may be re-
lated to underlying traits of defensiveness, desire for social approval, and sen-
sitivity to punishment (represented by the perceived stigma of psychiatric
illness).

3. Failure to identify emotional states (alexithymia) contributes to denial of the
role of psychiatric disorders in the etiology of CFS.

METHOD
Setting

CFS patients were those attending a CFS clinic situated in a large teaching hospital in South London.
The sample is characteristic of CFS patients seen in other specialist clinics [25], showing the typical char-
acteristics of high morbidity and an overrepresentation of higher social class. It is not typical of CFS pa-
tients in primary care [26].

Subjects
The subject group comprised 120 patients recruited from consecutive referrals by primary care physi-

cians and consultants to a hospital clinic specializing in CFS. Each patient had a standardized assessment
interview with an accredited psychiatrist experienced in CFS (B.W. and S.W.). All subjects fulfilled the
UK operational criteria [27] and the 1994 CDC criteria [28] for the diagnosis of CFS. The control group
consisted of 60 patients, aged 18 to 65 years, with formal diagnoses of rheumatoid arthritis, under ongo-
ing treatment at the Rheumatology Department in the same hospital and identified from the case regis-
ter maintained in the department.

All patients were given a package of questionnaires with an explanatory letter and asked to complete
and return them. Patients were offered anonymity to increase response rates and reduce bias. The socio-
demographic variables rated were defined as shown in Table I. Social class was based on the HMSO Oc-
cupational Classification [29]. Patients who were unemployed were classified according to their last em-
ployment.

Instruments
The package of questionnaires included the following instruments:

1. Maclean’s questionnaire on attitudes towards mental illness [30]. Two subscales of this questionnaire
were used, one measuring sympathy toward the mentally ill (Sympathy subscale), and the other
the readiness to tolerate social intimacy with them (Social Distance subscale). Each scale consisted
of a number of statements allowing for responses on a five-point scale from 1 (strongly agree) to
5 (strongly disagree) with higher scores indicating greater tolerance of social intimacy.

2. Social Desirability Questionnaire [31]. This questionnaire consists of 32 true/false statements with
responses scored as 0 or 1 for concordance with the most socially acceptable attitude.

3. Defensiveness Scale of Adjective Check List [32]. The Adjective Check List consists of a large num-
ber of adjectives, with respondents being asked to mark those words they believe to truly describe
them. For this study, the list was reduced to those relevant to a defensive attitude, with a further
set added for camouflage. Higher scores indicate a more defensive attitude.

4. Twenty-Item Toronto Alexithymia Scale (TAS-20) [33, 34]. The TAS-20 uses 20 items to assess
three dimensions of alexithymia: difficulty identifying and distinguishing between feelings and
bodily sensations; difficulty in identifying and describing feelings; and externally orientated think-
ing (a cognitive style that is concrete and reality-based). The items consist of statements presented
in a five-point Likert rating format graded from 1 to 5 along a “strongly disagree” to “strongly
agree” continuum, with higher scores indicating greater degrees of alexithymia.

5. Tridimensional Personality Questionnaire (TPQ) [35]. The TPQ is a personality assessment ques-
tionnaire, comprising 100 true/false items along three dimensions: harm avoidance; reward depen-
dence; and novelty seeking. Harm avoidance, a trait of punishment sensitivity, is conceptualized
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Table I.—Sociodemographic and clinical characteristics

Subjects, Controls,
CFS patients RA patients

Patient groups (n 5 101) (n 5 45) Statistical test

Male 40 (39.6%)61 9 (20%)36 Chi-square: x2 5 5.37,
Female (60.4%) (80%) p 5 0.02
Mean age (sd) 36.6 (sd 5 10.5) 42.2 (sd 5 9.6) t-test: t 5 3.05, p 5 0.003
Social classa

1 10 3
2 44 15
3 (N) 18 16
3 (M) 6 0
4 3 2
5 0 2
Student 10 2
Unknown 10 5

Marital statusb

Single 42 17
Married/cohabiting 47 23
Divorced/separated 11 5
Widowed 1 0

Ethnicityc

White 98 41
Afro-Caribbean 1 1
Asian 2 0
Unknown 0 3

Educationd

Secondary (no exams) 12 11
Secondary (CSE/O level) 21 13
Secondary (A level) 9 4
Diploma 29 9
Degree 29 8
Unknown 1 0

Duration of illness (months)e

Median 3621–58 6432–143
Interquartile range

a For all subjects and controls in this patient group, the statistical test is Chi-square: x2 5 17.46,
p 5 0.03.

b For all subjects and controls in this patient group, the statistical test is Chi-square: x2 5 4.45,
p 5 0.73.

c For all subjects and controls in this patient group, the statistical test is Chi-square: x2 5 0.38,
p 5 0.54.

d For all subjects and controls in this patient group, the statistical test is z-test (trend): z 5 2.55,
p 5 0.01.

e For all subjects and controls in this patient group, the statistical test is Mann-Whitney: U 5
1295, p , 0.001.

as an individual’s “tendency to respond intensely to aversive stimuli and to avoid punishment, nov-
elty, and nonreward passively” [36]. It is thought to reflect personality traits similar to Eysenck’s
concept of neuroticism [37, 38]. Reward dependence, similar to Eysenck’s concept of extroversion,
is thought to involve a particular sensitivity to signals of reward and thus susceptibility to positive
affect. Novelty seeking is an individual’s tendency toward excitement in response to novel stimuli.

6. Multidimensional Perfectionism Scale (MPS) [39]. The MPS uses 35 items to assess six dimensions
of perfectionism: excessive concern over making mistakes; high personal standards; the perception
of high parental expectations; the perception of high parental criticism; the doubting of the qual-
ity of one’s actions; and a preference for order and organization. All items are in the form of state-
ments laid out in a Likert-type format with a five-point response continuum from strongly disagree
(1) to strongly agree (5).
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7. Beck Depression Inventory (BDI) [40]. In this study the BDI was used to provide a measure of de-
pressive symptomatology.

8. Social Adjustment Scale (SAS) [41]. The SAS is a brief self-report of functional impairment. The
SAS looks at five areas of social adjustment: ability to work; ability to continue with social activi-
ties; home management abilities; involvement with private activities and the ability to form and
maintain relationships. The scale is assessed by means of a visual analog from 0 being “no handi-
cap” to 8 being “very severely handicapped and the patient cannot participate with the activity.”
In the results and analysis, the scores for the first four scales are summed as the general measure
of restriction in activities and the final scale concerning relationships considered separately.

Statistical analyses
After tests for normality, t-tests for independent samples were used to compare the two groups on

age, and chi-square analyses were used for gender, social class, marital status, ethnicity, and level of aca-
demic achievement. A Mann–Whitney U-test was used to compare the groups on duration of illness,
which was not normally distributed.

The significance of group differences for all the psychological variables and the SAS were assessed
using analysis of covariance in spss. The covariates tested were age, gender, social class, duration of ill-
ness, and an adjusted BDI score for all analyses. The BDI score was corrected by removing the effect
of the fatigue variables, tiredness and effort to work, on the total score (BDIcorr). This was to avoid distor-
tion of the BDI score, used as a general measure of depression, by core symptoms of CFS present in
patients without depression. To test social class as a covariate, it was recoded into two classes: one for
professional and managerial occupations (Social Classes 1 and 2; see Table I) and students, the other
class for remaining occupations (Social Classes 3N, 3M, 4, and 5; Table I).

RESULTS

Response rates
One hundred twenty CFS patients were given questionnaires, and 101 were re-

turned (84%). Sixty questionnaires were given to the control group (RA) and 45
were returned (75%). Nonresponders in the CFS group did not differ from respond-
ers in terms of gender, age, and duration of illness. No information was available
on nonresponders in the RA controls.

Sociodemographic and clinical characteristics
The sociodemographic and clinical characteristics of the subject and control

groups are summarized in Table I. The groups differed significantly in gender, age,
educational achievement, social class distribution, and duration of illness. There
were no significant differences in marital status or ethnicity. The control group of
RA patients contained a higher proportion of females, was older and of lower social
class and academic achievement than the CFS patients, and had been ill longer. BDI
scores (Table IIc) were significantly higher in the CFS group even when the effect
of the items assessing fatigue was removed from the total (BDIcorr).

Instruments
The results of the questionnaire scores are shown in Tables IIa, IIb, and IIc. The

most frequently occurring significant covariate for the psychological measures was
the corrected BDI score (BDIcorr) and these correlations are presented. On both
crude and adjusted analyses there were no differences between the groups on re-
sponses to Maclean’s questionnaire on attitudes to mental illness, to the Adjective
Check List for defensiveness or to the Crowne–Marlowe questionnaire on social de-
sirability (Table IIa). There were no overall differences on the harm avoidance and
reward dependence scales of the TPQ. As expected, the CFS group did score higher
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on the “fatigability and asthenia” subscale of the TPQ (Harm Avoidance, subscale
4). This was substantially related to BDI scores (Pearson’s correlation coefficient:
R510.42, p,0.001), but the differences remained significant even when adjusted
for the corrected BDI scores.

Total alexithymia scores as measured by the TAS-20 were greater in the RA than
CFS patient group as were scores on the subscale measuring ability to identify af-
fects and distinguish from bodily sensations. The differences in these scores reached
significance only after adjustment for the BDI scores. No differences were found on
the other subscales of describing affects or of externally orientated thinking (Table
IIb). Assessment of perfectionism by the MPS showed no significant differences be-
tween the groups for any of the subscale or total scores (Table IIc).

The CFS patients had substantially higher scores on the SAS (Table IIc), as-
sessing their overall restriction in activities and relationship difficulties resulting
from their illness as far greater than did the RA patients. Again, these scores were
highly related to the BDI scores (R510.49, p,0.001 and R510.55, p,0.001, re-
spectively), but the differences remained significant after adjustment for the cor-
rected BDI scores.

As there was considerable imbalance in the numbers of male and female patients
studied, and in particular only nine men in the control group of RA patients, the
statistical analyses were repeated for the female patients only. This had little impact
on the general pattern of the results. The only alterations in significance were mar-
ginal and confined to a subscale of the TPQ. Among female patients, those with
CFS scored significantly higher on the reward dependence scale than the RA pa-
tients on the crude analysis (p50.04), but not when adjusted for covariates (age, du-
ration of illness, social class, and corrected BDI scores).

DISCUSSION

We present a large scale controlled study of personality and social attitudes in
CFS patients. Contrary to our hypotheses and the media accounts of CFS, we found
no evidence that CFS patients are characterized by particularly hostile attitudes to
mental distress. It is possible that such attitudes still existed in our sample, but the
responders were unwilling to admit to them. We consider this to be unlikely. It is
possible that our sample has a pro-psychiatry bias, because, although we operate a
broad-based service in a general hospital, we make no secret of our professional af-
filiations. However, when we participated in a multicenter study with colleagues in
Boston and Sydney, the results showed that our patients were typical of those seen
in the other centers, and that our service did not see a particularly “psychiatric”
group [25]. We consider it more likely that it is the media perception of CFS that
is in error, and that the media portrayal of CFS reflects an atypical and unrepresen-
tative stereotype.

Our study also failed to demonstrate any overall differences in personality traits
that may underlie negative attitudes to mental illness or psychiatry, namely social
desirability, defensiveness, and harm avoidance. Harm avoidance has been linked
to the dimension of neuroticism [37, 38], hence our findings differ from several pre-
vious studies which, with one exception [15], have reported elevations on measures
of neuroticism in chronically fatigued populations [12–14, 16, 17].
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The lower alexithymia scores found in the CFS compared with the RA patients
were contrary to our original hypothesis. The difference between the groups was in
the dimension measuring ability to identify and distinguish affects from physical
sensations in which the RA patients did worse. Interestingly, this difference only
reached significance after adjustment for BDI scores. It may be that aspects of alexi-
thymia have a complex relationship with depression. On the one hand, as suggested
by the positive correlation between them, the ability to identify and distinguish af-
fects from physical sensations may be acutely disturbed during a depressive illness
in a state-dependent manner. On the other hand, a focus on somatic complaints in
chronic physical illness may actually mitigate against the experience of depression
and thus represent a protective mechanism. Other investigators finding raised alexi-
thymia scores in RA patients compared with healthy controls [42] have suggested
a similar argument. Such a relationship could be consistent with our results. If the
“alexithymia” of our CFS group is more the consequence of depression while that
of the RA group represents more a protective mechanism against the experience of
depression, then adjustment for depression would reduce the alexithymic dimen-
sion of the CFS group relative to the RA group. However, it seems unlikely that
the concept of alexithymia is related to attitudes toward mental illness as there was
no difference between CFS and RA patients in hostility to mental illness on crude
or adjusted analyses.

This study also failed to demonstrate any differences in perfectionism between
CFS and RA patients. Once again, these findings are at odds with the media and
self-help literature stereotypes of CFS sufferers, perhaps suggesting a selection bias
whereby sufferers who express their public opinions are more likely to have been
perfectionists premorbidly, or at least to consider themselves as such. Previous stud-
ies of chronically fatigued populations using the type A personality construct as a
proxy for perfectionism give contradictory results [19, 20].

The main positive findings in this study are the highly significant differences be-
tween the CFS and RA patients in the measures of depressive symptomatology
(BDI) and of social adjustment (SAS), which were closely related. The higher de-
pression scores in our CFS patients are in line with previous evidence of high rates
of depression in CFS even in comparison with other chronically physically disabled
populations [5, 43, 44]. Interestingly, despite higher BDI scores, our CFS group did
not show more deviant personality traits than the RA control group. Johnson et al.’s
study of personality in CFS [17] found that patients with concurrent depression ac-
counted for most of the personality pathology in their CFS sample. Whereas per-
sonality disorders have been noted to predispose to depression [45], there is also ev-
idence for state dependency of personality assessments made in the context of
major depression [22, 23]. The clear demarcation of personality pathology between
depressed and nondepressed CFS subgroups in Johnson’s study suggests that the
personality measures were confounded by psychiatric state. It is interesting in this
context that the most frequently found significant covariate for the various person-
ality measures employed in our study was the BDI score (corrected to remove the
effects of the fatigue variables). Lack of significant personality differences in our
CFS patients may therefore reflect our own observation that the rates of depressive
disorder in our CFS clinic have been decreasing over time, perhaps reflecting better
recognition and/or treatment of depressive disorders by general practitioners.
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Several possible limitations to the current study merit consideration. One is the
use of RA patients as a comparison group. The lack of differences between our CFS
and RA patients may be due to similar “abnormal” personality profiles common to
both groups. This would be an important limitation of the study if such personality
factors were present premorbidly in RA patients, but evidence for premorbid per-
sonality factors in RA that are independent of selection bias is not convincing [24].
If, as seems more likely, personality descriptors in RA are associated with other
confounders, such as chronic disabling illness and depression, RA patients make a
very appropriate comparison group for the investigation of personality factors more
specific to CFS.

We employed a relatively large number of statistical tests in the analysis of the
inventories used. We did not undertake formal statistical correction for multiple
analyses, but, in taking a p-value of 0.05 for significance, the expected number of
false positive findings is 1.35. It is also possible that some negative findings are type
2 errors.

The use of the BDI as a measure of depression in this study also merits consider-
ation. The BDI contains several items relating to physical symptoms that may be
positive in CFS patients without depression. However, some such items may also be
positive in RA patients irrespective of depression reducing this limitation of the
BDI in a comparative study. Although using the BDI as a covariate was a fairly
crude tool in adjusting for the effect of current depression on personality measures,
the fatigue variables were removed for the analysis. To have removed further BDI
items overlapping with CFS symptoms would have risked severely skewing the pro-
file of depression in the sample by excluding too many features of depression that
may be irrespective of other illness (CFS or RA). In the event, adjustment for BDI
scores had little impact on the significant results.

The alternative interpretation of the BDI scores as reflecting, at least in part, se-
verity of CFS symptoms, and not solely the extent of current depression, is impor-
tant. The associations found between various psychological measures and the BDI
scores may then be explained partially by a particular subgroup of patients with se-
vere symptoms (reflected in high BDI scores) and significant personality profiles.
This would be consistent with the view of CFS as a heterogenous condition [46].
Data from such subgroups of patients may be concealed in a general study of CFS
patients such as we have reported. Previous researchers have found an association
between perfectionism and fatigue in general [47]. However it is most unlikely that
our psychological measures relate simply to severity of fatigue as the associations
were with BDI scores corrected to remove the effect of the fatigue variables
(BDIcorr).

A final important concern is that of the applicability of our findings to men given
the predominance of female subjects overall and particularly the small number of
male controls. Our results clearly require replication before they can be generalized
to male CFS patients with confidence.

In summary, we have found little evidence that any particular personality trait
discriminates CFS patients in a specialist setting from other patients suffering a
physically disabling condition, albeit more chronic and painful, with a firmly estab-
lished physical cause. Popular representations of CFS patients in the media may not
apply to the entire population of sufferers and may represent the views of an atypi-



396 B. WOOD and S. WESSELY

cal subgroup and/or a media stereotype of CFS patients. Whereas lack of a healthy
matched control group limits our ability to generalize from our findings, this study
provides no evidence to support the anti-psychiatry tone that is so striking in the
popular literature on CFS. On the other hand, the positive stereotype of the high-
achieving, overdedicated sufferer with high personal standards receives no support
either. We conclude that this sample of CFS patients is not characterized by any of
the personality traits suggested in the popular literature on the condition, when
compared with patients suffering a physically disabling illness of established physi-
cal etiology.

Acknowledgments—The authors thank Dr. David Scott, consultant rheumatologist, King’s College Hos-
pital, London, for his help with data collection and Dr. Sophia Frangou, Institute of Psychiatry, and Dr.
T. Hickson for their critical readings of the manuscript. We are particularly grateful to Dr. Pak Sham,
Institute of Psychiatry, for his assistance with the statistical analysis. Barbara Wood was supported by
a grant from Pfizer UK.

REFERENCES

1. Holmes GP, Kaplan JE, Gantz NM, et al. Chronic fatigue syndrome: a working case definition. Ann
Intern Med 1998;108:387–389.

2. Royal Colleges of Physicians, Psychiatrists and General Practitioners. Chronic fatigue syndrome: re-
port of a joint committee of the Royal Colleges of Physicians, Psychiatrists and General Prac-
titioners. London: Royal College of Physicians 1996.

3. Kruesi MJ, Dale J, Straus SE. Psychiatric diagnoses in patients who have chronic fatigue syndrome.
J Clin Psychiatry 1989;50:53–56.

4. Manu P, Lane TJ, Matthews DA. Depression among patients with a chief complaint of chronic fa-
tigue. J Affect Disord 1989;17:165–172.

5. Wessely S, Powell R. The nature of fatigue: a comparison of chronic “postviral” fatigue with neuro-
muscular and affective disorders. J Neurol Neurosurg Psychiatry 1989;52:940–948.

6. Kendell RE. Chronic fatigue, viruses and depression. Lancet 1991;337:160–162.
7. Lane TJ, Manu P, Matthews DA. Depression and somatisation in chronic fatigue syndrome. Am J

Med 1991;91:335–344.
8. Katon W, Russo J. Chronic Fatigue Syndrome criteria: a critique of the requirement for multiple

physical complaints. Arch Intern Med 1992;152:1604–1609.
9. Wessely S. Neurasthenia and chronic fatigue: theory and practice in Britain and America. Transcult

Psychiatr Res Rev 1994;31:173–209.
10. Ware N, Weiss M. Neurasthenia and the social construction of psychiatric knowledge. Transcult

Psychiatr Res Rev 1994;31:101–124.
11. Millon C, Salvato F, Blaney N, et al. A psychological assessment of chronic fatigue syndrome/chronic

Epstein–Barr virus patients. Psychol Health 1989;3:131–141.
12. Blakeley AA, Howard RC, Sosich RM, et al. Psychiatric symptoms, personality and ways of coping

in chronic fatigue syndrome. Psychol Med 1991;21:347–362.
13. Stricklin A, Sewell M, Austad C. Objective measurement of personality variables in epidemic neuro-

myasthenia patients. S Afr Med J 1990;77:31–34.
14. Schmaling KB, Jones JF. MMPI profiles of patients with chronic fatigue syndrome. J Psychosom

Res 1996;40:67–74.
15. Riccio M, Thompson C, Wilson B, et al. Neuropsychological and psychiatric abnormalities in myal-

gic encephalomyelitis: a preliminary report. Br J Clin Psychol 1992;31:111–120.
16. Pepper CM, Krupp LB, Friedberg F, et al. A comparison of neuropsychiatric characteristics in

chronic fatigue syndrome, multiple sclerosis, and major depression. J Neuropsychiatry Clin Neu-
rosci 1993;5:200–205.

17. Johnson SK, DeLuca J, Natelson BH. Personality dimensions in the chronic fatigue syndrome: a
comparison with multiple sclerosis and depression. J Psychiatr Res 1996;30:9–20.

18. Verhaest S, Pierloot R. An attempt at an empirical delimitation of neurasthenic neurosis and its rela-
tion with some character traits. Acta Psychiatr Scand 1980;62:166–176.

19. Woods TO, Goldberg DP. Psychiatric perspectives: an overview. Br Med Bull 1991;47:908–918.
20. Lewis S, Cooper CL, Bennett D. Psychosocial factors and chronic fatigue syndrome. Psychol Med

1994;24:661–671.



Personality and social attitudes in CFS 397

21. Van Houdenhove B, Onghena P, Neerinckx E, et al. Does high ‘action-proneness’ make people
more vulnerable to chronic fatigue syndrome? A controlled psychometric study. J Psychosom
Res 1995;39:633–640.

22. Joffe RT, Regan JP. Personality and depression. J Psychiatr Res 1998;22:279–286.
23. Joffe RT, Regan JP. Personality and depression: a further evaluation. J Psychiatr Res

1989;23:299–301.
24. Creed F. Psychological disorders in rheumatoid arthritis: a growing consensus? Ann Rheum Dis

1990;49:808–812.
25. Wilson A, Hickie I, Hadzi-Pavlovic D. What is chronic fatigue syndrome? Heterogeneity within an

international, multicentre study. Psychosom Med. In press.
26. Euba R, Chalder T, Deale A, et al. A comparison of the characteristics of chronic fatigue syndrome

in primary and tertiary care. Br J Psychiatry 1996;168:121–126.
27. Sharpe M, Archard L, Banatvala J, et al. Chronic fatigue syndrome: guidelines for research. J R Soc

Med 1991;84:118–121.
28. Fukuda K, Straus S, Hickie I, et al. Chronic fatigue syndrome: a comprehensive approach to its defi-

nition and study. Ann Intern Med 1994;121:953–959.
29. Office of Population Censuses and Surveys. Standard occupational classification. London: HMSO

1991.
30. Maclean U. The 1966 Edinburgh survey of community attitudes to mental illness. Health Bull

1968;26:23–27.
31. Crowne DP, Marlowe D. A new scale of social desirability independent of psychopathology. J Con-

sult Clin Psychol 1960;24:349–354.
32. Gough HG, Heilbrum AB. The Adjective Check List manual. Palo Alto, California: Consulting Psy-

chologists Press 1965.
33. Bagby RM, Parker JDA, Taylor GJ. The twenty-item Toronto Alexithymia Scale. I. Item selection

and cross-validation of the factor structure. J Psychosom Res 1994;38:23–32.
34. Bagby RM, Taylor GJ, Parker JDA. The twenty-item Toronto Alexithymia Scale. II. Convergent,

discriminant and concurrent validity. J Psychosom Res 1994;38:33–40.
35. Cloninger C. A systematic method for clinical description and classification of personality variants.

Arch Gen Psychiatry 1987;44:573–588.
36. Cloninger C. A unified biosocial theory of personality and its role in the development of anxiety

states. Psychiatr Devel 1986;3:167–226.
37. Gray J. A critique of Eysenck’s theory of personality. In: Eysenck H, ed. A model for personality.

New York: Springer 1981:46–276.
38. Russo J, Katon W, Sullivan M, et al. Severity of somatisation and its relationship to psychiatric disor-

ders and personality. Psychosomatics 1994;35:546–556.
39. Frost RO, Marten P, Lahart C, et al. The dimensions of perfectionism. Cogn Ther Res 1990;

14:449–468.
40. Beck AT, Ward CH, Mendelson M, et al. An inventory for measuring depression. Arch Gen Psychi-

atr 1961;5:561–571.
41. Marks IM. Behavioural psychotherapy: pocketbook of clinical management. Bristol, UK: John

Wright 1986.
42. Fernandez A, Sriram TG, Rajkumar S, et al. Alexithymic characteristics in rheumatoid arthritis: a

controlled study. Psychother Psychosom 1989;51:45–50.
43. Katon WJ, Buchwald DS, Simon GE, et al. Psychiatric illness in patients with chronic fatigue and

those with rheumatoid arthritis. J Gen Intern Med 1991;6:277–285.
44. Wood GC, Bentall RP, Gopfert M, et al. A comparative psychiatric assessment of patients with

chronic fatigue syndrome and muscle disease. Psychol Med 1991;21:619–628.
45. Widiger TA, Rogers JH. Prevalence and comorbidity of personality disorders. Psychiatr Ann 1989;

19:132–136.
46. Hickie I, Lloyd A, Hadzi-Pavlovic D, et al. Can the chronic fatigue syndrome be defined by distinct

clinical features? Psychol Med 1995;25:925–935.
47. Magnusson A, Nias D, White P. Is perfectionism associated with fatigue? J Psychosom Res 1996;

41: 377–384.


