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 This paper examines the question of whether chronic fatigue syndrome (CFS), often known as myalgic encephalomyelitis (ME), should be classified as a physical or mental illness.

 The distinction made between physical and mental illness has far-reaching effects. Within medicine there are lists of illnesses considered to be mental disorders which are distinguished from those known as physical disorders. These lists appear in official classifications such as the ICD and the DSM. They are reflected in textbooks which only deal with illnesses considered to be mental ones. Although there is much dispute over some illnesses, there is also a large measure of agreement within medicine about which are to be called mental illnesses and which are not.

 This demarcation is reflected in many other ways within medicine. There is a medical speciality which deals with mental illnesses (psychiatry), there is a branch of the National Health Service which deals with mental illnesses (the Mental Health Services), there are specially trained personnel (such as psychiatrists) who deal with people who have mental illnesses and there are special medications (e.g. antidepressants) and other treatments which are considered appropriate for those with mental illnesses.

 In the wider world, the distinction between mental and physical illness is also widely used, with similar far-reaching effects. Regrettably, many of these are negative for people whose illnesses are classed as mental. In employment, those with a mental illness label may find themselves at a disadvantage; in financial matters, penalties may be imposed by insurance companies, pensions agencies or the state Benefits Agency; in society generally, there may be stigma.


 A financial penalty

 A clear example of the financial penalty attached to a diagnosis of mental illness comes from the current regulations relating to the mobility component of the disability living allowance.

 The mobility component is paid at two rates. One of the qualifying conditions for the higher rate is that the person must be ‘suffering from physical disablement’. If the disablement is judged to be psychological in origin, rather than physical, the person will only be entitled to the lower allowance. There is a substantial difference between the two rates, currently amounting to £24 per week (£1488 per year). The quality of life of people on a very low income, as those with chronic illnesses frequently are, can be substantially affected through being barred from receiving the higher allowance.




 Criticisms of the distinction

 Despite its widespread use, the distinction between mental and physical illness is currently the subject of much criticism (Box 1; Reference KendellKendell, 2001). This can largely be summarised under five headings.


 1. Criticisms of the term ‘mental’

 A frequent criticism is that this suggests an independently existing (Cartesian) mind (Reference White and BassWhite, 1990; Reference Ware, Bock and WhelanWare, 1993). As DSM–IV puts it:




 ‘The term mental disorder unfortunately implies a distinction between ‘mental’ disorders and ‘physical’ disorders that is a reductionistic anachronism of mind/ body dualism’ (American Psychiatric Association, 1994: p. xxi).






 2. Misconceptions associated with mental illness

 Mental and physical illness are polar opposites. Mental illnesses have only mental symptoms and only mental causes, and only mental treatments are appropriate; physical illnesses have only physical symptoms and only physical causes, and only physical treatments are appropriate.

 Mental illnesses are not real, or are less important than physical illnesses.

 Individuals with a mental illness are responsible for their condition; they could, if they made an effort of will, pull themselves out of it.




 3. The association of stigma with mental illness

 Critics argue that if the distinction between mental and physical illness were abolished, or the difference between the two were minimised, this would abolish or reduce the stigma attached to mental illness.




 4. Boundary problems in connection with particular illnesses

 It is pointed out that the distinction between neurological illnesses and some mental illnesses appears to be arbitrary and is essentially due to historical accident. There are also difficulties in drawing the boundaries of somatoform and similar disorders.




 5. Lack of features distinguishing mental from physical illness

 The absence of any features of mental illness by which it can be clearly distinguished from physical illness also leads to the lack of any satisfactory definition of the former. Both mental and physical illnesses have mental and physical symptoms, mental and physical causes and can be treated appropriately by mental or physical treatments.





Box 1
Criticisms of the distinction between physical and mental illness




 The word ‘mental’ suggests a Cartesian mind

 There are many common misconceptions associated with mental illness:

	
• that mental and physical illnesses are polar opposites


	
• that mental illnesses are not real or are of less importance


	
• that people with mental illnesses are responsible for their condition




 Stigma is associated with mental illness

 There are boundary problems (particularly with neurological illnesses and somatoform disorders)

 There are no satisfactory definition or common features of mental illness








 Further responses needed

 Such criticisms are important and valuable. However, I suggest (Box 2) that four further responses are needed.

 First, care should be taken not to overstate the difficulties associated with the current distinction. Sometimes it is said that the distinction implies Cartesian dualism, but this overstates the problem. The distinction does not imply Cartesian dualism, although it may suggest it to some people. Talking of mental illness does not imply the existence of some independent entity, the mind, any more than to talk about psychological illness implies the existence of some independent entity, the psychology of the person involved. In a similar way we can talk about the side view or the frontal view of a mountain or a person, without implying that the side view and the frontal view exist independently. The fact that two things can be conceptually distinguished (conceptual dualism) does not imply that they have some kind of separate independent existence (ontological or Cartesian dualism).

 Second, the distinction between mental and physical illness is sometimes said to be meaningless. This view has been attributed to the authors of DSM–IV (Reference KendellKendell, 2001). However, to say that a patient has a mental illness is certainly not meaningless. There is a difference between the definition and the meaning of the term. Just because we cannot precisely define mental illness, it does not follow that the term has no meaning. There are lists of illnesses which are considered to be mental illnesses (see ICD–10 and DSM–IV); to say that a patient has a mental illness at least involves saying that he or she has one of the listed disorders or something very similar. Further, as has already been pointed out, to classify an illness as mental rather than physical, can have far-reaching effects for the patient both in the medical treatment provided and in society generally. When patients claim that their illness is a physical one, their claims cannot be brushed off on the grounds that they are meaningless.





Box 2
Further responses to the distinction between physical and mental illness




 The difficulties of the distinction should not be overstated

 The distinction does not imply a Cartesian mind

 The distinction is not meaningless

 The need for some kind of distinction should be recognised

 Substantial efforts need to be devoted to finding and introducing a better distinction

 While the distinction remains, clinicians must work with it in the best interests of patients



 Third, the need for some kind of distinction should be recognised. Some kinds of mental illness are very different from some kinds of physical illness and we need a way of marking the difference. Schizophrenia and gout, for example, are very different.

 Fourth, there needs to be greater recognition of the importance of finding and introducing a better distinction and taking appropriate action. The current distinction causes difficulties which present a significant impediment to good communication among doctors and between doctors and patients, with unhappy results for both parties. Significant resources need to be devoted to improving the way in which the distinction is drawn, for this apparently theoretical task has important practical implications.

 Very importantly, while the distinction is in widespread use, clinicians, including psychiatrists, need to be willing to work with it and use it intelligently in the best interests of their patients.




 Why clinicians need to work with the distinction

 The reason why clinicians, including psychiatrists, need to work with the distinction is simple, although its importance is often overlooked. If clinicians do not place their patient's illness in one category or the other, they can be sure that other colleagues will do so. Within medicine, the patient's illness will be categorised by medical researchers, administrators and nosologists. Outside medicine, administrators in employment and financial agencies will do the same. However, the decision made by others may not be appropriate or fair, or in the best interests of the patient. Many of the financial agencies have vested interests and their decision may reflect those interests rather than the true state of affairs.




 The classification of CFS

 Medically unexplained somatic syndromes are difficult to classify as either physical or mental illnesses. I will take CFS as an example (for a recent review of CFS see Reference PinchingPinching, 2000). The problem is that many patients experience CFS as a physical illness – they often say that they had something like bad influenza or a viral attack from which they have never properly recovered. Komaroff (2000) reviews the biology of CFS, citing evidence of biological abnormalities of the central nervous system and the immune system. However, medical scientists have not yet been able to establish an undisputed physical basis for the continuing symptoms and some people therefore conclude that the illness must be a mental one, caused by mental or psychological problems and hence it should be classified as a mental illness.

 I will argue that, even taking a sympathetic stance on psychological causation, there are no good grounds for saying that CFS is generally due to psychological problems. It should therefore not be classified as a mental illness.




 Psychological causation in DSM and ICD

 The notion of psychological causation in DSM and ICD in connection with somatoform disorders is of particular relevance to discussions of CFS.

 When DSM–III was published (American Psychiatric Association, 1980), it abandoned the concept of neurosis and, consequently, disorders previously regarded as neuroses had to be redefined and reclassified. One result of this reorganisation was the introduction of the new category of ‘somatoform’ disorders. Two reasons are given (p. 241) why these newly named disorders should be regarded as mental rather than physical. The first is that ‘there are no demonstrable organic findings or known physiological mechanisms’ and that ‘the specific pathophysiological processes involved are not demonstrable or understandable by existing laboratory procedures’. The second is that, although the symptoms are physical, they are ‘linked to psychological factors or conflicts’ and are ‘conceptualised most clearly using psychological constructs’.

 The second reason makes it clear that psychological causation was being used in DSM–III as a criterion of mental illness for certain conditions, namely conditions whose essential features are physical symptoms that suggest a physical disorder but for which there are no known physical causes. If the condition has psychological causes, then it counts as a mental illness (a somatoform disorder). If there is no known psychological causation, then it should be classified as a physical illness.

 Some preliminary points need clarification. In the first place, psychological causation was not being suggested in DSM–III as a criterion for mental illness in general, since many mental illnesses have a known physical cause. Second, DSM–III does not actually use the phrase ‘psychological causation’, but it is used in ICD–10 in the following description: ‘neurotic, stress-related and somatoform disorders have been brought together in one large overall group because of the historical association with the concept of neurosis and the association of a substantial (though uncertain) proportion of these disorders with psychological causation’ (World Health Organization, 1992: p. 134). A third point is that the characterisation of somatoform disorders in DSM–IV omits any reference to psychological factors. However, in so doing, it fails to provide any justification for classifying such disorders as mental rather than physical.




 Problems with psychological causation

 There have also been many criticisms of the distinction between physical and psychological causation (Reference White and BassWhite, 1990), of which I will mention three. The first is that of establishing which psychological factors are genuinely involved. A second is establishing which of the psychological factors involved has a causal role rather than being a consequence of the illness or merely being associated with it. (It may well be this problem that led the authors of DSM–III to posit linkages rather than causes.) A third problem arises from multiple causation, for there appear to be both physical and mental causes in many, if not all, cases.

 Despite these difficulties, the distinction between psychological and physical causation is used frequently and appears to be appropriate in many practical situations. For example, the cause of pain that follows a blow by a hammer seems to be of a very different kind from the cause of the fear felt by someone with a dog phobia when in the presence of large dogs. The distinction may be difficult and imprecise, but it can be useful.




 Exploring the concept of psychological causation

 A major deficiency in the use of psychological causation as a criterion by DSM and ICD is the failure to give an account of the concept: what counts as psychological causation and under what conditions it can be imputed (Box 3)? This failure makes the criterion ambiguous and liable to varying interpretations.

 To make up for this deficiency, I will explore the concept of psychological causation. The guidelines that I set out seem to be reasonable, but I make no great claims for them. The point is to show that, even if you take a sympathetic view of the concept of psychological causation, there are no sufficient grounds for saying that, in general, CFS is due to psychological factors. Consequently, there are no good grounds for saying that, in general, CFS should be classified as a mental illness.

 The reason for considering this in some detail is not that I particularly wish to defend the concept of psychological causation, but simply to do as much justice to it as I can. As already mentioned, the argument from psychological causation is the main basis for classifying CFS as a mental illness.

 To give some substance to the concept of psychological causation, the following guidelines are provisionally suggested. First, the grounds for imputing particular psychological problems to a patient should be strong. Weak grounds are not sufficient. Regrettably, this principle is frequently ignored and often patients find that psychological problems are imputed to them on very little evidence.





Box 3
Guidelines for imputing psychological causation




 There must be good grounds for imputing psychological problems

 There must be good grounds for thinking that particular psychological factors have a causal influence

 The absence of a known physical cause is not good grounds for imputing psychological causation

 The presence of some psychological causal factors is not sufficient

 Psychological factors should be the predominant causes



 Second, there need to be good grounds for inferring that the psychological factors which are present do, in fact, have a causal influence.

 Third, the absence of any known physical cause is not sufficient in itself to establish that there is no actual physical cause and hence that there must be some psychological cause. Our knowledge of the causes of pain, fatigue and other symptoms central to CFS is very limited and it is quite possible that there is some actual physical cause which we have not yet discovered. As medical science progresses, more and more physical causes are found for conditions that previously were not fully explained. The recent discovery of Helicobacter pylori as a significant cause of peptic ulcer is a case in point.

 When a symptom or condition has no known physical cause, there is a strand of medical thinking which makes the assumption that it must have a psychological cause. This assumption has had a long and troublesome past in the history of medicine, but it is time that it is finally declared unacceptable.

 Fourth, the presence of some psychological causal factors is not, in itself, sufficient grounds for classifying an illness as a mental one. Many physical illnesses, for example heart attacks, also have psychological causal factors.

 Fifth, in view of the previous point, the psychological causal factors involved should generally be agreed to be the predominant causes. The judgement as to whether this is the case or not will be difficult in some instances, but less so in others. Adopting a conservative strategy, psychological causation should not be imputed in difficult cases where there is no widespread agreement. This approach is justified on the principle that mental illness should not be imputed without good grounds, as classifying a condition as a mental illness can have negative consequences and may result in major difficulties in doctor–patient communication.




 CFS and the absence of predominant psychological causation

 If this or a similar account of psychological causation is adopted, it is clear that there are no good grounds for imputing predominant psychological causation in many cases of CFS (Box 4).

 Too frequently, a misperception has been that people with CFS/ME have problems coping with the world and that this in some way causes their illness. Yet very often there is simply no evidence for this allegation: indeed, the evidence suggests that, up to the time of their illness, they were coping very well.

 It is often assumed, without argument, that since no physical causes for CFS have been clearly identified, there must be psychological ones. But this, as already indicated, is an unjustified inference. If psychological problems such as depression are involved, they may be part of the illness or a consequence of it.





Box 4
Reasons for thinking that CFS does not generally have psychological causation




 There are often no significant psychological problems

 Where psychological problems are present, they are often part of the illness or consequences of it

 The absence of a known physical cause does not imply psychological causation

 Where psychological factors are present, they are often not the predominant cause

 Patients report a flu-like illness from which they have never fully recovered

 There is evidence of biological abnormalities of the central nervous and immune systems

 The Department of Social Services regards patients’ problems in walking as generally not of psychological origin



 Where psychological causal factors are correctly identified, they are often insufficiently significant either to be considered predominant or to rule out the possibility of some important physical factor which has not yet been identified. Many patients with CFS mention that they were under considerable stress at the time that they fell ill. But so are people who have heart attacks. The presence of stress leading up to a heart attack does not result in heart attacks being classified as mental illnesses. Equally, the presence of stress leading up to CFS is not, on its own, a sufficient justification for considering it to be a mental illness.




 CFS and the Benefits Agency

 One condition for awarding the higher level of the disability living allowance mobility component is that the claimant should be ‘suffering from a physical disablement’. This has posed considerable problems for people severely affected with CFS who have difficulty in walking even a very short distance. Doctors are unable to find a clear physical basis for these difficulties. Yet it is not irrational fear, depression or some other psychological problem that keeps such patients from walking. In their experience, it is quite the reverse. They desperately want to walk and are well motivated to do so, but they find that even a short walk makes them very ill and their efforts result in increased malaise, pain and other symptoms.

 Confusion over whether this difficulty should be regarded as a physical disablement or not has meant that people with severe CFS have often had very stressful experiences when trying to claim the higher rate of the mobility component. They have frequently had their claim disallowed initially and then, on appeal, sometimes allowed and sometimes not. Not surprisingly, the stress involved has frequently led to a worsening of their condition.

 Recognition of the nature of their difficulties has been slow in coming but official guidance (Disability Alliance, 2000) now advises decision-makers that in the vast majority of claims, if a doctor says that the claimant has CFS, this can be taken as an opinion that they have a physical disablement, even if it cannot be identified. A lack of physical findings in the medical evidence is recognised as a general feature of CFS and should not be taken to mean that mobility limitations are mental in origin. The exception would be if there is unequivocal specialist medical opinion that, in a particular case, the condition is psychological in origin.

 Of course, clinicians may say that the present regulations should be changed. Maybe they should. But the point is that, while the current regulations are in force, the classification of their disablement can make a considerable difference to patients.

 This example is only one of many where the decision as to whether a disablement or its origin is physical or mental has serious consequences for the patient. For the clinician to stay aloof and merely say that the distinction cannot be made is to fail to come to grips with the reality of the situation for the patient.




 CFS as a physical illness

 Taking the approach adopted by the Benefits Agency – and the fact that it reflects the genuine experience of many patients with CFS is one good reason why we should – leads naturally to the view that this illness should generally be classed as physical, unless there is, in a particular case, unequivocal medical opinion to the contrary.

 A major advantage of this proposal is that it would help to defend people with CFS from the unjustified attributions of psychological problems to which they have been vulnerable. It would not mean, of course, a denial of psychological problems or mental illness where they are present. It would, however, place the onus of proof on the clinician to establish that the patient does have a psychological problem rather than, as at present, on the patient that he or she does not. The current situation can easily lead to friction and misunderstanding between clinician and patient.

 Some psychiatrists might worry that classing CFS as a physical illness will lead patients to ignore or discount the psychological aspects of their illness. In practice, the experience of Westcare UK and of other agencies has been quite the opposite. This classification can give patients increased confidence and trust that the health care practitioner really understands their illness. This can make them more willing to consider any possible psychological aspects of their illness. (See Sykes & Campion (2002) for a fuller discussion of the physical v. psychological issues.)

 An alternative proposal, which has the merits of simplicity and clarity, is that CFS per se be classified as a physical illness and, where mental illness or psychological problems are present, an additional diagnosis be given. A person with CFS who is depressed would be given a dual diagnosis. The patient would be diagnosed as having both CFS, a physical illness, and depression, a mental illness.




 Other medically unexplained somatic symptoms

 The approach suggested for CFS can be applied to other medically unexplained somatic symptoms and syndromes. Many problems facing people with CFS also face those with similarly unexplained conditions.

 In dealing with these syndromes, the same fallacious inference is often made, that if there is no known physical cause, then there is no actual physical cause and the condition must therefore be psychological in origin. As Melzach & Wall (1988: p. 32) write in connection with unexplained pain:




 ‘The patients with the thick hospital charts are all too often prey to the physician's innuendoes that they are neurotic and that their neuroses are the cause of the pain. While psychological processes contribute to pain, they are only part of the activity in a complex nervous system. All too often, the diagnosis of neurosis as the cause of pain hides our ignorance of many aspects of pain mechanisms.’



 The proposal is that other medically unexplained somatic symptoms and syndromes, such as unexplained pain, should be classified as physical illnesses unless there is unequivocal medical opinion to the contrary. Alternatively, they should be classed as physical illnesses per se and where there are sufficient grounds for imputing a mental illness or a psychological problem, a dual diagnosis should be given.

 This approach would help to defend a wide range of patients from being unjustifiably characterised as having psychological problems. It would not mean that the psychological aspects of their illness would be denied or ignored. It would be more likely to have the reverse effect, helping patients to be more willing to consider the possible psychological aspects of their illness.




 Summary

 In the current situation, all illnesses are classified either as mental illnesses or as physical illnesses. Despite the real problems of the distinction, it cannot be ignored and clinicians, including psychiatrists, need to be able to work with it and apply it appropriately in the best interests of their patients.

 Regrettably, there may be many negative consequences from classifying an illness as a mental one and this should not be done without good reason.

 The main grounds given for classifying CFS as a mental illness come from the claim that it is caused by psychological factors. The concept of psychological causation is used in the DSM–III (American Psychiatric Association, 1990) and ICD–10 (World Health Organization, 1992) (in their discussion of ‘somatoform’ disorders, etc.) as a criterion to distinguish mental disorders from physical disorders. There are difficulties with the concept of psychological causation, but even if these are set on one side and a sympathetic account of the concept is given, there are no good grounds for saying that CFS, in general, is due to psychological causes. There are thus no good grounds for classifying CFS as a mental illness, and it should not therefore be so classified. In general, CFS should be classified as a physical illness.

 Current guidance from the UK Benefits Agency is that walking difficulties experienced by people with severe CFS should, in the vast majority of cases, be classified as a physical disablement, unless there is unequivocal specialist medical opinion that, in a particular case, the condition is psychological in origin. This, in turn, suggests that CFS should generally be classed as a physical illness.

 An alternative approach would be for CFS per se to be classified as a physical illness and for a dual diagnosis to be given if there are good grounds for imputing a mental illness or psychological problems.

 This approach can be extended to other somatic symptoms and syndromes for which there is no medical explanation, such as pain. This would help to protect patients from the unjustified but frequent imputation of non-existent psychological problems and would remove a source of substantial but unnecessary friction between doctors and patients. It would not involve a denial of any genuine psychological problems. Indeed, somewhat paradoxically, in practice it has been found to increase patients’ readiness to consider the possible psychological aspects of their illness rather than reduce it.




 Multiple choice questions



	
1. To qualify for the higher rate of the mobility component of the disability living allowance:

	
a it does not matter whether the claimant's disablement is physical or psychological in origin


	
b the claimant must suffer from a physical disablement


	
c the claimant must go to an appeal tribunal


	
d the claimant need not be on low income


	
e the claimant must be unemployed.






	
2. The difference between the higher and lower rate of the mobility component of the disability living allowance is currently:

	
a £208 per year


	
b £624 per year


	
c £832 per year


	
d £1040 per year


	
e £1488 per year.






	
3. The distinction between physical and mental illness:

	
a is in widespread use and has far-reaching effects


	
b implies Cartesian dualism


	
c is meaningless


	
d is not relevant to patients


	
e has no satisfactory definition.






	
4. The absence of a known physical cause for a condition:

	
a shows that there is no actual physical cause


	
b shows that there must be some predominant psychological cause


	
c is not sufficient to show that there is no actual physical cause


	
d means that the illness is ‘all in the mind’


	
e does not mean that the illness is not serious.






	
5. The view of the Benefits Agency is that, in the vast majority of cases, the difficulty in walking experienced by claimants with CFS:

	
a is psychological in origin


	
b is both physical and psychological in origin


	
c is a physical disablement


	
d should be regarded with great suspicion


	
e can satisfy one of the conditions for the award of the higher rate of the mobility component of the disability living allowance.











 






MCQ answers




[image: ]


	
1
		
2
		
3
		
4
		
5
	
	
a
	
F
	
a
	
F
	
a
	
T
	
a
	
F
	
a
	
F

	
b
	
T
	
b
	
F
	
b
	
F
	
b
	
F
	
b
	
F

	
c
	
F
	
c
	
F
	
c
	
F
	
c
	
T
	
c
	
T

	
d
	
T
	
d
	
F
	
d
	
F
	
d
	
F
	
d
	
F

	
e
	
F
	
e
	
T
	
e
	
T
	
e
	
T
	
e
	
T














   
 References
  
 

 American Psychiatric Association (1980) Diagnostic and Statistical Manual of Mental Disorders (3rd edn) (DSM–III). Washington, DC: APA.Google Scholar


 
 

 American Psychiatric Association (1994) Diagnostic and Statistical Manual of Mental Disorders (4th edn) (DSM–IV). Washington, DC: APA.Google Scholar


 
 

 Disability Alliance (2000) Disability Rights Bulletin (summer).Google Scholar


 
 

 Kendell, R. E. (2001) The distinction between mental and physical illness. British Journal of Psychiatry, 178, 490–493.CrossRefGoogle ScholarPubMed


 
 

 *
Komaroff, A. L. (2000) The biology of chronic fatigue syndrome. American Journal of Medicine, 108, 169–171.CrossRefGoogle ScholarPubMed


 
 

 Melzach, R. & Wall, P. D. (1988) The Challenge of Pain (2nd edn). Harmondsworth: Penquin.Google Scholar


 
 

 *
Pinching, A. J. (2000) Chronic fatigue syndrome. Prescribers' Journal, 40, 99–106.Google Scholar


 
 

 *
Sykes, R. D. & Campion, P. (2002) The Physical and the Mental in Chronic Fatigue Syndrome/ME. Principles of Psychological Help. Bristol: Westcare UK.Google Scholar


 
 

 Ware, N. C. (1993) Society, mind and body in chronic fatigue syndrome: an anthropological view. In Chronic Fatigue Syndrome. Ciba Foundation Symposium 173 (eds Bock, G. & Whelan, J.) p. 69. Chichester: John Wiley & Sons.Google Scholar


 
 

 White, P. (1990) Fatigue and chronic fatigue syndrome. In Somatization: Physical Symptoms and Psychological Illness (ed. Bass, C.) p. 113. Oxford: Blackwell.Google Scholar


 
 

 World Health Organization (1992) The ICD–10 Classification of Mental and Behavioural Disorders. Clinical Descriptions and Diagnostic Guidelines. Geneva: WHO.Google Scholar




 

         
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 
 	9
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
9




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Kendell, R.E.
2002.
Commentary.
Advances in Psychiatric Treatment,
Vol. 8,
Issue. 5,
p.
358.


	CrossRef
	Google Scholar






White, Peter D.
2002.
Commentary.
Advances in Psychiatric Treatment,
Vol. 8,
Issue. 5,
p.
363.


	CrossRef
	Google Scholar






Fulford, K.W.M.
2002.
Commentary.
Advances in Psychiatric Treatment,
Vol. 8,
Issue. 5,
p.
359.


	CrossRef
	Google Scholar






Sykes, Richard
2003.
Chronic fatigue syndrome: commenting on the commentaries.
Advances in Psychiatric Treatment,
Vol. 9,
Issue. 1,
p.
78.


	CrossRef
	Google Scholar






Sykes, Richard
2006.
Somatoform disorders in DSM-IV: Mental or physical disorders?.
Journal of Psychosomatic Research,
Vol. 60,
Issue. 4,
p.
341.


	CrossRef
	Google Scholar






Sykes, Richard
2012.
Somatoform Disorder and the DSM-V Workgroup's Interim Proposals: Two Central Issues.
Psychosomatics,
Vol. 53,
Issue. 4,
p.
334.


	CrossRef
	Google Scholar






Sykes, Richard
2012.
The DSM 5 Website Proposals for Somatic Symptom Disorder: Three Central Problems.
Psychosomatics,
Vol. 53,
Issue. 6,
p.
524.


	CrossRef
	Google Scholar






Cathébras, P.
2016.
Qu’y a-t-il dans un nom ? À propos des anciens et nouveaux noms de la fatigue chronique.
La Revue de Médecine Interne,
Vol. 37,
Issue. 12,
p.
791.


	CrossRef
	Google Scholar






Iannitelli, Angela
and
Tirassa, Paola
2016.
An Introduction to Pain and its Relation to Nervous System Disorders.
p.
317.


	CrossRef
	Google Scholar


















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Physical or mental? A perspective on chronic fatigue syndrome








	Volume 8, Issue 5
	
Richard Sykes

	DOI: https://doi.org/10.1192/apt.8.5.351





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Physical or mental? A perspective on chronic fatigue syndrome








	Volume 8, Issue 5
	
Richard Sykes

	DOI: https://doi.org/10.1192/apt.8.5.351





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Physical or mental? A perspective on chronic fatigue syndrome








	Volume 8, Issue 5
	
Richard Sykes

	DOI: https://doi.org/10.1192/apt.8.5.351





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















