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Abstract

Objective: To construct an observer’s rating scale sensitive to

change for measuring severity and treatment outcome in fibro-

myalgia (FM) and chronic fatigue syndrome (CFS) patients.

Methods: A selection of items from the Comprehensive Psycho-

pathological Rating Scale (CPRS) were repeatedly rated and used as

outcome measure of a 24-week treatment study. In the study 100

women, fulfilling the criteria for both FM and CFS, received

intermittent injections of a staphylococcus toxoid or placebo. Nine

CPRS-items with high baseline incidence (cutoff 70%) were

extracted and validated against global ratings and the Fibromyalgia

Impact Questionnaire (FIQ). The fibromyalgia and chronic fatigue

syndrome rating scale (the FibroFatigue scale) was thereafter

formed based upon the extracted items and three supplemented

ones. The interrater reliability was tested in 27 consecutive patients

of both sexes. Results: The FibroFatigue scale is an observer’s

rating scale with 12 items measuring pain, muscular tension,

fatigue, concentration difficulties, failing memory, irritability,

sadness, sleep disturbances, and autonomic disturbances (items

derived from the CPRS) and irritable bowel, headache, and

subjective experience of infection (new items). There was a

statistically significant correlation between the CPRS-extracted

items and global ratings as well as with the FIQ. The interrater

reliability of the new scale was excellent (correlation coefficient

.98), irrespective of the patients’ gender. Conclusion: The

FibroFatigue scale seems to be a reliable and valid measuring

instrument with capacity to monitor symptom severity and change

during treatment of FM/CFS patients. D 2002 Elsevier Science Inc.

All rights reserved.
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Introduction

Fibromyalgia (FM) and chronic fatigue syndrome (CFS)

are both chronic clinical conditions characterised by a

variety of nonspecific symptoms, including prominent

fatigue, myalgia, and sleep disturbances. Despite different

diagnostic criteria, CFS and FM have many demographic

and clinical similarities with few differences in the domains

of symptoms [1,2]. Both disorders seek their clinical recog-

nition and, so far, their diagnoses are based on criteria.

There are no widely accepted pathogenic explanatory mod-

els for either illness [2,3]. In spite of extensive research,

treatment continues to be of limited success [4].

Treatment studies on FM/CFS have frequently used the

Visual Analogue Scale (VAS) to obtain patient perception

data. The profile of mood has been estimated using rating

scales for depression such as the Hamilton Depression

Rating Scale [5] and the Beck Depression Inventory [6].

The Arthritis Impact Measurement Scales [7] and the

Fibromyalgia Impact Questionnaire (FIQ) [8] are self-rating

instruments which have been used to assess functional

limitations and disability. They have been evaluated for

reliability and validity in the FM population [9]. Self-rating

scales are also provided for the evaluation of fatigue [10–

12] and one self-rating scale for screening CFS symptoms

has been published [13]. In a previous trial on FM/CFS [14],

we found the neurasthenia subscale of the Comprehensive

Psychopathological Rating Scale (CPRS) [15,16] useful for

evaluation of treatment effects.

Within psychiatry, observer’s rating scales are often

considered more valid and reliable than self-rating scales.
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In this study, we wanted to construct a new observer’s rating

scale aimed at the assessment of core symptoms and treat-

ment outcome in FM and CFS. Due to substantial overlap in

symptomatology between FM and CFS, we decided to

develop a scale suitable for both conditions. The scale

should be based on the CPRS items that we had used within

a double-blind treatment study and their psychometric prop-

erties be tested against global rating scales [17] and the FIQ.

Patients and ratings

Patients

The present study was based on a group of 100 patients,

all women, aged 20–66 years [mean 47.8 years ( ± 11.1

S.D.)] who were evaluated in a 24-week double-blind

clinical trial. In the trial, patients were given repeated

subcutaneous injections of a staphylococcus toxoid vaccine

or placebo [18]. To be included in the research program, the

patients had to fulfil the American College of Rheumato-

logy (ACR) criteria for FM [19] and the 1994 criteria for

CFS established by the CDC [20]. The patients were

referred to our unit from other units in the hospital but most

of them were referred by general practitioners. All patients

included were chronically ill and many had been granted a

sickness pension. On average, the patients had been suffer-

ing from FM symptoms and chronic fatigue for 11.5 years

(range 1–40 years). Due to ethical considerations, the

patients were allowed to keep to their prescribed drug

regimens during the study. The most common medication

was analgesics, which were used by 79% of the patients.

Antidepressants (low doses of tricyclics or selective sero-

tonin reuptake inhibitors) were used by 42%, hypnotics by

26%, daytime benzodiazepine by 21%, and medications for

gastrointestinal problems by 19%. Seven patients (7%) did

not use any concomitant medication.

Scales used to design and validate the FibroFatigue scale

The fibromyalgia and chronic fatigue rating scale (the

FibroFatigue scale) was derived from 15 items of the

neurasthenia subscale of CPRS [15] (Table 1). The ratings

were performed within the study by three registered nurses

trained by an experienced CPRS rater. An interview was

done at baseline, and new interviews were done once a

month during the 24-week trial. At every interview, the same

rater, who was blinded to whether the patient was given

active treatment or placebo, assessed the patient. The dura-

tion of the interview varied but was usually less than 20 min.

The original CPRS [21] comprises 65 items covering a

broad range of psychiatric symptoms both of neurotic and

psychotic dimensions. The scale was intended for treatment

evaluation and to serve as a pool from which items could be

selected to construct scales for various syndromes. The

CPRS is a semistructured interview-based rating instrument

where all the items have explicit definitions. Based on the

information obtained from a clinical interview, each item is

scored 0 (absence of the symptom) to 6 (maximal degree of

the symptom). To aid scoring, a short description (anchoring

point) is given for scores 0, 2, 4, and 6. If the patient’s

condition falls somewhere in between the anchoring points,

a score of 1, 3, or 5 (which are not defined) may be given.

These undefined points increase the scale’s sensitivity to

change [22]. The reliability has been shown high between

disciplines (psychiatry, general practice, nursing, and psy-

chology) and the instrument has been shown highly sens-

itive during trials on various psychiatric groups of patients

(e.g., depression, schizophrenia) [23]. The Montgomery–

Asberg rating scale for depression [24] and the GBS rating

scale for dementia syndromes [25] are examples of estab-

lished rating instruments derived from CPRS. CPRS has

been shown useful also in nonpsychiatric patients, e.g.,

obstructive sleep apnoea [26], stroke [27], and workers

exposed to organic solvents [16].

Clinical Global Impression, severity of illness (CGI-S)

[17] is a 7-point global assessment scale with items ranging

from normal to among the most severely ill, where the

observer, after an examination or interview, assesses the

patient’s severity of illness. In the present study, CGI-S

assessments were made prior to the study and at the end of

the study by the same rater.

Clinical Global Impression of change (CGI-C) [17] is a

7-point global assessment scale with items ranging from very

much worse to very much improved, where the observer

makes an assessment of change in degree of illness in relation

to the previous assessment. In the present study, each

patient’s condition at the end of the study was compared with

her condition at admission by the same rater using the CGI-C.

The Fibromyalgia Impact Questionnaire (FIQ) [8] is a

10-item self-report instrument developed to measure the

Table 1

Incidence of symptoms (frequency of scores above zero) and mean score

( ± S.D.) on 15 items derived from the CPRS

CPRS item Incidence (%) Score mean ± S.D.

1 Aches and pain 100 4.8 0.8

2 Fatiguability 100 4.8 0.9

3 Reduced sleep 98 4.0 1.2

4 Muscular tension 97 3.5 1.2

5 Concentration difficulties 95 2.8 1.3

6 Failing memory 93 2.7 1.2

7 Autonomic disturbances 93 2.5 1.2

8 Hostile feelings 83 2.2 1.4

9 Sadness 77 1.6 1.3

10 Inner tension 59 1.4 1.3

11 Worrying over trifles 55 1.3 1.4

12 Pessimistic thoughts 54 1.1 1.1

13 Suicidal thoughts 37 0.8 1.1

15 Hypochondriasis 22 0.5 1.0

15 Phobias 18 0.4 1.0

Baseline ratings in 100 women fulfilling the criteria for FM and CFS. Each

item is scored 0 (no symptom) to 6 (severe symptom). The nine first items

were included in the final scale
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health status of FM patients. The questionnaire was admin-

istered at baseline and at the end of the trial. The first item

focuses primarily on the patients’ ability to carry out large

muscle tasks. In the next two items, the patients are asked to

circle the number of days in the past week when they felt

good and how often they missed work. The last seven

items— job ability, pain, fatigue, morning tiredness, stiff-

ness, anxiety, and depression—are measured by VAS.

Method

Primary item selection for the new scale

Of the 15 CPRS items used both in a previous [14] and in

the present study, we wanted to exclude those that did not

occur sufficiently often to be regarded as core symptoms

and those that received so low scores that changes would be

difficult to register (floor effect). The baseline frequencies of

scores above zero on the 15 items were therefore calculated

and ranked by incidence. An arbitrary cutoff point of 70%

occurrence was used to identify the most common items in

the total sample of patients.

Convergent construct validity of selected items

Total scores and changes in these scores

The sum of scores on the items with at least 70%

occurrence was used as a preliminary estimate of symptom

severity. This estimate was correlated with the CGI-S and

with the total scores on the FIQ.

After baseline assessments, the patients were randomised

to receive active treatment (staphylococcus toxoid) or pla-

cebo. The difference in total scores on the selected (for the

new scale) CPRS items between baseline and Week 24

(endpoint of treatment) was used as an estimate of change in

symptomatology during the trial. The same estimate of

change was calculated for the FIQ. We also divided the

patients into responders and nonresponders according to

their CGI-C scores. Patients who were rated as (either of)

minimally improved, much improved, or very much

improved were categorised as responders and those who

were rated as (either of) unchanged, minimally worse, much

worse, or very much worse were categorised as nonres-

ponders. The scores on the selected CPRS items before and

after treatment were then compared between the responders

and nonresponders.

The estimate of change expressed in CPRS scores was

validated against ratings on the CGI-C and FIQ using

Pearson product–moment correlation.

Scores on individual items and changes in these scores

The selected CPRS items were correlated with compar-

able items of the FIQ at baseline and at Week 24 in the

trial. For each item, the difference between the baseline

and Week 24 values was used as an estimate of change.

The changes in scores on the selected CPRS items were

then correlated with the changes in scores on comparable

FIQ items.

Estimates of the selected items’ sensitivity to change

To estimate the sensitivity to change of the individual

CPRS items, two different values were calculated for the

group of patients that had received active treatment. First the

mean change in scores (absolute value) on each item after

24 weeks of treatment was calculated and ranked. Then, for

each item, the correlation between the change in scores on

this item and the total change in scores on the selected items

was analysed. Ideally, an item should both yield large

changes (which can be reliably rated) and correlate strongly

with the general improvement in symptomatology [24].

Construction of the FibroFatigue scale

The FibroFatigue scale comprises 12 observer-rated

items. After validity analyses of the CPRS, nine of these

items constituted the main part of the new scale. Based on

our clinical experience, we allowed reformulation of four of

the items and addition of three newly constructed items to

cover relevant symptomatology of the syndromes. In the

reformulation and construction of items, care was taken to

give the scale the same format as the scale from which it

was derived.

Interrater reliability testing of the FibroFatigue scale

The interrater reliability of the FibroFatigue scale was

assessed by calculating the correlation coefficients between

different raters. The reliability testing would also give us

some indications of the usefulness of the modified and new

items. A low degree of concordance for an individual item

could indicate that the item or an anchor point description

was poorly formulated. We also wanted to test the new scale

on patients of both sexes. High interrater reliability with

respect to ratings of males would support the scale’s

usefulness also in this type of population. Conjoint inter-

views with consecutive patients were therefore conducted

using the FibroFatigue scale. Fourteen of the patients were

women and 13 were men. They all fulfilled the criteria for

both FM and CFS. Two trained nurses and one psychiatrist

were present at the interviews and alternated in performing

them. All ratings were performed without communication

between raters.

Statistics

Values are expressed as mean and standard deviations

(S.D.) if not otherwise stated. The statistical analyses were

conducted using paired t test for paired samples and

Student’s t test for calculating group differences. All tests

were two-tailed. A P value < .05 was considered statistically

O. Zachrisson et al. / Journal of Psychosomatic Research 52 (2002) 501–509 503



significant. Correlations were tested with Pearson product–

moment correlation. All statistical comparisons of central

tendencies were also checked with nonparametric methods

(Wilcoxon’s signed rank test, Mann–Whitney’s U test, and

Spearman’s rank correlation). Both types of method yielded

the same significance levels. We have therefore chosen only

to present the outcomes obtained with parametric methods.

The interrater reliability was tested using ANOVA with

patients and raters as independent factors as described by

Fleiss [28].

Results

Primary item selection for the FibroFatigue scale

One hundred patients were evaluated at baseline. For 90

of them, CPRS scores, as well as scores on the FIQ and the

global scales, were available from ratings before and after

24 weeks of treatment. Six of the 15 CPRS items were

found to have a baseline incidence below 70%. The mean

scores on these items were also low (Table 1). For these

reasons, they were excluded from further analysis. Thus,

nine items remained for evaluation. These were: ‘‘aches and

pain,’’ ‘‘fatiguability,’’ ‘‘reduced sleep,’’ ‘‘muscular ten-

sion,’’ ‘‘concentration difficulties,’’ ‘‘failing memory,’’

‘‘autonomic disturbances,’’ ‘‘hostile feelings,’’ and ‘‘sad-

ness.’’ This 9-item scale was called the CPRS-9.

Convergent construct validity of selected items

Total scores and changes in these scores

At baseline, the correlation between the CPRS-9 total

scores (our preliminary estimate of symptom severity) and

illness severity measured by the CGI-S was significant

(r = .43, P < .001). There was also a significant correlation

between the CPRS-9 total scores and the FIQ total scores

(r = .48, P < .001). At the end of treatment, the correlations

were slightly higher. The correlation coefficient between the

CPRS-9 and CGI-S total scores at Week 24 was .56

(P < .001), and the correlation coefficient between the

CPRS-9 and FIQ total scores at the same time-point was

.54 (P < .001).

During the course of the double-blind trial, global ratings

on the CGI-C suggested that many patients improved with

the treatment. Table 2 illustrates that this was also reflected

in the CPRS-9 ratings. In the responder group, as defined by

the CGI-C, there was a significant reduction, 38%, in the

CPRS-9 total score after 24 weeks of treatment (t = 10.6,

df = 39, P < .001). In the group of nonresponders, there was

no significant change in CPRS-9 total scores during the

treatment period (t= 0.06, df = 49, P= .95).

The change in total scores on the CPRS-9 showed a

significant correlation with the global judgements on the

CGI-C (r=.70) and FIQ total scores (r = .67).

Scores on individual items and changes in these scores

When comparing individual items of the CPRS-9 and FIQ,

the observer-rated items of ‘‘aches and pain,’’ ‘‘fatiguability,’’

‘‘sadness,’’ and ‘‘reduced sleep’’ all showed significant

correlations (.67, .67, .57, and .56) with their respective

self-reported visual analogue FIQ scales after 24 weeks of

treatment. The correlations were also statistically significant

at baseline but within a lower range.

Comparing changes in scores, the CPRS items of ‘‘aches

and pain,’’ ‘‘fatiguability,’’ ‘‘sadness,’’ and ‘‘reduced sleep’’

showed significant correlations (.61, .62, .51, and .42) with

their respective analogue FIQ scale items.

Estimates of the sensitivity to change of the CPRS-9

For each of the nine CPRS items, the mean change in

scores in the group receiving active treatment was calculated

and ranked (Table 3). The item of ‘‘fatiguability’’ was found

to be the most reduced with a mean change in scores of 1.56

( ± 1.73 S.D.), followed by ‘‘reduced sleep’’ with a mean

change in scores of 1.36 ( ± 1.52 S.D.). The lowest change

Table 2

Change in total scores on nine CPRS items after 24 weeks of double-blind treatment with a staphylococcus toxoid vaccine/placebo

Classification according

to CGI-C

Total score before

treatment (mean ± S.D.)

Total score after

treatment (mean ± S.D.)

Level of significance,

paired t test ( P )

Patients who improved n= 40 28.9 ± 5.3 17.9 ± 7.4 < .001

Patients who did not improve n= 50 29.0 ± 5.3 28.8 ± 7.2 n.s.

P n.s. < .001

The patients were women fulfilling the diagnostic criteria for FM and CFS.

Table 3

Mean changes in scores on individual items and correlations between these

changes and the total change in scores on a 9-item CPRS subscale (vaccine

group; n= 45)

Item Mean change

Correlation with

total changea

Fatiguability 1.56 .85

Reduced sleep 1.36 .73

Aches and pain 0.78 .86

Concentration difficulties 1.04 .47

Autonomic disturbances 0.82 .51

Muscular tension 0.64 .68

Failing memory 0.69 .62

Sadness 0.68 .57

Hostile feelings 0.73 .45

The items are ranked in order of descending sensitivity on both estimates

combined.
a Pearson product–moment correlations.
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in scores was found in ‘‘muscular tension’’ with a mean of

0.64 ( ± 1.42 S.D.). The changes in scores on the individual

items all showed significant correlations with the change in

total scores. The strongest correlation with the change in

total scores was found in ‘‘aches and pain’’ and ‘‘fatigu-

ability’’ (r= .85 and .86, respectively; P < .001), the weakest

between the change in total scores and ‘‘hostile feelings’’

(r = .45; P < .05). The latter is an item that was modified in

the final version of the scale.

Modifications of CPRS-9 items included in the new scale

The FibroFatigue scale comprises 12 observer rated

items (see Appendix A) and is intended to reflect symptom

severity and be sensitive to change during treatment. The

scale measures pain, muscular tension, fatigue, concentra-

tion difficulties, failing memory, irritability, sadness, sleep

disturbances, and autonomic disturbances (nine items

derived from the CPRS) and irritable bowel, headache,

and subjective experience of infection (new items). In the

FibroFatigue scale the CPRS item ‘‘fatiguability’’ was

adjusted to include general fatigue and lack of energy and

the name of the item was changed to ‘‘fatigue.’’ ‘‘Hostile

feelings’’ was renamed ‘‘irritability’’ and its definition and

scale step descriptions were slightly modified. The item of

sleep was adjusted to include both insomnia and hyper-

somnia and was renamed ‘‘sleep disturbances.’’ The defini-

tion and scale text in ‘‘autonomic disturbances’’ were

modified because we decided to rate irritable bowel symp-

toms separately.

Interrater reliability testing of the FibroFatigue scale

The interrater reliability was tested using ANOVA with

patients and raters as independent factors. The correlation

coefficient was .98 for the total scale, with a range of

.86–.97 for individual items, indicating satisfactory con-

cordance (Table 4). The interrater reliability was high

irrespective of whether men or women were rated (cor-

relation coefficient of .99 and .97, respectively, for the

total scale).

Discussion

To our knowledge, there is no observer’s rating scale

available that is specifically designed for FM or CFS.

Despite different diagnostic criteria, these two conditions

have many demographic and clinical similarities [1,2]. They

are both characterised by a variety of nonspecific symptoms,

including prominent fatigue, myalgia, and sleep disturban-

ces. Up to 70% of patients with CFS-like illnesses may have

concurrent FM [29] and it may be of little importance to

differentiate them [30]. On the basis of a literature review,

Wessely et al. [31] found a substantial overlap, even within

the entire group of functional somatic syndromes, including

FM, CFS, irritable bowel syndrome, and multiple chemical

sensitivity, among others. In this study, we chose to con-

struct and evaluate a new rating scale that would apply to

both FM and CFS. The development of the scale was made

possible due to ratings on CPRS items in a double-blind trial

where these items could be tested against global measures

and the FIQ [18]. The FibroFatigue scale is not intended for

diagnosis. Nor is the scale intended to be a screening

instrument. Instead, our intention was to develop an instru-

ment that could assess symptom severity and change over

time and that was suitable for use in clinical trials as well as

in the clinic.

In the trial, 15 CPRS items were selected by experienced

clinicians as having face validity with the disorders. Never-

theless, six of these items were excluded in the final scale

because of low incidence at baseline (low content validity).

The anxiety items of ‘‘inner tension,’’ ‘‘worrying over

trifles,’’ ‘‘hypochondriasis,’’ and ‘‘phobias’’ all showed an

incidence below 60%. This was somewhat surprising, since,

in the ACR criteria [19], anxiety is classified as a moder-

ately common symptom. A lifetime history of depression

has been reported in 50% to 70% of patients with FM [32].

Current major depression is less common, however, and

most patients with FM are not depressed. A high rate of

depressive comorbidity has been reported in CFS [2]. The

FibroFatigue scale has kept the item of ‘‘sadness,’’ but the

items of ‘‘pessimistic thoughts’’ and ‘‘suicidal thoughts’’

were excluded because of low incidence. Ethical consider-

ations made drug withdrawal impossible and therefore

treatment with antidepressants may be a confounding factor

in the rating of mood.

The content validity of the items of aches and pain,

fatiguability, reduced sleep, concentration difficulties, fail-

ing memory, and autonomic disturbances is in line with the

diagnostic criteria [19,20]. Headache is included in the

Table 4

Interrater reliability testing of the FibroFatigue scale ratings according to

ANOVA with patients and raters as independent factors (n= 27)

Correlation coefficient

Item

All patients

(n= 27)

Female patients

(n= 14)

Male patients

(n= 13)

Aches and pain .93 .91 .97

Muscular tension .90 .84 .96

Fatigue .90 .90 .92

Concentration

difficulties

.96 .92 .98

Failing memory .97 .93 .99

Irritability .97 .95 .98

Sadness .89 .76 .97

Sleep disturbances .97 .98 .96

Autonomic

disturbances

.86 .76 .88

Irritable bowel .95 .96 .95

Headache .97 .95 .98

Subjective experience

of infection

.93 .93 .95
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diagnostic criteria for CFS and is frequently seen in FM

[32]. The comorbidity with irritable bowel syndrome is

frequent in both conditions [33,34]. Symptoms of infection

are included in the criteria for CFS, and certain infections

may trigger FM [35]. Furthermore, according to our clinical

experience, muscular tension and irritability are frequently

occurring symptoms in these disorders.

The items selected for testing were effective in discrim-

inating responders from nonresponders, and there were

significant correlations between the change in scores

(improvement) on the CPRS-9, the global change, and the

FIQ scores, indicating proper validity with regard to meas-

urement of change. Based on the test results, the nine CPRS

items were included in the FibroFatigue scale (four of them

after some reformulation), and three newly constructed

items were added.

In the population studied, the FibroFatigue scale was

found to be sensitive to change during a treatment period.

Tender-point count has been tried in FM but, in reported

studies, tender-point scores did not correlate significantly

with symptoms or treatment response [36,37]. It will be

interesting to see how the scale functions in pure diagnostic

groups, with either FM or CFS patients. A possible criticism

against the scale would be that it combines two conditions.

We claim, however, that the scale includes items that are

represented in both conditions. An important question is

gender differences in the symptomatology. According to the

interrater reliability testing, the correlations between differ-

ent raters were just as high in men as in women. Thus, the

scale applies to patients of both sexes. Further potential

shortcomings of the study would be the addition of three

items to the scale which only were include in the test of

reliability. Moreover, as with every observer assessment

instruments, even if the reliability is high, there is always a

risk for bias if the observer were to be unblinded to treatment.

In conclusion, there is a lack of specific rating instru-

ments for use in FM and CFS. This study presents a new

12-item observer-rating instrument for assessment of symp-

tom severity and change during treatment in these condi-

tions. Items were selected from previously used instruments

and the new scale was evaluated for convergent construct

validity, interrater reliability, and sensitivity to change. The

tested validity and reliability is satisfactory but further

studies are needed to investigate the usefulness of the scale.
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Appendix A.

The rating applies to reported symptoms and should be

made by a medically educated observer. The rating should

be based on a clinical interview moving from broadly

phrased questions about symptoms to more detailed ques-

tions that allow precise rating of severity. The rater must

decide whether the rating lies on the defined scale steps

(0, 2, 4, 6) or between them (1, 3, 5). The scale may be used

for any time interval between ratings, be it weekly or

otherwise, but the interval must be recorded.

A.1. Aches and pain

Representing reports of bodily discomfort, aches and pain.

Rate according to intensity, frequency, duration, and

requests for relief. Disregard any statement about the cause

being organic.

A.2. Muscular tension

Representing the description of increased tension in the

muscles and difficulty in relaxing physically.

Item list

1. Aches and pain 7. Sadness

2. Muscular tension 8. Sleep disturbances

3. Fatigue 9. Autonomic disturbances

4. Concentration difficulties 10. Irritable bowel

5. Failing memory 11. Headache

6. Irritability 12. Subjective experience

of infection

0 Absent or transient aches

1

2 Occasional definite aches

and pain

3

4 Prolonged and inconvenient

aches and pain; requests for

effective analgesics

5

6 Severely interfering or

crippling pains

0 No increase in

muscular tension

1

2 Some occasional increase

in muscular tension,

more evident in

demanding situations

3

4 Considerable difficulty

in finding a comfortable

position when sitting

or lying; disturbing

muscular tension

5

6 Painful muscular tension;

completely incapable of

relaxing physically
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A.3. Fatigue

Representing the experience of debilitating fatigue and

lack of energy and the experience of tiring more easily

than usual.

A.4. Concentration difficulties

Representing difficulties in collecting one’s thoughts

mounting to incapacitating lack of concentration.

Rate according to intensity, frequency, and degree of

incapacity.

A.5. Failing memory

Representing subjective disturbances of recall compared

with previous ability.

A.6. Irritability

Representing the subjective experience of irritable mood

(dysphoria), anger, and having a short fuse, regardless of

whether the feelings are acted out or not.

Rate according to intensity, frequency, and the amount of

provocation tolerated.

A.7. Sadness

Representing subjectively experienced mood, regardless

of whether it is reflected in appearance or not; includes

depressed mood, low spirits, despondency, and the feeling

of being beyond help and without hope.

Rate according to intensity, duration, and the extent to

which the mood is influenced by events.

A.8. Sleep disturbances

Representing a subjective experience of disturbed sleep

compared to the subject’s own normal pattern when well.

0 Ordinary staying power;

not easily fatigued

1

2 Tires easily but does not have

to take a break more often

than usual

3

4 Considerable fatigue and

lack of energy; easily wearied;

frequently forced to pause

or rest

5

6 Exhaustion interrupts almost

all activities or even makes

them impossible

0 No difficulties in concentrating

1

2 Occasional difficulties in

collecting thoughts

3

4 Difficulties in concentrating and

sustaining thought which interfere

with reading or conversation

5

6 Incapacitating lack

of concentration

0 Memory as usual

1

2 Occasional increased

lapses of memory

3

4 Reports of socially

inconvenient or disturbing

loss of memory

5

6 Complaints of complete

inability to remember

0 Not easily irritated

1

2 Easily irritated or angered;

reports irritability, which is

easily dissipated

3

4 Pervasive feelings of

irritability or anger;

outbursts may occur

5

6 Persistent irritability

or anger which is

difficult or impossible

to control

0 Occasional sadness may occur

in the circumstances

1

2 Predominant feelings

of sadness, but brighter

moments occur

3

4 Pervasive feelings of

sadness or gloominess;

the mood is hardly influenced

by external circumstances

5

6 Continuous experience of misery

or extreme despondency

0 Sleeps as usual

1

2 Slight difficulty dropping off to sleep,

reduced duration of sleep, light or fitful sleep,

or sleeps deeper or longer than usual

O. Zachrisson et al. / Journal of Psychosomatic Research 52 (2002) 501–509 507



A.9. Autonomic disturbances

Representing descriptions of palpitations, breathing dif-

ficulties, dizziness, increased sweating, cold hands and feet,

dry mouth, and frequent micturition.

Rate according to intensity and frequency and duration of

one or many symptoms.

A.10. Irritable bowel

Representing a subjective experience of abdominal

discomfort or pain along with descriptions of altered

stool frequency or diarrhoea/obstipation, bloating or feel-

ing of distension.

Rate according to intensity, frequency, and degree of

inconvenience produced.

A.11. Headache

Representing reports of discomfort, aches, and pain at

the head.

Rate according to intensity, frequency, duration, and

requests for relief. Disregard any statement about the cause

being organic.

A.12. Subjective experience of infection

Representing descriptions of symptoms (e.g., mild fever

or chills, sore throat, lymph node pain) and reports of

infection (e.g., infection in upper/lower respiratory tract,

urinary tract, gyn, derma).

Rate according to intensity, frequency, and duration and

also requests for treatment.
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