
Pre-Treatment Clinician Statement For Patient With 
Myalgic Encephalomyelitis (ME)
In order for your patient with ME ____________________ to safely receive treatment they 
ask you to please fill out the form below.

□ I believe ME also known as "Chronic Fatigue Syndrome" is a complex biological illness with 
neurological, metabolic, immunological and cardiac complications as defined by the 
International Consensus Criteria for ME.  

□ I believe ME cannot be cured with exercise or psychotherapy. 

□ Due to Post Exertional Neuroimmune Exhaustion as defined by the International 
Consensus Criteria, I acknowledge I will not usually be able to see the full symptom impact of 
a consult or activity on my patient.

□ I will read and follow to the best of my ability the most recent evidence based treatment 
guidelines for ME. 

□ I will notify the patient if I no longer agree with the statements in this form. 

My signature below indicates all statements I have marked are currently true to my best 
knowledge.

Clinician signature 

 _____________________________ 

Date _________________

Attached to this form are the following resources for learning about ME: 

Mayo Clinic Consensus Recommendations For Diagnosis & Management

International Consensus Criteria Diagnostic Criteria For ME (Short Form)

NICE 2021 ME/CFS Guidelines

US ME/CFS Clinician Coalition Treatment Recommendations 
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Abstract

Despite myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) affecting millions of people
worldwide, many clinicians lack the knowledge to appropriately diagnose or manage ME/CFS.
Unfortunately, clinical guidance has been scarce, obsolete, or potentially harmful. Consequently, up to
91% of patients in the United States remain undiagnosed, and those diagnosed often receive inap-
propriate treatment. These problems are of increasing importance because after acute COVID-19, a
significant percentage of people remain ill for many months with an illness similar to ME/CFS. In
2015, the US National Academy of Medicine published new evidence-based clinical diagnostic criteria
that have been adopted by the US Centers for Disease Control and Prevention. Furthermore, the
United States and other governments as well as major health care organizations have recently with-
drawn graded exercise and cognitive-behavioral therapy as the treatment of choice for patients with
ME/CFS. Recently, 21 clinicians specializing in ME/CFS convened to discuss best clinical practices for
adults affected by ME/CFS. This article summarizes their top recommendations for generalist and
specialist health care providers based on recent scientific progress and decades of clinical experience.
There are many steps that clinicians can take to improve the health, function, and quality of life of
those with ME/CFS, including those in whom ME/CFS develops after COVID-19. Patients with a
lingering illness that follows acute COVID-19 who do not fully meet criteria for ME/CFS may also
benefit from these approaches.
ª 2021Mayo Foundation for Medical Education andResearch. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/) n Mayo Clin Proc. 2021;96(11):2861-2878

M yalgic encephalomyelitis/chronic
fatigue syndrome (ME/CFS) is a
chronic, multi-system disease

affecting millions of people worldwide.
Despite its high prevalence and disabling na-
ture, medical education programs rarely
cover ME/CFS and guidance for practicing
clinicians is often outdated and inappro-
priate.1,2 Standard tests typically return
normal results, and some clinicians are

wholly unaware of or question the legiti-
macy of ME/CFS.1,3 Consequently, up to
91% of affected people are undiagnosed or
misdiagnosed with other conditions, such
as depression.1 To obtain a diagnosis, pa-
tients frequently have had to see multiple cli-
nicians over a number of years. Even after
diagnosis, patients struggle to obtain appro-
priate care and have often been prescribed
treatments, such as cognitive-behavioral
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therapy (CBT) and graded exercise therapy
(GET), that could worsen their
condition.1,2,4

In 2015, the US National Academy of
Medicine (NAM, previously the Institute of
Medicine) created new ME/CFS clinical diag-
nostic criteria that required the hallmark
symptom of post-exertional malaise
(PEM).1 The US Centers for Disease Control
and Prevention have adopted these new
criteria, have removed recommendations
for CBT and GET, and have begun to incor-
porate the best clinical practices of ME/CFS
experts. These steps will help improve the
speed and accuracy of diagnosis and the
quality of clinical care.

Lingering symptoms including fatigue
follow various types of infectious illnesses.5

These “postinfectious” fatigue syndromes
resemble ME/CFS.6 Moreover, ME/CFS itself
often follows an infectious-like illness.1 On
occasion, the infectious illness preceding
ME/CFS, such as infectious mononucleosis,1

Coxiella burnetii infection,7 giardiasis,8 or se-
vere acute respiratory syndrome (caused by
a coronavirus similar to the etiologic agent
of COVID-19),9,10 has been well docu-
mented, but often, no attempt has been
made to diagnose the infectious agent.

Following acute COVID-19, whether
hospitalized or not, many patients continue
to experience debility and symptoms for
many months.6,11-13 Some of these “long
haulers” may have symptoms reflecting or-
gan damage, such as to the lungs or heart,
from the acute disease.13 Other long
haulers are symptomatic despite having no
clear evidence of such organ damage.13

A study of patients ill 6 months after mild
or moderate acute COVID-19 found that
about half met criteria for ME/CFS.14 One
review suggested that the number of cases
of ME/CFS could double as a result of the
pandemic.6 Like ME/CFS patients, those
with post-COVID conditions have
recounted being dismissed by health care
professionals.15

This article provides essential informa-
tion about how to diagnose and care for
adults with ME/CFS and echoes other recent
ME/CFS guidance.16-18 Accurately and

expeditiously diagnosing ME/CFS is impor-
tant. There are many steps a clinician can
take to improve the health, function, and
quality of life of these patients. Even if they
do not go on to develop ME/CFS, some pa-
tients with post-COVID conditions may
also benefit from approaches such as pacing.

EPIDEMIOLOGY
Myalgic encephalomyelitis/chronic fatigue
syndrome affects between 836,000 and 2.5
million Americans of all ages, ethnicities,
genders, and socioeconomic backgrounds.1

Some groups are disproportionately affected:

d Women are affected at a rate 3 times that
of men.1

d Onset often occurs between the ages of 10
to 19 years and 30 to 39 years.18,19 The
average age at onset is 33 years, but ME/
CFS can develop in people as old as 77 years
and as young as 2 years.1,18

d Blacks and Latinxs may be affected at a
higher rate and with greater severity than
other groups.20-22

d An infectious episode near the onset of
ME/CFS is recounted by 80% or more of
patients.23 In prospective studies, 5% to
13% of people infected with certain patho-
gens developed ME/CFS in later months.7

Cases have occurred both sporadically
and in clusters.1

Historically, premorbid mood disorders,
personality issues, and childhood adversity
have been linked to the development of
ME/CFS. However, study limitations, such
as use of overly broad criteria that included
people with depression but not ME/CFS,
could confound those findings.1 Mental
health after the onset of ME/CFS is similar
to that in other medical conditions and bet-
ter than that seen in depression.24,25 The
prevalence of depression and anxiety in
ME/CFS is similar to that in other disabling,
chronic illnesses.26,27

IMPACT AND PROGNOSIS OF ME/CFS
Myalgic encephalomyelitis/chronic fatigue
syndrome substantially impairs occupational,
educational, social, and personal activities.
The degree of impairment can exceed that of
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rheumatoid arthritis, multiple sclerosis,
depression, heart disease, cancer, and lung
disease.24,28,29 There is a wide spectrum of
severity30 ranging from mild to very severe:

d Mild: mobile and self-caring; may continue
working but will have reduced other
activities

d Moderate: reduced mobility, restricted in
instrumental activities of daily living,
needs frequent periods of rest; usually
not working

d Severe: mostly housebound; limited to
minimal activities of daily living (eg, face
washing, showering); severe cognitive dif-
ficulties; may be wheelchair dependent

d Very severe: mostly bedridden; unable to
independently carry out most activities of
daily living; often experience extreme
sensitivity to light, sound, and other
sensory input

Up to 75% are unable to work, and an
estimated 25% are consistently housebound
or bedbound.31,32 The level of severity can
fluctuate, with 61% reporting being bed-
bound on their worst days.33

Although it is known that patients can
be ill for years or even decades, no definitive
study of prognosis exists. Studies are limited
by small sample sizes, high dropout rates,
short follow-up times, inclusion of patients
with other conditions, and inappropriate
definitions of recovery.34,35 A systematic
review concluded that the chance of full re-
covery is only 5%.36 One ME/CFS-focused
clinical practice estimated that 50% of its
patients were still ill after 2 decades whereas
a second estimated 93% (oral communica-
tion, US ME/CFS Clinician Coalition, March
2019). Temporary remission is reported, but
relapses often occur. Patients most
commonly report a fluctuating illness
pattern in which symptoms wax and wane
but are always present.37-39 Specialty clinics
for ME/CFS reported that 84% of 960
patients observed long term developed at
least 1 comorbid condition. Additional
comorbidities were associated with wors-
ened health.40

NEW DIAGNOSTIC CRITERIA
In 2015, the NAM published updated
criteria. The new criteria require substantial
impairment in function accompanied by
fatigue, PEM, unrefreshing sleep, and either
cognitive impairment or orthostatic intoler-
ance (Figure). Symptoms should be of at
least moderate intensity and present at least
50% of the time during a 6-month period.
Other important factors include perionset
infection, widespread pain, and impaired
natural killer cell activity. Additional
symptoms include influenza-like symptoms
(eg, sore throat, tender lymph nodes); hyper-
sensitivity to external stimuli (eg, food,
smells, light, sound, touch, chemicals); sus-
ceptibility to infections; visual disturbances;
gastrointestinal or genitourinary symptoms;
respiratory issues, such as air hunger; and
thermoregulatory issues.

The NAM criteria enable a proactive
diagnosis based on these core symptoms. In
addition, disease experts often use the 2003
Canadian Consensus Criteria or the 2011
ME International Consensus Criteria to
confirm a diagnosis of ME/CFS.41,42

The hallmark symptom of PEM is an
exacerbation of some or all of a patient’s
symptoms and a further reduction in func-
tioning after physical, cognitive, orthostatic,
emotional, or sensory challenges that were
previously tolerated. PEM is characterized
by the following:

d Immediate or delayed onset. Onset may be
immediate or delayed by hours to days af-
ter the challenge.

d Prolonged duration. Days, weeks, or
months may pass before patients return
to their previous baseline.

d Disproportionate intensity. The intensity
and duration of PEM are unexpectedly
disproportionate to the magnitude of the
PEM trigger. For the mildly ill, working a
few hours or a day can trigger PEM,whereas
for themost severely ill, even basic activities
of daily living will be sufficient.

Notably, although postexercise fatigue
and musculoskeletal pain are common in

ME/CFS: ESSENTIALS OF DIAGNOSIS AND MANAGEMENT

Mayo Clin Proc. n November 2021;96(11):2861-2878 n https://doi.org/10.1016/j.mayocp.2021.07.004
www.mayoclinicproceedings.org

2863

https://doi.org/10.1016/j.mayocp.2021.07.004
http://www.mayoclinicproceedings.org


healthy people and other medical conditions
(eg, osteoarthritis), the postexertional wors-
ening of function and the constellation of
symptoms (such as sleep, memory, concen-
tration, influenza-like feelings [eg, sore
throat], and mood) seen in ME/CFS are
distinctive.

Before the NAM criteria, the 1994
Fukuda criteria43 were commonly used to
diagnose ME/CFS. The Fukuda definition
was a diagnosis of exclusion and required
only medically unexplained, chronic fatigue
but not PEM or other important symptoms
of ME/CFS. Clinicians believed that they
had to eliminate every possible cause of fa-
tigue, leading to delays in or avoidance of
diagnosing ME/CFS. As noted by the NAM,

not all patients diagnosed by the Fukuda
criteria will meet ME/CFS criteria and will
need to be reevaluated.

ETIOLOGY AND PATHOPHYSIOLOGY
While the exact etiology of ME/CFS is uncer-
tain, studies show neurologic, immunologic,
autonomic, and energy metabolism impair-
ments.1 Key findings are highlighted here
and described more fully elsewhere.1,44,45

Post-exertional Malaise and Energy Meta-
bolism Impairment
In both healthy and sick people, physical ex-
ercise improves fatigue, sleep, pain, cogni-
tion, and mood.46-49 In contrast, patients
with ME/CFS experience PEM, a distinctive

Diagnosis requires that the patient have the following three symptoms

1. A substantial reduction or impairment in the ability to engage in pre-illness levels of 

   occupational, educational, social, or personal activities, that persists for more than 

   6 months and is accompanied by fatigue, which is often profound, is of new or 

   definite onset (not lifelong), is not the result of ongoing excessive exertion, and is 

   not substantially alleviated by rest, and

2. Post-exertional malaise,* and

3. Unrefreshing sleep* 

At least one of the two following manifestations is also required:

1. Cognitive impairment* or

2. Orthostatic intolerance

* Frequency and severity of symptoms should be assessed. The diagnosis of ME/CFS 

(SEID)a should be questioned if patients do not have these symptoms at least half of the 

time with moderate, substantial, or severe intensity

a The recommendation for the term systemic exertion intolerance disease (SEID) was not 

adopted. 

Reproduced with permission of the National Academy of Sciences. 1

FIGURE. The 2015 National Academy of Medicine diagnostic criteria for myalgic encephalomyelitis/
chronic fatigue syndrome (ME/CFS).
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exacerbation of the patient’s set of symptoms
and a further reduction in functioning after
previously tolerated physical, cognitive,
orthostatic, emotional, or sensory stressors.
Multiple studies using both patient-
reported and physiologic outcome measures
have confirmed these accounts.1,50-52

In the past, some physicians and scien-
tists speculated that these exertional limita-
tions were due to physical deconditioning
or an irrational fear of activity.53 While
chronically inactive people are likely to be
deconditioned, deconditioning does not
explain the symptoms of ME/CFS. Instead,
evidence suggests that problems generating
and using the main energy molecule, adeno-
sine triphosphate (ATP), may be a funda-
mental driver of ME/CFS.54

For example, when sedentary but healthy
people or people affected by a number of
other chronic illnesses are asked to exercise
to their maximal ability on 2 consecutive
days, energy test results do not change
significantly from one day to the next.
They may not use oxygen as efficiently as
healthy, physically fit people, but their en-
ergy efficiency remains the same on repeated
testing.55-57 In contrast, in ME/CFS, the abil-
ity to generate energy deteriorates on a
repeated test the second day.55,57-60 For
instance, the work rate at ventilatory
threshold can drop significantly, with 1
study reporting a drop of up to 55%.61

Other studies have reported high levels
of lactate62,63 or increased acidosis64 in the
blood, cerebrospinal fluid, and muscles.
This could be due to increased production
or decreased elimination. If aerobic meta-
bolism is impaired, cells switch to anaerobic
metabolic pathways instead, which produce
more lactic acid but 18 times less ATP per
glucose molecule.65 Repeated exercise im-
proves lactic acid disposal in healthy people
and other conditions but not in ME/
CFS.64,66,67 Moreover, compared with pa-
tients moderately affected with ME/CFS,
severely affected patients exhibited impair-
ment in the glycolytic system as well.68

These changes may explain why patients
have difficulty with tasks they tolerated
before illness and with sustaining activities.

Damage to more than 1 energy generation
system may account for why severely
affected patients are often so limited. Tomas
and Newton69 and Rutherford et al70 have
provided comprehensive reviews of these
metabolic issues.

Exertion is also associated with changes
in brain function and the immune system.
Using functional magnetic resonance imag-
ing, Cook et al51 found that altered brain ac-
tivity accompanied post-exertional symptom
exacerbation and impaired cognitive func-
tion. Maes et al71 found that PEM is associ-
ated with increased levels of interleukin-1,
and Nijs et al72 revealed increased comple-
ment split products, oxidative stress, and
gene expression of interleukin-10. Increased
levels of immune system molecules in the
brain, such as interleukin-1 and inter-
leukin-10, can cause symptoms such as fa-
tigue, pain, influenza-like feelings, and
cognitive impairment. These objective
changes correspond with and may
contribute to the patient experiences of
PEM.

Unrefreshing Sleep
Patients experience various sleep distur-
bances, such as problems in falling or staying
asleep. However, even when these problems
are treated, most patients remain tired or
sick on awakening. Reduced heart rate vari-
ability, controlled by the autonomic nervous
system, is linked to unrefreshing sleep in
ME/CFS and other conditions.73 Furthermore,
studies have reported that nocturnal parasym-
pathetic activity is decreased relative to sympa-
thetic activity in ME/CFS, the inverse of what
should be occurring during rest.74-76

Cognitive Impairment and Neurologic
Abnormalities
Decreased information processing speed is
the most commonly found cognitive deficit
in ME/CFS.1 Other abnormalities include
decreased reaction time, working memory,
and attention.77 These deficits are not due to
poor effort, insomnia, or mood disorders.78,79

Defects become particularly prominent when
patients face deadlines, unrelenting demands,
and multiple simultaneous tasks.80 Motor
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speed, verbal abilities, and global reasoning
remain intact.

Brain studies have found brain inflamma-
tion and reductions in white matter and
possibly in gray matter. Neuroinflammation
is correlated with cognitive impairment and
impaired connectivity across various regions
of the brain.1,44

Orthostatic Intolerance and Autonomic
Impairment
In up to 95% of those with ME/CFS, an
immobile, upright position (eg, prolonged
standing or sitting) will cause or worsen
symptoms such as lightheadedness, nausea,
fatigue, palpitations, and cognitive impair-
ment.1 Assumption of a sitting or supine
position can alleviate symptoms. This phe-
nomenon is called orthostatic intolerance
and includes orthostatic hypotension,
postural orthostatic tachycardia syndrome,
and neurally mediated hypotension.

Objective physiologic abnormalities
include the following:

d Abnormal heart rate and blood pressure
changes after passive standing and tilt ta-
ble tests81,82

d A 25% drop in cerebral blood flow on
standing or sitting up83,84

d Decreases in stroke volume index and car-
diac index that are not correlated with ac-
tivity levels, contradicting theories that
deconditioning explains ME/CFS85

d Orthostatic hypocapnia1,83 and a decrease
in blood volume,86,87 which can further
aggravate symptoms caused by abnormal-
ities in the autonomic nervous system88

Gastrointestinal, urinary, thermoregula-
tory, and visual issues have also been reported
but have not been extensively studied.1

Impaired Immune Function
On average, the natural killer cell activity of
patients is lower than that of healthy con-
trols.89-91 It is unknown whether this
finding is a cause, consequence, or epiphe-
nomenon of ME/CFS. Although patients
with ME/CFS do not present with
symptomatic, opportunistic infections

(eg, cryptosporidiosis, tuberculosis), some
do experience recurrent herpes infec-
tions.17,33 Some are susceptible to colds
and may take longer to recover from infec-
tions, whereas others experience less
frequent common infections (oral commu-
nication, US ME/CFS Clinician Coalition,
May 2021).33 A quarter may have decreased
immunoglobulins92 or have difficulty in
controlling Epstein-Barr virus infections.93

Studies have also reported abnormal
changes in T cells and cytokines.45

Infection
Myalgic encephalomyelitis/chronic fatigue
syndrome often follows an infectious
illness,1,23 but the specific microorganism is
often not identified because the illness
initially appeared to be self-limited. Other
times,ME/CFS follows awell-documented in-
fectious illness, such as Epstein-Barr virus in-
fectious mononucleosis or Giardia-caused
diarrhea.1 In many patients with ME/CFS,
reactivation of various latent infections
(such as Epstein-Barr virus infection) has
also been observed,94 but it is unclear whether
they cause symptoms or just reflect a sup-
pressed or “distracted” immune system.95

Alternatively, the chronicity of ME/CFS could
be the result of an infection-triggered autoim-
mune response.96

DIAGNOSTIC APPROACH
The purpose of initial evaluations is to deter-
mine whether alternative conditions may
account for all of the patient’s symptoms,
to confirm ME/CFS through recognition of
characteristic symptoms and signs, and to
identify comorbid conditions. Because there
are no definitive diagnostic tests, diagnosis
relies on medical history and physical exam-
ination and may require multiple visits.
Tests and referrals to specialists are used
primarily to identify alternative diagnoses
and comorbidities.

Typical Presentation: Important Elements of
the History
Patients typically experience a proven or
nonspecific infection but fail to recover as
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expected and continue to be ill weeks to
months later. Some patients may identify a
noninfectious trigger (eg, surgery, preg-
nancy, vaccination) or no precipitant at all.
Chronologic patterns can vary. In some pa-
tients, all of the ME/CFS symptoms develop
within hours or days of the instigating event,
whereas others report symptoms appearing
more gradually over weeks and months. Pa-
tients often describe a waxing and waning
pattern or sometimes remission to normal
health followed by relapse.

Patients may initially complain of persis-
tent influenza-like symptoms, sleep distur-
bances, problems in thinking, profound
fatigue, problems in being upright, and diffi-
culty in keeping up with normal activities.
They may struggle with school, work, family
responsibilities, exercise, socializing, or per-
sonal care. They may complain of pain and
hypersensitivities to light, sound, fragrances,
food, and medications. Patients may be sus-
ceptible to mold or other environmental
toxins. They may experience other symp-
toms but not link them to their illness or
have difficulty describing them. Conse-
quently, it is important for clinicians to ask
explicitly about the symptoms composing
the criteria for ME/CFS. Examples of ques-
tions to ask are listed in Table 1. Family
members may need to respond for the most
severely ill.

The key symptom of PEM is often not
mentioned spontaneously as patients may
not be familiar with the concept. The nature
and severity of PEM symptoms, the degree of
reduction in function, and PEM’s time
course can vary from episode to episode
and with the type of activity. If the patient
is unable to clearly answer the PEM ques-
tions suggested in Table 1, ask the patient
to keep a journal for 1 or 2 weeks detailing
activities and symptoms (type, intensity, fre-
quency, duration). The patient may be in a
constant state of PEM, making it difficult
to recognize the impact of overexertion.
During the next visit, clinicians should re-
view this journal with the patient to identify
the distinctive features of PEM: odd
symptoms that would not normally follow
exertion (eg, sore throat, problems in

thinking), intensity or duration of symptoms
out of proportion to preceding activities
(eg, having to lie down for an hour after a
few hours of sedentary work), a further
reduction of function after activity, and typi-
cally delayed onset of symptoms (eg, a few
hours or a day later).98,99

Unrefreshing sleep can be manifested as
feeling unrested and unwell on awakening,
regardless of how long the patient slept un-
interrupted. Some patients need an hour or
more on awakening to start feeling better,
with late evenings being their best time of
day. Patients may also experience trouble
in falling asleep, staying asleep, waking up
early, or staying awake during the day.
They may experience a shifted sleep cycle.

Orthostatic intolerance commonly is
manifested as lightheadedness, palpitations,
or syncope. However, patients with ME/CFS
often experience subtler symptoms, such as
feeling sick, nauseous, tired, or confused dur-
ing periods of sitting or standing still.100

Inquiring about symptoms during aggra-
vating (eg, long lines, hot weather) and allevi-
ating situations (eg, lying, sitting down) is
helpful. Patients may have been diagnosed
with anxiety as some symptoms (eg, light-
headedness, a “racing heart”) are shared by
both conditions. Accurate identification of
orthostatic intolerance avoids misdiagnosis
with a psychiatric disorder and ensures its
appropriate management, which is different
from that of anxiety.18,100

Some patients are so affected by cogni-
tive dysfunction that they cannot converse,
read a book, follow directions, or remember
what was just said. Other patients function
reasonably well for brief periods but suffer
from cognitive fatigue or reduced or slowed
abilities under time or other pressures.
Many patients stop or restrict driving
because of these issues.

The most severely ill patients are bed-
bound and unlikely to be seen in the clini-
cian’s office but may be seen in emergency
departments and hospitals during a crisis.101

Whether in the hospital or at home, the very
severely ill require individualized care that
accounts for their severe energy limitations
and sensory sensitivities. The recent
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TABLE 1. Important Elements of the Clinical History

Symptoms Sample descriptions by patients Questions to aska

Impairment in function
with profound fatigue

d “Flu-like fatigue/exhaustion”
d “I feel like a battery that is never able to be

recharged fully despite resting a lot and limiting
my activities to only the bare essentials needed
to get by.”

d “Thinking takes a lot more work than it used
to.”

d “My arms, legs, body feel heavy and harder to
move.”

d Severe limitations in personal and household
management

d Loss of job, medical insurance, and career
d Being predominantly housebound
d Decreased social interaction and increased

isolation

d How fatigued are you?b

d What helps your fatigue the most (resting, lying down, quiet
situations, not exercising or avoiding exercise)? What makes
the fatigue worse?

d What are you able to do now?
d How does it compare with what you were able to do

before?
d Think back to what you were able to do before you

became sick. How much has this illness affected: (a) your
ability to work? (b) your ability to take care of yourself/your
family and to do chores?

d What happens when you try to push through the fatigue?

Post-exertional malaise d “Crash,” “relapse,” “collapse”
d Mentally tired after the slightest effort
d Physically drained or sick after mild activity
d The more demanding, prolonged, or repeated

the activity, the more severe and prolonged
the payback

d What happens to you as you engage in normal physical or
mental exertion? or after?

d How much activity does it take you to feel ill?
d What symptoms develop from standing or exertion?
d How long does it take to recover from physical or mental

effort?
d If you go beyond your limits, what are the consequences?
d What types of activities do you avoid because of what will

happen if you do them?

Unrefreshing sleep d “Feeling like I never slept”
d “Cannot fall asleep or stay asleep”
d “After long or normal hours of sleep, I still don’t

feel good in the morning.”

d Do you have any problems getting to sleep or staying
asleep?

d Do you feel rested in the morning or after you have slept?
d Tell me about the quality of your sleep.
d Do you need too much sleep?
d Do you need to take more naps than other people? (There

may be other sleep disruptors as well.)

Cognitive impairments d “Brain fog”
d “Confusion”
d “Disorientation”
d “Hard to concentrate, can’t focus”
d “Inability to process information”
d “Can’t find the right words”
d “Inability to multitask”
d “Problems with decision-making”
d “Absent-minded/forgetful”

d Do you have problems doing the following activities: driving,
watching a movie, reading a book/magazine, completing
complex tasks under time constraints, following/partici-
pating in conversation, doing more than 1 thing at a time?

d Compared with before your illness, how is your perfor-
mance at work or school now?

Orthostatic intolerance d Lightheadedness
d Dizziness
d Spatial disorientation or imbalance
d Fainting
d Feeling unwell, dizzy, or lightheaded when sitting

up or standing still for extended periods (note
“extended” can mean a few minutes for the
severely affected)

d How do you feel when you have been standing still for
more than a few minutes?

d What happens to you after you get up rapidly after lying
down or sitting for a long time?

d How long can you stand before feeling ill? For example, can
you do the dishes? Can you stand in line for a bus or movie?
Are you able to grocery shop or go to a mall?

d How does hot weather affect you?
d Do you study or work lying down, in bed or a recliner?

Why?

Continued on next page
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expansion of telemedicine may facilitate the
provision of care for all ME/CFS patients.
Management of the severely ill is further
described by Kingdon et al102 and
Speight.103

Myalgic encephalomyelitis/chronic fatigue
syndrome is also seen in pediatric patients and
appears to have a better prognosis than in
adults. The epidemiology, diagnosis, andman-
agement of ME/CFS in children and adoles-
cents is further elaborated by Rowe et al.18

Physical Examination
Abnormal physical findings may be absent,
particularly if the patient has rested exten-
sively before the office visit. Some nonspe-
cific abnormal physical examination
findings may exist and may worsen during
the course of an office visit (Supplemental
Table 1, available online at http://www.
mayoclinicproceedings.org). Whereas the
absence of these signs does not exclude
ME/CFS, their presence may support an
ME/CFS diagnosis.

The physical examination may help iden-
tify alternative diagnoses and comorbidities.
The neurologic examination, in particular,
may eliminate neurologic disorders.
Abnormal physical findings beyond those
associated with ME/CFS should be followed
up as potential indications of other
conditions (Supplemental Table 1).

Diagnostic Testing
There is no validated diagnostic test. Basic
tests recommended for all patients
(Table 2) or tests for a particular presenta-
tion (Supplemental Table 2, available online
at http://www.mayoclinicproceedings.org)

may be used to identify alternative
conditions and comorbidities.104

Some tests can be used to characterize as-
pects of ME/CFS. The passive standing or tilt
table tests can objectively confirm ortho-
static intolerance.105 A 4-point salivary
cortisol test can help identify the abnormal
diurnal cortisol patterns seen in ME/CFS
(oral communication, US ME/CFS Clinician
Coalition, March 2019).

Testing can also guide treatment deci-
sions and objectively document disability.
For instance, ME/CFS experts may use
microbial panels and natural killer cell activ-
ity,1 a measure of immune functioning, to
help guide treatment decisions. Neuropsy-
chological testing can demonstrate cognitive
impairment and repeated cardiopulmonary

TABLE 1. Continued

Symptoms Sample descriptions by patients Questions to aska

d Do you prefer to sit with knees to your chest or legs under
you?

aAll questions should explore frequency and severity. To fulfill 2015 National Academy of Medicine diagnostic criteria, symptoms must be of at least moderate severity and
present at least 50% of the time.
bClinicians should ask additional questions to understand the nature of fatigue; for instance, “What do you mean by fatigued?” and “On a scale of 0 (no energy) to 10 (full
energy), how fatigued are you?”.

Adapted from the National Academy of Medicine Report Guide for Clinicians,97 with permission of the National Academy of Sciences.

TABLE 2. Routine Diagnostic Tests Recommended
for All Patients

Complete blood count
with differential

Rheumatoid factor

Comprehensive
metabolic panel
(Chem20 panel)a

Four-point salivary cortisol
(eg, wakening, at noon,
4:00 PM, and bedtime), AM
cortisol

Antinuclear antibody Thyroid-stimulating
hormone, free thyroxine

C-reactive protein Vitamin B12

Erythrocyte
sedimentation rate

Vitamin D, 25-dihydroxy

Ferritin Urinalysis
aThe Chem20 panel is a set of common laboratory tests or-
dered by health care professionals in the United States. It
consists of 20 tests that provide information on the patient’s
chemical balance and metabolism. For more information, see
https://www.ucsfhealth.org/medical-tests/003468.

Adapted from Testing Recommendations for Suspected ME/

CFS,104 with permission of the US ME/CFS Clinician Coalition.
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exercise testing an inability to repeat or to
sustain physical activities. However, these
tests involve a challenge that may induce
severe or long-lasting PEM. This risk may
be warranted for disability evaluations,106

but they are not recommended as a diag-
nostic aid in all patients.

Alternative Diagnoses
Symptoms of ME/CFS can overlap with
those of a number of medical and psychiatric
conditions (Table 3).107 At the same time,
patients can have both ME/CFS and other
diseases. History, physical examination,
screening instruments, and diagnostic tests
can help distinguish other conditions from
ME/CFS. For example, fatigue and a
reduction in activities can be seen in both
ME/CFS and depression or anxiety; but
PEM and orthostatic intolerance are not
characteristic of mood disorders, whereas
feelings of worthlessness are typically absent
in ME/CFS.18,26 In general, PEM is a distinc-
tive feature that can help differentiate ME/
CFS from other diseases. Therapeutic trials
may also help; if treatment for the alternative
diagnosis completely eliminates a patient’s

symptoms, ME/CFS is not the correct
diagnosis.

The NAM criteria require that symptoms
exist for 6 months because acute medical con-
ditions or lifestyle issues should resolvewithin
that time. During these 6months, the provider
should observe patients closely to detect other
causes for their symptoms while also
beginning treatment as discussed later.

Diagnosis of Comorbidities
Myalgic encephalomyelitis/chronic fatigue
syndrome is often associated with various
comorbidities that can contribute substan-
tially to the patient’s symptom burden
(Supplemental Table 3, available online at
http://www.mayoclinicproceedings.org).107

For example, fibromyalgia is common and
may increase the muscle pain of ME/CFS.
As with alternative conditions, history, phys-
ical examination, tests, and therapeutic trials
can help diagnose these comorbidities.
Treating these conditions will not cure ME/
CFS but can reduce symptom burden and
improve quality of life. Documenting these
conditions may also promote appropriate
reimbursement by insurance groups and

TABLE 3. Medical Conditions That Present Similarly to Myalgic Encephalomyelitis/Chronic Fatigue Syndrome

Endocrine/metabolic disorders Rheumatologic disorders Neurologic disorders

Primary adrenal insufficiency, hypercortisolism,
hyperthyroidism or hypothyroidism, diabetes,
hypercalcemia

Systemic lupus erythematosus,
rheumatoid arthritis, polymyositis,
polymyalgia rheumatica

Multiple sclerosis, Parkinson disease, myasthenia gravis,
vitamin B12 deficiency, cerebrospinal fluid leak,
Chiari malformation, traumatic brain injury, spinal
stenosis, craniocervical instability, seizures

Infectious diseases Sleep disorders Primary psychiatric disorders

Human immunodeficiency virus infection, Lyme
and other tick-borne diseases, hepatitis B/C,
tuberculosis, giardiasis, West Nile virus, Q fever,
coccidioidomycosis, syphilis, Epstein-Barr virus
infection,a parvovirus B19

Sleep apnea,a narcolepsy, periodic
limb movement disordera

Anxiety,a depression,a bipolar affective disorder

Gastrointestinal disorders Cardiovascular disorders Hematologic disorders

Celiac disease, food allergy/intolerance,a

inflammatory bowel diseases, small intestinal
bacterial overgrowtha

Cardiomyopathy, coronary artery
disease, pulmonary hypertension,
valvular heart disease, arrhythmias

Anemia (iron deficiency, other treatable forms), iron
overload

Illnesses related to toxic substance exposures Oncologic disorders Miscellaneous

Substance abuse disorder, heavy metals (eg, lead,
mercury), mold/mycotoxins, adverse medication
effects, Gulf War illness

Primary and secondary cancers Severe obesity (body mass index >40 kg/m2),
overwork, athletic overtraining syndrome, asthma,
chronic obstructive pulmonary disease

aThese conditions can also commonly coexist with myalgic encephalomyelitis/chronic fatigue syndrome.

Adapted from Diagnosing and Treating Myalgic Encephalomyelitis/Chronic Fatigue Syndrome (ME/CFS),107 with permission of the US ME/CFS Clinician Coalition.
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may support a disability claim and access to
other needed resources.

OUTDATED STANDARD OF CARE
In the past, CBT and GET were studied and
recommended for ME/CFS on the basis of
the disease theory that “the symptoms and
disability of CFS/ME are perpetuated predom-
inantly by unhelpful illness beliefs (fears) and
coping behaviors (avoidance [of activity]),”
leading to considerable deconditioning.53,108

However, GET and CBT studies have been
widely criticized for their methodology, inad-
equate tracking of harms, and a disease theory
that conflicts with the evidence of
multisystem biologic impairment.4,108-110

The largest of these studies is the 2011
PACE (Pacing, graded Activity, and Cogni-
tive behavior therapy; a randomised Evalua-
tion) trial. PACE reported that these
therapies were safe and resulted in recovery
for 22% of participants and improvement
for 60% to 61%.111,112 However, outcome
measures were modified midtrial without a
clear rationale.113 When the data were rean-
alyzed with the original protocol, improve-
ment decreased by a factor of 3 and
recovery rates decreased to 7% for CBT and
4% for GET, not significantly different
from controls.113 The US Agency for Health-
care Research and Quality reported that
many of these studies used definitions that
could have included participants with other
conditions and found little or no evidence
of efficacy once these studies were excluded
from the analysis.114 Finally, contradicting
safety claims, 54% to 74% of patients have
reported experiencing harms after GET.4

Because of these concerns, the US Cen-
ters for Disease Control and Prevention
and health agencies in some countries have
since removed recommendations for CBT
and GET.115 Other nations are in the process
of updating their guidance, with one stating
that GET should not be offered as a
treatment.116

MANAGEMENT APPROACH
Despite the lack of ME/CFS-specific US Food
and Drug Administrationeapproved treat-
ments, health care professionals can greatly

reduce a patient’s burden of disease and
improve their quality of life. Basic principles
of care are outlined below.

Validate the Patient’s Experience
Validate the patient’s illness experience and
educate patients, family members, and
others (eg, employers, schools). Frequently,
patients’ concerns have been dismissed,
downplayed, misdiagnosed as depression or
anxiety, or labeled as hypochondriasis.
Almost all patients consider obtaining an
ME/CFS diagnosis to be a turning point in
their illness, allowing them to better under-
stand, explain, cope with, and find support
for their situation.117

Assess Needs and Provide Support
Patients often need help acquiring handicap
placards, work or school accommodations,
housing, adequate nutrition, disability bene-
fits, and other necessary resources. Conduct
a careful assessment of the patient’s needs
and provide information, documentation,
referrals, equipment, and accommodations
to address these needs. Documenting how
symptoms affect function during every
appointment can save time in documenting
disability later. Patients should assist by doc-
umenting such information before the visit.
Referrals to specialists or allied health pro-
fessionals, such as occupational therapists
and physical therapists, may be helpful in
securing the needed documentation and
support. Addressing these issues can help
maximize patients’ function and quality of
life.

Resources for work accommodations,118

educational accommodations,119 and
disability programs106 are available. Patient
websites and community support groups
may have information about local programs.

Teach Pacing
Pacing is an individualized approach to energy
conservation and management used to mini-
mize the frequency, duration, and severity of
PEM. Because PEM is associated with poor
energy production and can be instigated by a
variety of stimuli (eg, physical/cognitive
exertion; emotional, orthostatic, and sensory
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TABLE 4. Summary of Treatment and Management Approachesa

Postexertional malaise

Nonpharmacologic approaches to conserve energy and to minimize postexertional malaise
d Pacing of physical and cognitive activity120

d Assistive devices, such as motorized scooters, handicap parking stickers, shower chairs to conserve energy
d Home health aides for those who are more severely ill
d Ear plugs, eye masks, perfume-free environments to decrease sensory stimulation; may need to maintain low sensory environment for the most

severely ill
d School or work accommodations, such as flexible hours, shortened days

Pharmacologic approaches
d No specific recommendations

Orthostatic intolerance

Nonpharmacologic approaches
d Salt and fluid loading, electrolyte drinks
d Compression stockings
d Positional changes; avoid prolonged sitting or standing
d Consistent, tailored exercise as long as the patient can perform them without triggering postexertional malaise; may need to exercise lying down,

seated, or in water
d Treat comorbidities that may contribute to orthostatic intolerance

Pharmacologic approaches
d Fludrocortisone, low-dose beta blockers, alpha-adrenergic agonists, pyridostigmine, desmopressin, ivabradine
d Intravenous saline

Sleep issues

Nonpharmacologic approaches
d Sleep hygiene practices are a part of treatment but may be marginally effective in most patients; need to be tailored for severely ill and those with

orthostatic intolerance
d Meditation and relaxation exercises
d Ear plugs and eye masks
d Light therapy
d Blue light filters

Pharmacologic therapies
d Trazadone, low-dose tricyclic antidepressants (eg, amitriptyline, doxepin), mirtazapine, antiepileptics (eg, gabapentin, pregabalin), clonazepam,

cyclobenzaprine, zolpidem, eszopiclone, tizanidine, suvorexant, topiramate, hydroxyzine, alpha blockers (eg, clonidine, guanfacine, prazosin),
diphenhydramine

Cognitive dysfunction and fatigue

Nonpharmacologic approaches
d Cognitive pacing (eg, focus on only 1 task at a time, limit reading time)
d Simple memory aids (eg, calendar reminder systems, notes)
d Positional changes: perform cognitive functions lying down and stay hydrated if orthostatic intolerance is a problem

Pharmacologic approaches
d Methylphenidate, modafinil, armodafinil, amantadine
d Caffeine if well tolerated

Immune dysfunction

Nonpharmacologic approaches
d No specific recommendations

Pharmacologic approaches
d Intravenous immunoglobulin, subcutaneous gamma globulin, inosine pranobex, hydroxychloroquine

Pain

Nonpharmacologic approaches
d Pacing to avoid flare-up of pain
d Hot or cold packs as needed to relieve the specific source of pain
d Physical therapy, massage, myofascial release, acupuncture, dry needling of trigger points
d Chiropractic treatments

Continued on next page
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stressors),1,33 patients must carefully plan
where and how to spend their limited energy.
Typically, patients must decrease the total
amount of their activities and restrict their
exposures to PEM-inducing stimuli as much
as possible. Reducing PEM can help alleviate
fatigue, cognitive defects, sleep disturbances,
pain, and other symptoms while helping to
avoid repeated post-exertional relapses that
can have a long-term impact.120,121

Referrals to physical therapists and occu-
pational therapists familiar with ME/CFS,
education about pacing,122 and use of
energy-saving/monitoring devices (eg,
shower chairs, motorized scooters, pedome-
ters, heart rate monitors) are often beneficial,
as are diaries to help patients identify when
they are exceeding their limits. Even with
such aids, pacing is challenging and some
setbacks are inevitable, especially because
tolerance for activity can vary from day to day.

Once patients are effectively pacing
without triggering PEM, some patients may
be able to engage in very short periods of ac-
tivity to increase their stamina. This must be
individualized for the patient’s level of
severity and specific triggers of PEM and
must be done in such a way that it does not
provoke PEM. Even for those patients who
can tolerate such activity, the expected level

of improvement may be small and is not
seen in all patients.

Treat the Symptoms of ME/CFS
Although there are no approved treatments
specific to ME/CFS, clinicians can reduce the
severity of symptoms with standard pharma-
cologic and nonpharmacologic treatments.123

Nonpharmacological approaches
(Table 4) for orthostatic intolerance include
salt and fluid loading and compression
stockings, whereas memory aids (notebooks,
calendars) may help with cognitive issues.
Patients may also be helped by ear plugs,
eye masks, and sunglasses to minimize light
and noise intrusion; sleep hygiene measures
(tailored as needed for patients who are bed-
bound or have orthostatic intolerance); and
avoidance of certain foods to decrease
gastrointestinal disturbances.17,18,123

Experts in ME/CFS have had success
with a range of pharmacologic therapies
(Table 4).123 Sleep may be improved with
medications, such as trazodone, clonazepam,
tricyclic antidepressants, and suvorexant.
Methylphenidate, modafinil, or dextroam-
phetamine can occasionally help with cogni-
tive issues, but there is a risk of addiction
with methylphenidate and dextroamphet-
amine. Patients with ME/CFS and clinicians

TABLE 4. Continued

Pain, continued
d Meditation and relaxation
d Neurofeedback techniques may be helpful

Pharmacologic approaches
d Low-dose naltrexone, serotonin-norepinephrine reuptake inhibitor (eg, duloxetine, milnacipran), antiepileptics (gabapentin, pregabalin), muscle

relaxants (eg, cyclobenzaprine, tizanidine, baclofen), medical marijuana, nonsteroidal anti-inflammatory drugs (eg, celecoxib, meloxicam),
acetaminophen, amitriptyline, tramadol

Gastrointestinal issues

Nonpharmacologic approaches
d Healthy, varied diet low in processed food. Some patients may be able to minimize gastrointestinal symptoms by eliminating certain foods (eg, 1

or more of caffeine, alcohol, spicy foods, aspartame, sugar, possibly dairy or gluten).
Pharmacologic approaches

d If small intestinal bacterial overgrowthdrifaximin, oral vancomycin, metronidazole
aThese are general recommendations. The treating physician should use these after careful consideration of the needs of the individual patient along with up-to-date drug
product information. For more information on dosing and use of the pharmacologic therapies, see the referenced document.

Adapted from ME/CFS Treatment Recommendations,123 with permission of the US ME/CFS Clinician Coalition.
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report improvement from therapies such as
fludrocortisone and fluid expansion.18,115,123

Onoccasion, patientsmay require intravenous
administration of fluids for severe orthostatic
intolerance episodes. Medications such as
gabapentin, pregabalin, low-dose naltrexone,
and duloxetine may be used to treat pain.

Medications should be initiated at lower
dosages and slowly titrated up to avoid
triggering drug sensitivities common in
ME/CFS. To reduce polypharmacy, medica-
tions that treat more than 1 symptom should
be favored. Clinicians should also be aware
of sensitivities to anesthesia and medication
ingredients considered to be inactive
(eg, fillers, vehicles, preservatives).

Some disease experts have selectively
used antivirals and immune modulators off-
label in some patients and have observed
favorable responses (oral communication,
US ME/CFS Clinician Coalition, March
2018 to March 2021). A specialty consulta-
tion may be helpful in developing a treat-
ment plan and in managing those aspects
of the disease with which the referring
physician is unfamiliar.

Treat Comorbidities
Treatment of comorbidities can positively
affect a patient’s quality of life and severity
of symptoms. Common comorbidities
(Supplemental Table 3) include fibromyalgia,
mast cell activation syndrome, postural
orthostatic tachycardia syndrome, Ehlers-
Danlos syndrome, sleep apnea, irritable bowel
syndrome, and secondary depression/anxi-
ety.107 Ensure that treatments for comorbid-
ities are also appropriate for ME/CFS. For
example, whereas exercise may help patients
with fibromyalgia, it can make patients with
ME/CFS worse.

Schedule Regular Follow-up Visits
Ask patients to report any new or worsening
symptoms and confirm that these are not
caused by another condition. Instruct pa-
tients to report any new drugs, supplements,
or complementary approaches and review
for potential adverse effects and treatment
interactions. This is especially important in

older patients because of the higher risk of
medication-related adverse effects.124

Address Questions on Prognosis
Patients will have questions about their long-
term prognosis. Be honest but also reassure
patients that there are steps that can be taken
to help manage their symptoms, maximize
their functioning, and improve their quality
of life to the greatest extent possible.

For many decades, care of patients
affected by ME/CFS has been negatively
impacted by lack of accurate, up-to-date
knowledge among health care providers.
Even when health care professionals are
sympathetic, they are often uncertain about
how to assess patients and what can be
done after diagnosis. This need is more
urgent than ever, given the risk for develop-
ment of ME/CFS in some patients with
COVID-19. Hopefully, this article has
answered some questions surrounding this
enigmatic condition and outlined a clear
path forward for clinicians. As with many
chronic medical conditions, although there
is not yet a cure for ME/CFS, health care
providers are in a unique position to have
a positive impact on patients’ lives. For
more information, visit the US ME/CFS
Clinician Coalition website.125
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MYALGIC ENCEPHALOMYELITIS:  
INTERNATIONAL CONSENSUS CRITERIA 
 
Adult and Pediatric  
Clinical and Research 
 
Myalgic encephalomyelitis is an acquired neurological disease with complex 
global dysfunctions.  
 
Pathological dysregulation of the nervous, immune and endocrine systems, 
with impaired cellular energy metabolism and ion transport are prominent 
features.  
 
Although signs and symptoms are dynamically interactive and causally 
connected, the criteria are grouped by regions of pathophysiology to provide 
general focus. 
 
A patient  
 will meet the criteria for post-exertional neuroimmune exhaustion (A),  
 at least one symptom from three neurological impairment categories (B),  
 at least one symptom from three immune/gastro-intestinal/genitourinary 

impairment categories (C), and  
 at least one symptom from energy metabolism/transport impairments (D). 
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A. Post-Exertional Neuroimmune Exhaustion (PENE pen -e)  
 
Compulsory  
 
This cardinal feature is a pathological inability to produce sufficient energy 
on demand with prominent symptoms primarily in the neuroimmune regions.  
 
Characteristics are:  
1. Marked, rapid physical and/or cognitive fatigability in response to 

exertion, which may be minimal such as activities of daily living or simple 
mental tasks, can be debilitating and cause a relapse.  

2. Post-exertional symptom exacerbation: e.g. acute flu-like symptoms, pain 
and worsening of other symptoms 

3. Post-exertional exhaustion may occur immediately after activity or be 
delayed by hours or days. 

4. Recovery period is prolonged, usually taking 24 hours or longer. A relapse 
can last days, weeks or longer.  

5. Low threshold of physical and mental fatigability (lack of stamina) results 
in a substantial reduction in pre-illness activity level. 

 
 
Operational Notes:  
 
For a diagnosis of ME, symptom severity must result in a significant reduc-

tivity level. Mild (an approximate 50% reduc-
tion in pre-illness activity level), moderate (mostly housebound), severe 
(mostly bedridden), or very severe (totally bedridden and need help with 
basic functions). There may be marked fluctuation of symptom severity and 
hierarchy from day to day or hour to hour. Consider activity, context and 

from reading for 1 2 hour, it will take much longer to recover from grocery 
shopping for 1 2 hour and even longer if repeated the next day  if able. 
Those who rest before an activity or have adjusted their activity level to their 
limited energy may have shorter recovery periods than those who do not 
pace their activities adequately.  
 
Impact: e.g. An outstanding athlete could have a 50% reduction in his/her 
pre-illness activity level and is still more active than a sedentary person. 
  



B. Neurological Impairments  
 
At least One Symptom from three of the following four symptom categories  
 
1. Neurocognitive Impairments  

a. Difficulty processing information: slowed thought, impaired 
concentration e.g. confusion, disorientation, cognitive overload, 
difficulty with making decisions, slowed speech, acquired or exertional 
dyslexia  

b. Short-term memory loss: e.g. difficulty remembering what one wanted 
to say, what one was saying, retrieving words, recalling information, 
poor working memory 

 
2. Pain 

a. Headaches: e.g. chronic, generalized headaches often involve aching of 
the eyes, behind the eyes or back of the head that may be associated 
with cervical muscle tension; migraine; tension headaches 

b. Significant pain can be experienced in muscles, muscle-tendon 
junctions, joints, abdomen or chest. It is non-inflammatory in nature 
and often migrates. e.g. generalized hyperalgesia, widespread pain 
(may meet fibromyalgia criteria), myofascial or radiating pain 

 
3. Sleep Disturbance  

a. Disturbed sleep patterns: e.g. insomnia, prolonged sleep including 
naps, sleeping most of the day and being awake most of the night, 
frequent awakenings, awaking much earlier than before illness onset, 
vivid dreams/nightmares  

b. Unrefreshed sleep: e.g. awaken feeling exhausted regardless of 
duration of sleep, day-time sleepiness 

 
4. Neurosensory, Perceptual and Motor Disturbances  

a. Neurosensory and perceptual: e.g. inability to focus vision, sensitivity 
to light, noise, vibration, odour, taste and touch; impaired depth 
perception  

b. Motor: e.g. muscle weakness, twitching, poor coordination, feeling 
unsteady on feet, ataxia 

 
 
Notes:  
 
Neurocognitive impairments, reported or observed, become more 
pronounced with fatigue. 
 
Overload phenomena may be evident when two tasks are performed simu-
ltaneously. Abnormal reaction to light  fluctuation or reduced accommo-
dation responses of the pupils with retention of reaction. Sleep disturbances 
are typically expressed by prolonged sleep, sometimes extreme, in the acute 
phase and often evolve into marked sleep reversal in the chronic stage. Mo-
tor disturbances may not be evident in mild or moderate cases but abnormal 
tandem gait and positive Romberg test may be observed in severe cases. 
  



C. Immune, Gastro-intestinal & Genitourinary Impairments  
 
At least One Symptom from three of the following five symptom categories 
 
1. Flu-like symptoms may be recurrent or chronic and typically activate or 

worsen with exertion. e.g. sore throat, sinusitis, cervical and/or axillary 
lymph nodes may enlarge or be tender on palpitation 

2. Susceptibility to viral infections with prolonged recovery periods 
3. Gastro-intestinal tract: e.g. nausea, abdominal pain, bloating, irritable 

bowel syndrome 
4. Genitourinary: e.g. urinary urgency or frequency, nocturia 
5. Sensitivities to food, medications, odours or chemicals 
 
 
Notes:  
 
Sore throat, tender lymph nodes, and flu-like symptoms obviously are not 
specific to ME but their activation in reaction to exertion is abnormal. The 
throat may feel sore, dry and scratchy. Faucial injection and crimson 
crescents may be seen in the tonsillar fossae, which are an indication of 
immune activation. 
  



D. Energy Production/Transportation Impairments:  
 
At least One Symptom 
 
1. Cardiovascular: e.g. inability to tolerate an upright position  orthostatic 

intolerance, neurally mediated hypotension, postural orthostatic 
tachycardia syndrome, palpitations with or without cardiac arrhythmias, 
light-headedness/dizziness 

2. Respiratory: e.g. air hunger, laboured breathing, fatigue of chest wall 
muscles  

3. Loss of thermostatic stability: e.g. subnormal body temperature, marked 
diurnal fluctuations; sweating episodes, recurrent feelings of feverishness 
with or without low grade fever, cold extremities 

4. Intolerance of extremes of temperature 
 
 
Notes:  
 
Orthostatic intolerance may be delayed by several minutes. Patients who have 
orthostatic intolerance may exhibit mottling of extremities, extreme pallor or 

recede. 
  



Paediatric Considerations 
 
Symptoms may progress more slowly in children than in teenagers or adults.  
 
In addition to post- exertional neuroimmune exhaustion, 
the most prominent symptoms tend to be  
neurological: headaches, 
cognitive impairments, and  
sleep disturbances.  
 
1. Headaches: Severe or chronic headaches are often debilitating. Migraine 

may be accompanied by a rapid drop in temperature, shaking, vomiting, 
diarrhoea and severe weakness.  

2. Neurocognitive Impairments: Difficulty focusing eyes and reading are 
common. Children may become dyslexic, which may only be evident when 
fatigued. Slow processing of information makes it difficult to follow 
auditory instructions or take notes. All cognitive impairments worsen with 
physical or mental exertion. Young people will not be able to maintain a 
full school program.  

3. Pain may seem erratic and migrate quickly. Joint hyper-mobility is 
common. 

 
 
Notes:  
 
Fluctuation and severity hierarchy of numerous prominent symptoms tend to 
vary more rapidly and dramatically than in adults. 
 
  



Classification 
 
Atypical Myalgic Encephalomyelitis:  
 
meets criteria for post-exertional neuroimmune exhaustion but has two or 
less than required of the remaining criterial symptoms.  
 
Pain or sleep disturbance may be absent in rare cases. 
 
  



Exclusions:  
 
As in all diagnoses,  
exclusion of alternate explanatory diagnoses  

laboratory/biomarker testing as indicated.  
 
It is possible to have more than one disease  
but it is important that each one is identified and treated.  
 
Primary psychiatric disorders, somatoform disorder and substance abuse  
are excluded. 
 

 
  



Co-morbid Entities:  
 
 Fibromyalgia,  
 Myofascial Pain Syndrome,  
 Temporomandibular Joint Syndrome,  
 Irritable Bowel Syndrome,  
 Interstitial Cystitis, 
 henomenon,  
 Prolapsed Mitral Valve,  
 Migraines,  
 Allergies,  
 Multiple Chemical Sensitivities,  
  
 Sicca Syndrome,  
 Reactive Depression.  

 
Migraine and irritable bowel syndrome may precede ME  
but then become associated with it. Fibromyalgia overlaps. 
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Your responsibility 
The recommendations in this guideline represent the view of NICE, arrived at after careful 
consideration of the evidence available. When exercising their judgement, professionals 
and practitioners are expected to take this guideline fully into account, alongside the 
individual needs, preferences and values of their patients or the people using their service. 
It is not mandatory to apply the recommendations, and the guideline does not override the 
responsibility to make decisions appropriate to the circumstances of the individual, in 
consultation with them and their families and carers or guardian. 

All problems (adverse events) related to a medicine or medical device used for treatment 
or in a procedure should be reported to the Medicines and Healthcare products Regulatory 
Agency using the Yellow Card Scheme. 

Local commissioners and providers of healthcare have a responsibility to enable the 
guideline to be applied when individual professionals and people using services wish to 
use it. They should do so in the context of local and national priorities for funding and 
developing services, and in light of their duties to have due regard to the need to eliminate 
unlawful discrimination, to advance equality of opportunity and to reduce health 
inequalities. Nothing in this guideline should be interpreted in a way that would be 
inconsistent with complying with those duties. 

Commissioners and providers have a responsibility to promote an environmentally 
sustainable health and care system and should assess and reduce the environmental 
impact of implementing NICE recommendations wherever possible. 
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Overview 
This guideline covers diagnosing and managing myalgic encephalomyelitis (or 
encephalopathy)/chronic fatigue syndrome (ME/CFS) in children, young people and adults. 
It aims to improve awareness and understanding about ME/CFS and when to suspect it, so 
that people are diagnosed earlier. It includes recommendations on diagnosis, assessment 
and care planning, safeguarding, access to care and managing ME/CFS and its symptoms. 

These recommendations were developed based on evidence reviewed before the 
COVID-19 pandemic. We have not reviewed evidence on the effects of COVID-19, so it 
should not be assumed that these recommendations apply to people diagnosed with post-
COVID-19 syndrome. NICE has produced a guideline on managing the long-term effects of 
COVID-19. 

Who is it for? 
• Health and social care professionals, including those working or providing input into 

educational and occupational health services 

• Commissioners 

• People with suspected or diagnosed ME/CFS, their families and carers and the public 

This guideline was commissioned by NICE and developed at the National Guideline Centre 
which is hosted by the Royal College of Physicians. 

This guideline updates and replaces NICE guideline CG53 (published August 2007). 
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Recommendations 

People have the right to be involved in discussions and make informed decisions 
about their care, as described in NICE's information on making decisions about your 
care. 

Making decisions using NICE guidelines explains how we use words to show the 
strength (or certainty) of our recommendations, and has information about 
prescribing medicines (including off-label use), professional guidelines, standards 
and laws (including on consent and mental capacity), and safeguarding. 
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Box 1 Severity of ME/CFS 
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Unless stated otherwise, these recommendations apply to everyone with myalgic 
encephalomyelitis (or encephalopathy)/chronic fatigue syndrome (ME/CFS) 
regardless of symptom severity. There are also additional considerations in the 
section on care for people with severe or very severe ME/CFS. 

Definitions of severity are not clear cut because individual symptoms vary widely in 
severity and people may have some symptoms more severely than others. The 
definitions below provide a guide to the level of impact of symptoms on everyday 
functioning. 

Mild ME/CFS 

People with mild ME/CFS care for themselves and do some light domestic tasks 
(sometimes needing support) but may have difficulties with mobility. Most are still 
working or in education, but to do this they have probably stopped all leisure and 
social pursuits. They often have reduced hours, take days off and use the weekend to 
cope with the rest of the week. 

Moderate ME/CFS 

People with moderate ME/CFS have reduced mobility and are restricted in all 
activities of daily living, although they may have peaks and troughs in their level of 
symptoms and ability to do activities. They have usually stopped work or education, 
and need rest periods, often resting in the afternoon for 1 or 2 hours. Their sleep at 
night is generally poor quality and disturbed. 

Severe ME/CFS 

People with severe ME/CFS are unable to do any activity for themselves or can carry 
out minimal daily tasks only (such as face washing or cleaning teeth). They have 
severe cognitive difficulties and may depend on a wheelchair for mobility. They are 
often unable to leave the house or have a severe and prolonged after-effect if they 
do so. They may also spend most of their time in bed and are often extremely 
sensitive to light and sound. 

Very severe ME/CFS 
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People with very severe ME/CFS are in bed all day and dependent on care. They need 
help with personal hygiene and eating, and are very sensitive to sensory stimuli. 
Some people may not be able to swallow and may need to be tube fed. 

1.1 Principles of care for people with ME/CFS 
Also see the section on care for people with severe or very severe ME/CFS. 

Awareness of ME/CFS and its impact 

1.1.1 Be aware that ME/CFS: 

• is a complex, chronic medical condition affecting multiple body systems and its 
pathophysiology is still being investigated 

• affects everyone differently and its impact varies widely – for some people 
symptoms still allow them to carry out some activities, whereas for others they 
cause substantial incapacity 

• is a fluctuating condition in which a person's symptoms can change 
unpredictably in nature and severity over a day, week or longer 

• can affect different aspects of the lives of both people with ME/CFS and their 
families and carers, including activities of daily living, family life, social life, 
emotional wellbeing, work and education. 

1.1.2 Recognise that people with ME/CFS may have experienced prejudice and 
disbelief and could feel stigmatised by people (including family, friends, 
health and social care professionals, and teachers) who do not 
understand their illness. Take into account: 

• the impact this may have on a child, young person or adult with ME/CFS 

• that people with ME/CFS may have lost trust in health and social care services 
and be hesitant about involving them. 
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Approach to delivering care 

1.1.3 Health and social care professionals should: 

• take time to build supportive, trusting and empathetic relationships 

• acknowledge to the person the reality of living with ME/CFS and how 
symptoms could affect them 

• use a person-centred approach to care and assessment 

• involve families and carers (as appropriate) in discussions and care planning if 
the person with ME/CFS chooses to include them 

• be sensitive to the person's socioeconomic, cultural and ethnic background, 
beliefs and values, and their gender identity and sexual orientation, and think 
about how these might influence their experience, understanding and choice of 
management. 

1.1.4 Recognise that people with ME/CFS need: 

• timely and accurate diagnosis so they get appropriate care for their symptoms 

• regular monitoring and review, particularly when their symptoms are worsening, 
changing or are severe (see the section on managing flare-ups in symptoms 
and relapse and review in primary care). 

1.1.5 Explain to people with ME/CFS and their family or carers (as appropriate) 
that they can decline or withdraw from any part of their care and support 
plan and this will not affect access to any other aspects of their care. 
They can begin or return to this part of their plan if they wish to. 

1.1.6 When working with children and young people with ME/CFS, ensure their 
voice is heard by: 

• taking a child-centred approach, with the communication focusing on them 

• discussing and regularly reviewing with them how they want to be involved in 
decisions about their care 
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• taking into account that they may find it difficult to communicate and describe 
their symptoms and may need their parents or carers (as appropriate) to help 
them 

• recognising that they may need to be seen on more than 1 occasion to gain 
trust (with or without their parents or carers, as appropriate). 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on principles of care 
for people with ME/CFS. 

Full details of the evidence and the committee's discussion are in: 

• evidence review A: information, education and support for people with ME/CFS 
and their families and carers 

• evidence review C: accessing health and social care services 

• appendix 2: involving adults with severe ME/CFS. 

Other supporting evidence and discussion can be found in evidence review B: 
information, education and support for health and social care professionals and 
appendix 1: involving children and young people. 

1.2 Suspecting ME/CFS 
1.2.1 Explain to people presenting with possible symptoms of ME/CFS that 

there currently is no diagnostic test for ME/CFS and it is recognised on 
clinical grounds alone. 

1.2.2 Suspect ME/CFS if: 

• the person has had all of the persistent symptoms in box 2 for a minimum of 
6 weeks in adults and 4 weeks in children and young people and 

• the person's ability to engage in occupational, educational, social or personal 
activities is significantly reduced from pre-illness levels and 

• symptoms are not explained by another condition. 
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Box 2 Symptoms for suspecting ME/CFS 

All of these symptoms should be present: 

• Debilitating fatigue that is worsened by activity, is not caused by excessive 
cognitive, physical, emotional or social exertion, and is not significantly relieved 
by rest. 

• Post-exertional malaise after activity in which the worsening of symptoms: 

－ is often delayed in onset by hours or days 

－ is disproportionate to the activity 

－ has a prolonged recovery time that may last hours, days, weeks or longer. 

• Unrefreshing sleep or sleep disturbance (or both), which may include: 

－ feeling exhausted, feeling flu-like and stiff on waking 

－ broken or shallow sleep, altered sleep pattern or hypersomnia. 

• Cognitive difficulties (sometimes described as 'brain fog'), which may include 
problems finding words or numbers, difficulty in speaking, slowed 
responsiveness, short-term memory problems, and difficulty concentrating or 
multitasking. 

1.2.3 If ME/CFS is suspected, carry out: 

• a medical assessment (including symptoms and history, comorbidities, overall 
physical and mental health) 

• a physical examination 

• an assessment of the impact of symptoms on psychological and social 
wellbeing 
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• investigations to exclude other diagnoses, for example (but not limited to): 

－ urinalysis for protein, blood and glucose 

－ full blood count 

－ urea and electrolytes 

－ liver function 

－ thyroid function 

－ erythrocyte sedimentation rate or plasma viscosity 

－ C-reactive protein 

－ calcium and phosphate 

－ HbA1c 

－ serum ferritin 

－ coeliac screening 

－ creatine kinase. 

Use clinical judgement to decide on additional investigations to exclude 
other diagnoses (for example, vitamin D, vitamin B12 and folate levels; 
serological tests if there is a history of infection; and 9am cortisol for 
adrenal insufficiency). 

1.2.4 Be aware that the following symptoms may also be associated with, but 
are not exclusive to, ME/CFS: 

• orthostatic intolerance and autonomic dysfunction, including dizziness, 
palpitations, fainting, nausea on standing or sitting upright from a reclining 
position 

• temperature hypersensitivity resulting in profuse sweating, chills, hot flushes, 
or feeling very cold 

• neuromuscular symptoms, including twitching and myoclonic jerks 

Myalgic encephalomyelitis (or encephalopathy)/chronic fatigue syndrome: diagnosis and
management (NG206)

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and-
conditions#notice-of-rights).

Page 13 of
95



• flu-like symptoms, including sore throat, tender glands, nausea, chills or muscle 
aches 

• intolerance to alcohol, or to certain foods and chemicals 

• heightened sensory sensitivities, including to light, sound, touch, taste and 
smell 

• pain, including pain on touch, myalgia, headaches, eye pain, abdominal pain or 
joint pain without acute redness, swelling or effusion. 

1.2.5 Primary healthcare professionals should consider seeking advice from an 
appropriate specialist if there is uncertainty about interpreting signs and 
symptoms and whether an early referral is needed. For children and 
young people, consider seeking advice from a paediatrician. 

1.2.6 When ME/CFS is suspected: 

• continue with any assessments needed to exclude or identify other conditions 

• give the person advice on managing their symptoms in line with the section on 
advice for people with suspected ME/CFS. 

Referring children and young people with suspected ME/CFS 

1.2.7 When ME/CFS is suspected in a child or young person based on the 
criteria in recommendation 1.2.2 and the assessment in 
recommendation 1.2.3: 

• refer them to a paediatrician for further assessment and investigation for ME/
CFS and other conditions 

• start to work with the child or young person's place of education or training to 
support flexible adjustments or adaptations. 
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For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on suspecting ME/
CFS. 

Full details of the evidence and the committee's discussion are in evidence review D: 
identifying and diagnosing ME/CFS. 

1.3 Advice for people with suspected ME/CFS 
1.3.1 When ME/CFS is suspected, give people personalised advice about 

managing their symptoms. Also advise them: 

• not to use more energy than they perceive they have − they should manage 
their daily activity and not 'push through' their symptoms 

• to rest and convalesce as needed (this might mean making changes to their 
daily routine, including work, school and other activities) 

• to maintain a healthy balanced diet, with adequate fluid intake. 

1.3.2 Explain to people with suspected ME/CFS that their diagnosis can only 
be confirmed after 3 months of persistent symptoms. Reassure them 
that they can return for a review before that if they develop new or 
worsened symptoms, and ensure that they know who to contact for 
advice. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on advice for people 
with suspected ME/CFS. 

Full details of the evidence and the committee's discussion are in evidence review E: 
management strategies before diagnosis. 

1.4 Diagnosis 
1.4.1 Diagnose ME/CFS in a child, young person or adult who has the 
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symptoms in recommendation 1.2.2 that have persisted for 3 months and 
are not explained by another condition. 

1.4.2 Primary healthcare professionals should consider seeking advice from an 
appropriate specialist if there is uncertainty about interpreting signs and 
symptoms at 3 months and whether further investigations are needed. 

1.4.3 Refer adults directly to an ME/CFS specialist team (see box 3) to confirm 
their diagnosis and develop a care and support plan. 

1.4.4 Refer children and young people who have been diagnosed with ME/CFS 
after assessment by a paediatrician (based on the criteria in 
recommendation 1.2.2) directly to a paediatric ME/CFS specialist team 
(see box 3) to confirm their diagnosis and develop a care and support 
plan. 

Box 3 ME/CFS specialist team 

Specialist teams consist of a range of healthcare professionals with training and 
experience in assessing, diagnosing, treating and managing ME/CFS. They commonly 
have medically trained clinicians from a variety of specialisms (including 
rheumatology, rehabilitation medicine, endocrinology, infectious diseases, neurology, 
immunology, general practice and paediatrics) as well as access to other healthcare 
professionals specialising in ME/CFS. These may include physiotherapists, exercise 
physiologists, occupational therapists, dietitians, and clinical or counselling 
psychologists. 

Children and young people are likely to be cared for under local or regional paediatric 
teams that have experience of working with children and young people with ME/CFS 
in collaboration with ME/CFS specialist centres. 
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For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on diagnosis. 

Full details of the evidence and the committee's discussion are in evidence review D: 
identifying and diagnosing ME/CFS. 

1.5 Assessment and care and support planning by 
an ME/CFS specialist team 
Also see the section on care for people with severe or very severe ME/CFS. 

1.5.1 Carry out and record a holistic assessment to confirm the person's 
diagnosis of ME/CFS and inform their care and support plan. This should 
include: 

• a medical assessment (including relevant symptoms and history, comorbidities, 
overall physical and mental health, anything that is known to exacerbate or 
alleviate symptoms, and sleep quality) 

• physical functioning 

• the impact of symptoms on psychological, emotional and social wellbeing 

• current and past experiences of medicines (including tolerance and 
sensitivities), vitamins and mineral supplements 

• dietary assessment (including weight history before and after their diagnosis of 
ME/CFS, use of restrictive and alternative diets, and access to shopping and 
cooking). 

1.5.2 Develop and agree a personalised care and support plan with the person 
with ME/CFS and their family or carers (as appropriate) informed by their 
holistic assessment. Include the following, depending on the person's 
needs: 

• information and support needs (see the section on information and support) 
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• support for activities of daily living (see the section on access to care and 
support and recommendation 1.6.8 on accessing social care) 

• mobility and daily living aids and adaptations to increase or maintain 
independence (see the recommendations on aids and adaptations) 

• education, training or employment support needs (see the section on 
supporting people with ME/CFS in work, education and training) 

• self-management strategies, including energy management (see the 
recommendations on energy management) 

• physical functioning and mobility (see the recommendations on physical 
functioning and mobility) 

• managing ME/CFS and symptom management, including medicines 
management (see recommendations 1.12.1 to 1.12.26 on managing symptoms) 

• guidance on managing flare-ups and relapses (see the section on managing 
flare-ups in symptoms and relapses) 

• details of the health and social care professionals involved in the person's care, 
and who to contact (see recommendation 1.10.3). 

1.5.3 Recognise that the person with ME/CFS is in charge of the aims of their 
care and support plan. 

1.5.4 Give the person and their family or carers (as appropriate) a copy of their 
care and support plan and share a copy with their GP. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on assessment and 
care and support planning by an ME/CFS specialist team. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS and evidence review A: information, 
education and support for people with ME/CFS and their families and carers. 
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1.6 Information and support 

Communication 

1.6.1 Ensure information is provided to people with ME/CFS and their family or 
carers (as appropriate): 

• in a variety of formats, such as written materials, electronic and audio, and 
suitable for their needs (for example, in their preferred language or an 
accessible version) 

• both in person in clinical settings and for them to use at home. 

Follow the principles on communication, information giving and shared decision 
making in the NICE guidelines on patient experience in adult NHS services, 
people's experience in adult social care services and shared decision making. 

1.6.2 When providing information for children and young people with ME/CFS, 
take into account their age and level of understanding, symptoms and 
any disabilities or communication needs. Use interactive formats such as: 

• one-to-one or group discussion 

• written materials and pictures 

• play, art and music activities 

• digital media, for example video or interactive apps. 

Information about ME/CFS 

1.6.3 Give people with ME/CFS and their family or carers (as appropriate) up-
to-date information about ME/CFS as soon as it is suspected. Tailor 
information to people's circumstances, including their symptoms, the 
severity of their condition and how long they have had ME/CFS. Ask 
people regularly if they would like more information or to revisit 
discussions. 

1.6.4 Explain that ME/CFS: 
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• is a fluctuating medical condition that affects everyone differently, in which 
symptoms and their severity can change over a day, week or longer 

• varies in long-term outlook from person to person – although a proportion of 
people recover or have a long period of remission, many will need to adapt to 
living with ME/CFS 

• varies widely in its impact on people's lives, and can affect their daily activities, 
family and social life, and work or education (these impacts may be severe) 

• can be worsened by particular triggers – these can be known or new triggers 
or in some cases there is no clear trigger 

• can be self-managed with support and advice (see the section on energy 
management) 

• can involve flare-ups and relapses even if symptoms are well managed, so 
planning for these should be part of the energy management plan. 

1.6.5 Explain to children and young people with ME/CFS and their parents or 
carers (as appropriate) that the outlook is better in children and young 
people than in adults. 

1.6.6 Give people with ME/CFS and their family or carers (as appropriate) 
information about: 

• self-help groups, support groups and other local and national resources for 
people with ME/CFS 

• where to access advice about financial support, including applying for benefits. 

Social care 

1.6.7 Discuss sensitively with the person and their family or carers (as 
appropriate) how social care may benefit them. Explain that it can help 
the person living with ME/CFS as well as provide a route to support for 
families and carers through a formal carer's assessment. Also see 
recommendations 1.8.5 and 1.8.6 on maintaining independence. 

1.6.8 Explain to people with ME/CFS and their family or carers (as appropriate) 
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how to self-refer for a social care needs assessment from their local 
authority. Offer to make the referral for them if they prefer. 

1.6.9 Advise children and young people with moderate ME/CFS or severe or 
very severe ME/CFS and their parents or carers (as appropriate) that 
they may be entitled to support from children's social care as children in 
need because of their disability. 

Supporting families and carers of people with ME/CFS 

1.6.10 Follow recommendations in the NICE guideline on supporting adult carers 
on identifying, assessing and meeting the caring, physical and mental 
health needs of families and carers. 

1.6.11 Advise families and carers about the right to assessment and support for 
their own needs, as follows: 

• parents and carers of children and young people under 16 with ME/CFS, 
according to the Children and Families Act 2014 

• young carers, according to the Young Carers (Needs Assessment) Regulations 
2015. 
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For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on information and 
support. 

Full details of the evidence and the committee's discussion are in evidence review A: 
information, education and support for people with ME/CFS and their families and 
carers. 

Other supporting evidence and discussion can be found in: 

• evidence review B: information, education and support for health and social care 
professionals 

• evidence review C: accessing health and social care services 

• appendix 1: involving children and young people. 

1.7 Safeguarding 
1.7.1 Recognise that people with ME/CFS, particularly those with severe or 

very severe ME/CFS, are at risk of their symptoms being confused with 
signs of abuse or neglect. 

1.7.2 If a person with confirmed or suspected ME/CFS needs a safeguarding 
assessment, directly involve health and social care professionals who 
have training and experience in ME/CFS as soon as possible. 

1.7.3 If a person with confirmed or suspected ME/CFS needs to be assessed 
under the Mental Health Act 1983 or the Mental Capacity Act 2005, 
directly involve health and social care professionals who have training 
and experience in ME/CFS as soon as possible. 

1.7.4 Recognise that the following are not necessarily signs of abuse or 
neglect in children and young people with confirmed or suspected ME/
CFS: 
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• physical symptoms that do not fit a commonly recognised illness pattern 

• more than 1 child or family member having ME/CFS 

• disagreeing with, declining or withdrawing from any part of their care and 
support plan, either by them or by their parents or carers on their behalf 

• parents or carers acting as advocates and communicating on their behalf 

• reduced or non-attendance at school. 

1.7.5 Be aware that recognising and responding to possible child abuse and 
neglect (maltreatment) is complex and should be considered in the same 
way for children and young people with confirmed or suspected ME/CFS 
as with any child with a chronic illness or disability. Follow the NICE 
guidelines on child maltreatment and child abuse and neglect. 

1.7.6 Offer children and young people with ME/CFS a review of their care and 
support plan at least every 6 months, and more frequently if needed, 
depending on the severity and complexity of their symptoms. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on safeguarding. 

Full details of the evidence and the committee's discussion are in evidence review B: 
information, education and support for health and social care professionals. 

Other supporting evidence and discussion can be found in evidence review A: 
information, education and support for people with ME/CFS and their families and 
carers and appendix 1: involving children and young people. 

1.8 Access to care and support 
Also see the section on care for people with severe or very severe ME/CFS. 

1.8.1 Health and social care organisations should ensure that people with ME/
CFS can use their services by: 
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• adapting the timing, length and frequency of all appointments to the person's 
needs 

• taking into account physical accessibility, such as how far the person has to 
travel, whether there is suitable transport and parking, and where rooms are for 
appointments 

• taking into account sensitivities to light, sound, touch, pain, temperature 
extremes or smells 

• providing care flexibly to the person's needs, such as by online or phone 
consultations or making home visits. 

1.8.2 If a person with ME/CFS misses an appointment: 

• do not discharge them for not attending because it could be due to their 
symptoms worsening 

• discuss why they could not attend and how the multidisciplinary team can 
support them. 

1.8.3 Be aware that people with ME/CFS are unlikely to be seen at their worst 
because: 

• debilitating symptoms or the risk that their symptoms will worsen may prevent 
people from leaving their home 

• cognitive difficulties may often mean people wait until they feel they can speak 
and explain clearly before contacting services. 

Hospital care 

For improving access to hospital inpatient and outpatient care for people with ME/CFS, see 
recommendation 1.8.1. 

1.8.4 Discuss with people who need inpatient care whether any aspects of 
where their care will be provided could cause problems for them, 
including: 

• where a bed is situated on a ward (if possible, aim to provide a single room) 
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• the accessibility of toilets and washrooms 

• environmental factors such as lighting, sound, heating and smells. 

Maintaining independence 

Also see the recommendations on social care and supporting families and carers of people 
with ME/CFS. 

1.8.5 If a person with ME/CFS needs support at home, carry out a social care 
needs assessment. As a minimum, record and provide information and 
support on: 

• activities of daily living 

• mobility, including transferring from bed to chair, access to and use of toilet 
and washing facilities, use of stairs, and access to outside space 

• dexterity and balance, including avoiding falls 

• their home, including environmental controls to reduce light levels, sound levels 
and temperature fluctuations 

• the feasibility of equipment and adaptations 

• access to technology, including internet access 

• where to get financial support and advice, for example signposting to advice 
on money management and making personalised arrangements with banks or 
the Post Office to access personal finances, and how to claim carers' and 
disability benefits and grants. 

1.8.6 Give families and carers information on how to access training and 
resources about caring for the person with ME/CFS (see the NICE 
guideline on supporting adult carers). 

Aids and adaptations 

1.8.7 Enable prompt assessment for funding for home adaptation. If the person 
is not eligible for funding, continue to offer information and support in 
arranging home adaptations. 
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1.8.8 For people with moderate ME/CFS or severe or very severe ME/CFS, 
consider providing or recommending aids and adaptations (such as a 
wheelchair, blue badge or stairlift) that could help them maintain their 
independence and improve their quality of life, taking into account the 
risks and benefits. Include these in the person's care and support plan. 

1.8.9 Provide aids and adaptations identified in the person's social care needs 
assessment without delay, so that people with ME/CFS can carry out 
activities of daily living and maintain their quality of life as much as 
possible. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on access to care and 
support. 

Full details of the evidence and the committee's discussion are in evidence review C: 
accessing health and social care services. 

Other supporting evidence and discussion can be found in evidence review A: 
information, education and support for people with ME/CFS and their families and 
carers and appendix 2: involving adults with severe ME/CFS. 

1.9 Supporting people with ME/CFS in work, 
education and training 
1.9.1 Offer to liaise on the person's behalf (with their informed consent) with 

employers, education providers and support services. Give them 
information about ME/CFS and discuss the person's care and support 
plan and any adjustments needed. 

1.9.2 Advise and discuss with people with ME/CFS that: 

• they may be able to access reasonable adjustments or adaptations (in line with 
the Equality Act 2010) to help them continue or return to work or education 

• there may be times when they are unable to continue with work or education 
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• some people find that going back to work, school or college worsens their 
symptoms. 

1.9.3 Health and social care professionals should follow the Department for 
Education's guidance on supporting pupils at school with medical 
conditions or equivalent statutory guidance. 

1.9.4 Health and social care professionals should work with training and 
education services to: 

• provide information about ME/CFS and the needs and impairments of children 
and young people with ME/CFS, including the need for a balance of activities in 
their life 

• discuss the child or young person's care and support plan so that everyone has 
a common understanding of their priorities, hopes and plans 

• discuss a flexible approach to training and education – this could include 
adjustments to the school day, online learning or education at home and using 
assistive equipment. 

1.9.5 Give parents and carers information about education, health and care 
(EHC) plans and how to request one from their local authority. 

1.9.6 Advise children and young people with ME/CFS and their parents or 
carers (as appropriate) that: 

• training or education should not be the only activity they undertake 

• they should aim to find a balance between the time they spend on education or 
training, home and family life, and social activities. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on supporting people 
with ME/CFS in work, education and training. 

Full details of the evidence and the committee's discussion are in evidence review A: 
information, education and support for people with ME/CFS and their families and 
carers and appendix 1: involving children and young people. 
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1.10 Multidisciplinary care 
1.10.1 Provide care for people with ME/CFS using a coordinated 

multidisciplinary approach. Based on the person's needs, include access 
to health and social care professionals with expertise in the following as 
a minimum, with additional expertise depending on symptoms: 

• medical assessment and diagnosis 

• developing personalised care and support plans 

• self-management strategies, including energy management 

• symptom management, including prescribing and medicines management 

• managing flare-ups and relapses 

• activities of daily living, including dental health 

• psychological, emotional and social wellbeing, including family and sexual 
relationships 

• diet and nutrition 

• mobility, avoiding falls and problems from loss of dexterity, including access to 
aids and rehabilitation services 

• social care and support 

• support to engage in work, education, social activities and hobbies. 

1.10.2 Care for people whose ME/CFS is managed in primary care should be 
supported by advice and direct clinical consultation from an ME/CFS 
specialist team. 

1.10.3 Give adults, children and young people with ME/CFS and their family or 
carers (as appropriate) a named contact in their primary care and/or ME/
CFS specialist team to coordinate their care and support plan, help them 
access services and support them during periods of relapse. 

1.10.4 Provide children and young people with ME/CFS and their family or 
carers (as appropriate) with details of a named professional in the ME/
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CFS specialist team who they can contact with any concerns about the 
child or young person's health, education or social life. 

Moving into adults' services 

1.10.5 For young adults with ME/CFS moving from children's to adults' services, 
manage transitions in line with the NICE guideline on transition from 
children's to adults' services for young people using health or social care 
services. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on multidisciplinary 
care. 

Full details of the evidence and the committee's discussion are in evidence review I: 
multidisciplinary care and evidence review C: accessing health and social care 
services. 

Other supporting evidence and discussion can be found in evidence review A: 
information, education and support for people with ME/CFS and their families and 
carers and appendix 1: involving children and young people. 

1.11 Managing ME/CFS 
1.11.1 Be aware that ME/CFS symptoms can be managed but there is currently 

no cure (non-pharmacological or pharmacological) for ME/CFS. 

For a short explanation of why the committee made this recommendation and how it 
might affect practice, see the rationale and impact section on managing ME/CFS. 

Full details of the evidence and the committee's discussion are in evidence review F: 
pharmacological interventions and evidence review G: non- pharmacological 
management of ME/CFS. 
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Energy management 

Also see the section on care for people with severe or very severe ME/CFS. 

1.11.2 Discuss with people with ME/CFS the principles of energy management, 
the potential benefits and risks and what they should expect. Explain 
that it: 

• is not curative 

• is a self-management strategy led by the person themselves with support from 
a healthcare professional in an ME/CFS specialist team 

• includes all types of activity (cognitive, physical, emotional and social) and 
takes into account overall level of activity 

• helps people learn to use the amount of energy they have while reducing their 
risk of post-exertional malaise or worsening their symptoms by exceeding their 
limits 

• recognises that each person has a different and fluctuating energy limit and 
they are experts in judging their own limits 

• can include help from a healthcare professional to recognise when they are 
approaching their limit (children and young people in particular may find it 
harder to judge their limits and can overreach them) 

• uses a flexible, tailored approach so that activity is never automatically 
increased but is maintained or adjusted (upwards after a period of stability or 
downwards when symptoms are worse) 

• is a long-term approach − it can take weeks, months or sometimes even years 
to reach stabilisation or to increase tolerance or activity. 

1.11.3 Help people with ME/CFS develop a plan for energy management as part 
of their care and support plan. Support them to establish realistic 
expectations and develop goals that are meaningful to them. Discuss and 
record the following in the plan along with anything else that is important 
to the person: 

• cognitive activity 
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• mobility and other physical activity 

• ability to undertake activities of daily living 

• psychological, emotional and social demands, including family and sexual 
relationships 

• rest and relaxation (both quality and duration) 

• sleep quality and duration 

• effect of environmental factors, including sensory stimulation. 

1.11.4 Work with the person to establish an individual activity pattern within 
their current energy limits that minimises their symptoms. For example: 

• agree a sustainable level of activity as the first step, which may mean reducing 
activity 

• plan periods of rest and activity, and incorporate the need for pre-emptive rest 

• alternate and vary between different types of activity and break activities into 
small chunks. 

1.11.5 Agree how often to review the person's energy management plan with 
them and revise it if needed. 

1.11.6 Advise people with ME/CFS how to manage flare-ups and relapses (see 
the section on managing flare-ups in symptoms and relapse). 

1.11.7 Make self-monitoring of activity as easy as possible by taking advantage 
of any tools the person already uses, such as an activity tracker, phone 
heart-rate monitor or diary. 

1.11.8 Refer people with ME/CFS to a physiotherapist or occupational therapist 
working in an ME/CFS specialist team if they: 

• have difficulties caused by reduced physical activity or mobility (also see the 
sections on physical functioning and mobility and care for people with severe 
or very severe ME/CFS) or 
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• feel ready to progress their physical activity beyond their current activities of 
daily living (see the section on physical activity and exercise) or 

• would like to incorporate a physical activity or exercise programme into 
managing their ME/CFS (see the section on incorporating physical activity and 
exercise). 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on energy 
management. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Other supporting evidence and discussion can be found in evidence review A: 
information, education and support for people with ME/CFS and their families and 
carers and appendix 2: involving adults with severe ME/CFS. 

Incorporating physical activity and exercise 

1.11.9 Do not advise people with ME/CFS to undertake exercise that is not part 
of a programme overseen by an ME/CFS specialist team, such as telling 
them to go to the gym or exercise more, because this may worsen their 
symptoms. 

1.11.10 Only consider a personalised physical activity or exercise programme for 
people with ME/CFS who: 

• feel ready to progress their physical activity beyond their current activities of 
daily living or 

• would like to incorporate physical activity or exercise into managing their ME/
CFS. 

1.11.11 Tell people about the risks and benefits of physical activity and exercise 
programmes. Explain that some people with ME/CFS have found that 
they can make their symptoms worse, for some people it makes no 
difference and others find them helpful. 
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1.11.12 If a physical activity or exercise programme is offered, it should be 
overseen by a physiotherapist in an ME/CFS specialist team. 

1.11.13 If a person with ME/CFS takes up the offer of a personalised physical 
activity or exercise programme, agree a programme with them that 
involves the following and review it regularly: 

• establishing their physical activity baseline at a level that does not worsen their 
symptoms 

• initially reducing physical activity to be below their baseline level 

• maintaining this successfully for a period of time before attempting to increase 
it 

• making flexible adjustments to their physical activity (up or down as needed) to 
help them gradually improve their physical abilities while staying within their 
energy limits 

• recognising a flare-up or relapse early and outlining how to manage it. 

1.11.14 Do not offer people with ME/CFS: 

• any therapy based on physical activity or exercise as a cure for ME/CFS 

• generalised physical activity or exercise programmes – this includes 
programmes developed for healthy people or people with other illnesses 

• any programme that does not follow the approach in recommendation 1.11.13 or 
that uses fixed incremental increases in physical activity or exercise, for 
example, graded exercise therapy (see box 4) 

• physical activity or exercise programmes that are based on deconditioning and 
exercise avoidance theories as perpetuating ME/CFS. 
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Box 4 Graded exercise therapy definition 

Graded exercise therapy is a term used in varying ways by different services 
supporting people with ME/CFS. 

In this guideline, graded exercise therapy is defined as first establishing an 
individual's baseline of achievable exercise or physical activity, then making fixed 
incremental increases in the time spent being physically active. This definition of 
graded exercise therapy reflects the descriptions given in the evidence that was 
reviewed, and it is this approach that the guideline says should not be undertaken. 

An individualised approach that should be taken for people with ME/CFS who choose 
to undertake a physical activity or exercise programme is described in 
recommendations 1.11.10 to 1.11.13. 

Flare-ups and relapse 

1.11.15 Agree with the person how to adjust their physical activity during a 
flare-up or relapse. This should include: 

• providing access to review and support from a physiotherapist in an ME/CFS 
specialist team 

• stabilising their symptoms by reducing physical activity to within their current 
energy limits 

• only once symptoms stabilise and the person feels able to resume physical 
activity, establishing a new physical activity baseline. 

1.11.16 Advise people with ME/CFS after a flare-up that the time it takes to 
return to the level of physical activity they had before varies from person 
to person. 

Myalgic encephalomyelitis (or encephalopathy)/chronic fatigue syndrome: diagnosis and
management (NG206)

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and-
conditions#notice-of-rights).

Page 34 of
95



For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on incorporating 
physical activity and exercise. 

Full details of the evidence and the committee's discussion are in: 

• evidence review G: non-pharmacological management of ME/CFS 

• evidence review A: information, education and support for people with ME/CFS 
and their families and carers 

• appendix 1: involving children and young people. 

1.12 Symptom management for people with ME/
CFS 
Refer to relevant NICE guidance for managing symptoms that are not covered in this 
section, taking into account the recommendations in the sections on principles of care for 
people with ME/CFS, access to care and support and energy management. 

Rest and sleep 

1.12.1 Advise people with ME/CFS: 

• about the role of rest in ME/CFS 

• that rest periods are part of all management strategies for ME/CFS 

• how to introduce rest periods into their daily routine, including how often and 
for how long, as appropriate for each person 

• that relaxation techniques at the beginning of each rest period could be 
helpful. 

1.12.2 Give people with ME/CFS personalised sleep management advice that 
includes: 
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• explaining the role and effect of sleep disturbance in ME/CFS 

• identifying the common changes in sleep patterns seen in ME/CFS (such as 
broken or shallow sleep, altered sleep pattern or hypersomnia) 

• developing good sleep habits 

• taking into account the need for rest in the day, and balancing this against how 
the person is sleeping at night 

• introducing changes to sleep patterns gradually. 

1.12.3 If sleep management strategies do not improve the person's sleep and 
rest, think about the possibility of an underlying sleep disorder or 
dysfunction and whether to refer to an appropriate specialist. 

1.12.4 Review the use of rest periods and sleep management strategies 
regularly as part of the person's care and support plan. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on rest and sleep. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Physical functioning and mobility 

1.12.5 Include strategies to maintain and prevent deterioration of physical 
functioning and mobility in the care and support plans of people with ME/
CFS. These strategies may need to be carried out in small amounts and 
spread out throughout the day. Think about including the following: 

• joint mobility 

• muscle flexibility 

• balance 

• postural and positional support 
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• muscle function 

• bone health 

• cardiovascular health. 

1.12.6 Assess at every contact people with severe or very severe ME/CFS or 
those with prolonged periods of immobility for: 

• areas at risk of pressure ulcers (see the NICE guideline on pressure ulcers) 

• deep vein thrombosis (see the NICE guideline on venous thromboembolic 
diseases) 

• risk of contractures. 

1.12.7 Give people with ME/CFS and their family or carers (as appropriate) 
information, advice and support on how to recognise and prevent 
possible complications of long-term immobility. 

1.12.8 Give families and carers information, advice and support on how to help 
people with ME/CFS follow their care and support plan in relation to 
physical functioning and mobility. This may include: 

• bed mobility 

• moving from lying to sitting to standing 

• transferring from bed to chair 

• using mobility aids 

• walking 

• joint mobility 

• muscle stretching 

• muscle strength 

• balance 
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• going up and down stairs. 

For training to provide care and support, see NICE's guideline on supporting 
adult carers. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on physical 
functioning and mobility. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Orthostatic intolerance 

1.12.9 Be aware that people with ME/CFS may experience orthostatic 
intolerance, including postural orthostatic tachycardia syndrome (POTS). 

1.12.10 Medicine for orthostatic intolerance in people with ME/CFS should only 
be prescribed or overseen by a healthcare professional with expertise in 
orthostatic intolerance. 

1.12.11 Refer people with orthostatic intolerance to secondary care if their 
symptoms are severe or worsening, or there are concerns that another 
condition may be the cause. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on orthostatic 
intolerance. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Pain 

1.12.12 Be aware that pain is a symptom commonly associated with ME/CFS. 
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1.12.13 Investigate and manage the person's pain according to best practice, 
referring to specialist pain services if appropriate. 

1.12.14 Refer to the following for advice on treating neuropathic pain or 
headaches: 

• NICE's guideline on neuropathic pain in adults 

• NICE's guideline on headaches in over 12s. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on pain. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Medicines 

1.12.15 Do not offer any medicines or supplements to cure ME/CFS. 

Medicines for symptom management 

1.12.16 Offer people with ME/CFS a medication review in line with the NICE 
guidelines on medicines adherence and medicines optimisation. 

1.12.17 Take into account when prescribing that people with ME/CFS may be 
more intolerant of drug treatment. Consider: 

• starting medicines at a lower dose than in usual clinical practice 

• gradually increasing the dose if the medicine is tolerated. 

1.12.18 Drug treatment for the symptoms associated with ME/CFS for children 
and young people should only be started under guidance or supervision 
from a medical professional trained and experienced in paediatric 
prescribing. 
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For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on medicines. 

Full details of the evidence and the committee's discussion are in evidence review F: 
pharmacological interventions. 

Dietary management and strategies 

Also see the section on care for people with severe or very severe ME/CFS. 

1.12.19 Emphasise to people with ME/CFS the importance of adequate fluid 
intake and a well-balanced diet according to the NHS eat well guide. 

1.12.20 Work with the person and their family or carers (as appropriate) to find 
ways of minimising complications caused by gastrointestinal symptoms 
(such as nausea), changes to appetite, swallowing difficulties, sore 
throat or difficulties with buying, preparing and eating food. 

1.12.21 Encourage people with ME/CFS who have nausea to keep up adequate 
fluid intake and advise them to try to eat regularly, taking small amounts 
often. Explain that not eating or drinking may increase their nausea. 

1.12.22 Refer people with ME/CFS for a dietetic assessment by a dietitian with a 
special interest in ME/CFS if they are: 

• losing weight and at risk of malnutrition 

• gaining weight 

• following a restrictive diet. 

1.12.23 Be aware that people with ME/CFS may be at risk of vitamin D deficiency, 
especially those who are housebound or bedbound. For advice on 
vitamin D supplementation, see the NICE guideline on vitamin D. 

1.12.24 Explain to people with ME/CFS that there is not enough evidence to 
support routinely taking vitamin and mineral supplements as a cure for 
ME/CFS or for managing symptoms. If they choose to take a vitamin or 
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supplement, explain the potential side effects of taking doses of vitamins 
and minerals above the recommended daily amount. 

1.12.25 Refer children and young people with ME/CFS who are losing weight or 
have faltering growth or dietary restrictions to a paediatric dietitian with 
a special interest in ME/CFS. 

1.12.26 For advice on food allergies in children, see the NICE guideline on food 
allergy in under 19s. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on dietary 
management and strategies. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Lightning Process 

1.12.27 Do not offer the Lightning Process, or therapies based on it, to people 
with ME/CFS. 

For a short explanation of why the committee made this recommendation and how it 
might affect practice, see the rationale and impact section on the Lightning Process. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Cognitive behavioural therapy 

Also see the section on care for people with severe or very severe ME/CFS. 

1.12.28 Discuss cognitive behavioural therapy (CBT) with adults, children and 
young people with ME/CFS (and their parents or carers, as appropriate). 
Explain: 
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• its principles, including that it may help them manage their symptoms but it is 
not curative (see box 5) and 

• any potential benefits and risks. 

Box 5 Cognitive behavioural therapy 

The committee wanted to highlight that cognitive behavioural therapy (CBT) has 
sometimes been assumed to be a cure for ME/CFS. However, it should only be 
offered to support people who live with ME/CFS to manage their symptoms, improve 
their functioning and reduce the distress associated with having a chronic illness. 

1.12.29 Only offer CBT to adults, children and young people with ME/CFS if, after 
discussing it (see recommendation 1.12.28), they would like to use it to 
support them in managing their symptoms. 

1.12.30 For children and young people with ME/CFS who would like to use CBT: 

• involve parents or carers (as appropriate) in the therapy wherever possible 

• adapt the therapy to the child or young person's cognitive and emotional stage 
of development. 

Also see the section on principles of care for people with ME/CFS (including 
the additional principles of care for children and young people with ME/CFS). 

1.12.31 CBT should only be delivered by a healthcare professional with 
appropriate training and experience in CBT for ME/CFS, and under the 
clinical supervision of someone with expertise in CBT for ME/CFS. 

1.12.32 Explain that CBT for people with ME/CFS: 

• aims to improve their quality of life, including functioning, and reduce the 
distress associated with having a chronic illness 

• does not assume people have 'abnormal' illness beliefs and behaviours as an 
underlying cause of their ME/CFS, but recognises that thoughts, feelings, 
behaviours and physiology interact with each other. 
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1.12.33 Explain what CBT involves so people know what to expect. Tell them that 
it: 

• takes a non-judgemental, supportive approach to the person's experience of 
their symptoms and the challenges these present 

• is a collaborative, structured, time-limited intervention that focuses on the 
difficulties people are having at that time 

• involves working closely with their therapist to establish strategies to work 
towards goals and priorities that they have chosen themselves 

• takes into account how symptoms are individual to each person, can fluctuate 
in severity and may change over time. 

1.12.34 CBT for people with ME/CFS should include the following components: 

• developing a shared understanding with the person about the main difficulties 
and challenges they face 

• exploring the personal meaning of their symptoms and illness, and how this 
might relate to how they manage their symptoms 

• developing a self-management plan 

• working together to adapt and refine self-management strategies to improve 
the person's functioning and quality of life, for example their sleep, activity and 
rest 

• reviewing their plan regularly to see if their self-management strategies need 
to be adapted, for example if their symptoms or functioning change 

• developing a therapy blueprint collaboratively with their therapist at the end of 
therapy. 
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For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on cognitive 
behavioural therapy. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS and appendix 2: involving adults with 
severe ME/CFS. 

1.13 Managing coexisting conditions 
1.13.1 Be aware that other conditions may coexist with ME/CFS and should be 

investigated and managed according to best practice. 

1.13.2 When managing coexisting conditions in people with ME/CFS, take into 
account the recommendations in the sections on principles of care for 
people with ME/CFS, access to care and support and energy 
management. 

1.13.3 For recommendations on multimorbidity, thyroid disease and irritable 
bowel syndrome in adults, refer to the: 

• NICE guideline on multimorbidity 

• NICE guideline on thyroid disease 

• NICE guideline on irritable bowel syndrome in adults. 

1.13.4 For recommendations on identifying and treating associated or comorbid 
anxiety, depression or mood disorders, see the: 

• NICE guideline on depression in adults 

• NICE guideline on depression in adults with a chronic physical health problem 

• NICE guideline on depression in children and young people 

• NICE guideline on generalised anxiety disorder and panic disorder in adults 

• NICE guideline on common mental health problems. 
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For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on managing 
coexisting conditions. 

Full details of the evidence and the committee's discussion are in evidence review D: 
identifying and diagnosing ME/CFS. 

1.14 Managing flare-ups in symptoms and relapse 
1.14.1 Explain that flare-ups and relapses can happen in ME/CFS even if the 

person's symptoms are well managed. 

1.14.2 Tell people with ME/CFS that: 

• they are likely to be having a flare-up if they experience a worsening of their 
symptoms beyond their normal day-to-day variation, which lasts a few days 

• a relapse is when there is a sustained and marked exacerbation of ME/CFS 
symptoms lasting longer than a flare-up and needing substantial and sustained 
adjustment of energy management. 

1.14.3 Include guidance on managing flare-ups and relapses in the person's 
care and support plan. 

1.14.4 Evaluate and investigate any new symptoms or a change in symptoms 
and do not assume they are caused by the person's ME/CFS. 

1.14.5 Discuss and agree self-management strategies with the person with ME/
CFS to help them respond promptly if they have a flare-up or relapse, 
and record these in their care and support plan. This should include: 
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• For a flare-up: 

－ identifying possible triggers, such as acute illness or overexertion (in some 
cases, there may be no clear trigger) 

－ temporarily reducing their activity levels 

－ monitoring symptoms, recognising that although flare-ups are transient, 
some will develop into a relapse 

－ not returning to usual activity levels until the flare-up has resolved. 

• For a relapse: 

－ reducing, or even stopping, some activities 

－ increasing the frequency or duration of rest periods 

－ reassessing energy limits to stabilise symptoms. 

1.14.6 If a flare-up or relapse cannot be managed using the person's self-
management strategies outlined in their care and support plan or they 
are worried about new symptoms or a change in symptoms, advise the 
person to contact their named contact in primary care or the ME/CFS 
specialist team. 

1.14.7 When a person with ME/CFS has a relapse, review their care and support 
plan with them (if needed), and discuss and agree a course of action, 
taking into account: 

• possible causes of the relapse, if known 

• the nature of the symptoms 

• the severity and duration of the relapse (bearing in mind this can be years). 

After a flare-up or relapse 

1.14.8 Once a flare-up or relapse has resolved or stabilised, discuss with the 
person: 
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• whether their care and support plan needs to be reviewed and adjusted to 
reflect their current symptoms and energy limit if this is different from before 
the flare-up or relapse (for people participating in physical activity or exercise 
programmes, see recommendations 1.11.15 and 1.11.16) 

• their experience of the flare-up or relapse to determine whether strategies can 
be put in place to manage potential triggers in the future. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on managing flare-
ups in symptoms and relapse. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

1.15 Review in primary care 
1.15.1 Offer adults with ME/CFS a review of their care and support plan in 

primary care at least once a year. 

1.15.2 Offer children and young people with ME/CFS a review of their care and 
support plan at least every 6 months. 

1.15.3 Arrange more frequent primary care reviews for children, young people 
and adults with ME/CFS as needed, depending on the severity and 
complexity of their symptoms, and the effectiveness of any symptom 
management. 

1.15.4 When carrying out a review in primary care, ensure you have access to 
the person's care and support plan and any clinical communications from 
the ME/CFS specialist team (including their discharge letter, if relevant). 

1.15.5 As part of the review, discuss with the person with ME/CFS (and their 
family or carers, as appropriate) and record as a minimum: 

• their condition, including any changes in their illness and the impact of this 
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• symptoms, including whether they have experienced new symptoms 

• self-management − ask about their energy management plan and (if relevant) 
their physical activity or exercise programme 

• who is helping them and how they provide support 

• psychological, emotional and social wellbeing 

• any future plans − ask if the person is considering any changes or if they have 
any challenges ahead. 

1.15.6 Refer the person with ME/CFS to their named contact in the ME/CFS 
specialist team if there are any new or deteriorating aspects of their 
condition. 

1.15.7 Consider seeking advice from an appropriate specialist if there is 
uncertainty about interpreting signs and symptoms and whether a 
referral is needed. 

1.15.8 Evaluate and investigate whether new symptoms, or a change in 
symptoms, are due to the person's ME/CFS or whether they are due to 
another condition. 

Additional principles for children and young people 

1.15.9 Ensure reviews are carried out or overseen by a paediatrician with 
expertise in ME/CFS. Involve other appropriate specialists as needed. 

1.15.10 When deciding how often reviews or reassessment might be needed for 
children and young people with ME/CFS, take into account: 

• their developmental stage 

• transitions, such as changing schools or exams 

• the severity and complexity of symptoms 
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• the effectiveness of any symptom management. 

Also see recommendation 1.1.6 on ensuring the child's voice is heard and on 
involving their parents or carers. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on review in primary 
care. 

Full details of the evidence and the committee's discussion are in evidence review J: 
monitoring and reviewing people with ME/CFS. 

1.16 Training for health and social care 
professionals 
1.16.1 Health and social care providers should ensure that all staff delivering 

care to people with ME/CFS receive training relevant to their role so they 
can provide care in line with this guideline. Training should include: 

• helping them to understand what ME/CFS is and its diagnosis and management 

• the experiences of people with ME/CFS. 

For a short explanation of why the committee made this recommendation and how it 
might affect practice, see the rationale and impact section on training for health and 
social care professionals. 

Full details of the evidence and the committee's discussion are in evidence review B: 
information, education and support for health and social care professionals. 

Other supporting evidence and discussion can be found in evidence review A: 
information, education and support for people with ME/CFS and their families and 
carers and appendix 2: involving adults with severe ME/CFS. 

1.17 Care for people with severe or very severe ME/
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CFS 
This section supplements the rest of the guideline with additional considerations for 
people with severe or very severe ME/CFS. 

Awareness of severe and very severe ME/CFS and its impact 

Also see the main section on principles of care for people with ME/CFS. 

1.17.1 Be aware that people with severe or very severe ME/CFS may experience 
the following symptoms that significantly affect their lives, including their 
mobility, emotional wellbeing and ability to interact with others and care 
for themselves: 

• severe and constant pain, which can have muscular, arthralgic or neuropathic 
features 

• hypersensitivity to light, sound, touch, movement, temperature extremes and 
smells 

• extreme weakness, with severely reduced movement 

• reduced ability or inability to speak or swallow 

• cognitive difficulties that limit the person's ability to communicate and take in 
written or verbal communication 

• sleep disturbance such as unrefreshing sleep, hypersomnia and altered sleep 
pattern 

• gastrointestinal difficulties such as nausea, incontinence, constipation and 
bloating 

• neurological symptoms such as double vision and other visual disorders, 
dizziness 

• orthostatic intolerance and autonomic dysfunction, such as postural 
orthostatic tachycardia syndrome (POTS) and postural hypotension. 

1.17.2 Recognise that symptoms of severe or very severe ME/CFS may mean 
that people: 
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• need a low-stimulus environment, for example a dark quiet room with 
interaction at a level of their choice (this may be little or no social interaction) 

• are housebound or bedbound and may need support with all activities of daily 
living, including aids and adaptations to assist mobility and independence in 
activities of daily living (for example, a wheelchair) 

• need careful physical contact when supported with activities of daily living, 
taking into account possible sensitivity to touch 

• cannot communicate without support and may need to choose someone to be 
their advocate and communicate for them 

• are unable to eat and digest food easily and may need support with hydration 
and nutrition (see the recommendations on dietary management and 
strategies) 

• have problems accessing information, for example because of difficulty with 
screens, sound and light sensitivity, headaches affecting their ability to read, or 
brain fog affecting their concentration. 

1.17.3 Personal care and support for people with severe or very severe ME/CFS 
should be carried out by health and social care practitioners who are: 

• known to the person and their family or carers wherever possible 

• aware of the person's needs. 

1.17.4 Risk assess each interaction with a person with severe or very severe 
ME/CFS in advance to ensure its benefits will outweigh the risks (for 
example, worsening their symptoms) to the person. For people with very 
severe ME/CFS, think about discussing this with the person's family or 
carers on their behalf (if appropriate), while keeping the focus of the 
engagement on the person with ME/CFS. 

Assessment and care and support planning by an ME/CFS 
specialist team 

Also see the main section on assessment and care and support planning by an ME/CFS 
specialist team. 
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1.17.5 Offer home visits to people with severe or very severe ME/CFS to carry 
out their holistic assessment and develop their care and support plan. 

Access to care and support 

Also see the main section on access to care and support. 

1.17.6 Service providers should be proactive and flexible in delivering services 
to people with severe or very severe ME/CFS, who may have particular 
difficulty accessing services and articulating their needs. This could 
include home visits, online or phone consultations, supplying written 
communication, and supporting their applications for aids and 
appliances. 

Hospital care 

1.17.7 When planning hospital care for people with severe or very severe ME/
CFS: 

• discuss with the person (and their family or carers, as appropriate) what to 
expect when they come into hospital 

• aim to minimise discomfort and post-exertional malaise during transfer to 
hospital, for example by planning the route in advance, avoiding noisy areas 
and admitting them straight to the ward on arrival 

• discuss the person's care and support plan with them, including information on 
comorbidities, intolerances and sensitivities, to plan any reasonable 
adjustments that are needed 

• aim to provide a single room if possible 

Myalgic encephalomyelitis (or encephalopathy)/chronic fatigue syndrome: diagnosis and
management (NG206)

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and-
conditions#notice-of-rights).

Page 52 of
95



• keep stimuli to a minimum, for example by: 

－ seeing them one-to-one 

－ using calm movements and gestures 

－ not duplicating assessments 

－ being cautious about the pressure of touch 

－ keeping lights dimmed 

－ reducing sound 

－ keeping a stable temperature 

－ minimising smells. 

Managing ME/CFS 

Also see the main section on managing ME/CFS. 

Energy management 

Also see the main section on energy management. 

1.17.8 Refer people with severe or very severe ME/CFS to a physiotherapist or 
occupational therapist working in an ME/CFS specialist team for support 
on developing energy management plans. 

1.17.9 When agreeing energy management plans with people with severe or 
very severe ME/CFS (and their family or carers, as appropriate), take into 
account the need to make any changes in activity smaller and any 
increases (if possible) much slower. 

Symptom management 

Also see the main section on symptom management for people with ME/CFS. 
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Dietary management and strategies 

1.17.10 Refer people with severe or very severe ME/CFS for a dietetic 
assessment by a dietitian with a special interest in ME/CFS. 

1.17.11 Monitor people with severe or very severe ME/CFS who are at risk of 
malnutrition or unintentional weight loss because of: 

• restrictive diets 

• poor appetite, for example linked with altered taste, smell and texture 

• food intolerances 

• nausea 

• difficulty swallowing and chewing. 

Follow the recommendations on screening for malnutrition and indications for 
nutrition support, in the NICE guideline on nutrition support for adults. 

1.17.12 Give advice to support people with severe or very severe ME/CFS, which 
could include: 

• eating little and often 

• having nourishing drinks and snacks, including food fortification 

• finding easier ways of eating to conserve energy, such as food with softer 
textures 

• using modified eating aids, particularly if someone has difficulty chewing or 
swallowing 

• oral nutrition support and enteral feeding. 

Cognitive behavioural therapy 

1.17.13 Healthcare professionals delivering CBT to people with severe or very 
severe ME/CFS should adjust the process and pace of CBT to meet the 
person's needs. This might include shorter, less frequent sessions and 
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longer-term goals. 

For a short explanation of why the committee made these recommendations and how 
they might affect practice, see the rationale and impact section on care for people 
with severe or very severe ME/CFS. 

Full details of the evidence and the committee's discussion are in: 

• evidence review A: information, education and support for people with ME/CFS 
and their families and carers 

• appendix 1: involving children and young people 

• evidence review B: information, education and support for health and social care 
professionals 

• evidence review C: accessing health and social care services 

• evidence review G: non-pharmacological management of ME/CFS 

• evidence review I: multidisciplinary care 

• evidence review J: monitoring and reviewing people with ME/CFS. 

Other supporting evidence and discussion can be found in evidence review A: 
information, education and support for people with ME/CFS and their families and 
carers and appendix 2: involving adults with severe ME/CFS. 

Terms used in this guideline 
For other definitions, see the NICE glossary and the Think Local, Act Personal Care and 
Support Jargon Buster. 

Activity 

Any effort that uses energy, which includes cognitive, emotional and social activity as well 
as physical activity. Different activities combine and interact to cause a cumulative impact 
for the person. 
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Advocate 

In this guideline, the role of an advocate is to support a vulnerable or disadvantaged 
person with ME/CFS and ensure that their rights are being upheld in a health and social 
care context. They are chosen by the person with ME/CFS and could be a family member, 
carer, friend or an independent advocate. They make sure that the person is heard. 

Care and support plan 

The personalised collaborative care and support plan is developed by the ME/CFS 
specialist team based on a holistic assessment. It is the basis for other assessments and 
plans in areas such as social care, energy management, physical activity, physical 
functioning and mobility, cognitive behavioural therapy and dietary management. 

Carers 

In this guideline, a carer refers to someone who provides unpaid care and support to a 
family member, partner or friend with ME/CFS. This is distinct from care workers who are 
employed to provide support. 

Children and young people 

In this guideline, children and young people are aged under 18 (adults are 18 and above). 

Energy limit 

The amount of energy a person has to do all activities without triggering an increase or 
worsening of their symptoms. 

Energy management 

A self-management strategy that involves a person with ME/CFS managing their activities 
to stay within their energy limit, with support from a healthcare professional. 

Exercise 

Exercise is planned, structured, repetitive and purposeful activity focused on improvement 
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or maintenance of 1 or more components of physical fitness. Exercise is a subcategory of 
physical activity. 

Fatigue 

Fatigue in ME/CFS typically has the following components: 

• feeling flu-like, especially in the early days of the illness 

• restlessness or feeling 'wired but tired' 

• low energy or a lack of physical energy to start or finish activities of daily living and 
the sensation of being 'physically drained' 

• cognitive fatigue that worsens existing difficulties 

• rapid loss of muscle strength or stamina after starting an activity, causing for example, 
sudden weakness, clumsiness, lack of coordination, and being unable to repeat 
physical effort consistently. 

Flare-up 

A worsening of symptoms, more than would be accounted for by normal day-to-day 
variation, that affects the person's ability to perform their usual activities. Flare-ups may 
occur spontaneously or be triggered by another illness, overexertion or other triggers. 
Flare-ups usually occur as part of post-exertional malaise but it is possible for other 
symptoms, such as pain, to flare-up without post-exertional malaise. The worsening of 
symptoms is transient and flare-ups typically resolve after a few days, either 
spontaneously or in response to temporary changes in energy management or a change in 
treatment. A relapse lasts longer than a flare-up. 

Graded exercise therapy 

In this guideline, graded exercise therapy is defined as establishing a baseline of 
achievable exercise or physical activity and then making fixed incremental increases in the 
time spent being physically active. It is a therapy based on the deconditioning and 
exercise avoidance theories of ME/CFS. These theories assume that ME/CFS is 
perpetuated by reversible physiological changes of deconditioning and avoidance of 
activity. These changes result in the deconditioning being maintained and an increased 
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perception of effort, leading to further inactivity. This definition of graded exercise therapy 
reflects the descriptions of it included in evidence review G: non-pharmacological 
management of ME/CFS. 

ME/CFS specialist team 

These teams consist of a range of healthcare professionals with expertise in assessing, 
diagnosing, treating and managing ME/CFS. They commonly have medically trained 
clinicians from a variety of specialisms (including rheumatology, rehabilitation medicine, 
endocrinology, infectious diseases, neurology, immunology, general practice and 
paediatrics) as well as access to other healthcare professionals specialising in ME/CFS. 
These may include physiotherapists, exercise physiologists, occupational therapists, 
dietitians, and clinical or counselling psychologists. Children and young people are likely to 
be cared for under local or regional paediatric teams that have experience working with 
children and young people with ME/CFS in collaboration with ME/CFS specialist centres. 

Orthostatic intolerance 

A clinical condition in which symptoms such as light-headedness, near-fainting or fainting, 
impaired concentration, headaches, dimming or blurring of vision, forceful beating of the 
heart, palpitations, tremulousness and chest pain occur or worsen on standing up and are 
improved (although not necessarily resolved) by sitting or lying down. Orthostatic 
intolerance may include postural orthostatic tachycardia syndrome (POTS), which is a 
significant rise in pulse rate when moving from lying to standing, and postural hypotension, 
which is a significant fall in blood pressure when moving from lying to standing. People 
with severe orthostatic intolerance may find they are unable to sit up for any length of 
time. 

Physical activity 

Any bodily movement produced by skeletal muscles that results in energy expenditure. It 
should not be confused with exercise. Physical activity in daily life can be categorised into 
occupational, sports, conditioning, household or other activities, and can be done during 
leisure time, to get around or as part of a person's work. See World Health Organization 
advice on physical activity. Physical activity has a health benefit for most people and many 
conditions, but in people with ME/CFS, physical activity may make their symptoms worsen. 
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Physical functioning and mobility 

The process of incorporating into daily activities a level of movement that helps to 
maintain joint and muscle flexibility without worsening symptoms of ME/CFS. This aims to 
support people to have as much independence as possible in their activities, ranging from 
personal hygiene to activities of daily living, working and social interaction. Such 
movement is undertaken within the person's energy limits and avoids pushing through 
their boundaries of tolerance. 

Post-exertional malaise 

The worsening of symptoms that can follow minimal cognitive, physical, emotional or 
social activity, or activity that could previously be tolerated. Symptoms can typically 
worsen 12 to 48 hours after activity and last for days or even weeks, sometimes leading to 
a relapse. Post-exertional malaise may also be referred to as post-exertional symptom 
exacerbation. 

Relapse 

A sustained and marked exacerbation of symptoms lasting longer than a flare-up and 
needing a substantial and sustained adjustment to the person's energy management. It 
may not be clear in the early stages of a symptom exacerbation whether it is a flare-up or 
a relapse. Relapses can lead to a long-term reduction in the person's energy limits. 

Special interest in ME/CFS 

A special interest in ME/CFS refers to a healthcare professional who is not working in an 
ME/CFS specialist team service but has knowledge and experience in this area. 

Therapy blueprint 

This summarises the therapy and provides a basis for future independent self-
management. The blueprint may include the therapy formulation, strategies that have 
been helpful, 'warning signs' and triggers of flare-ups and how to manage them, and goals 
for the future. It is important that the therapy blueprint is led by the person themselves 
and is in their own words, supported by guidance from the therapist. 
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Unrefreshing sleep 

Unrefreshing sleep means sleep that is non-restorative. Even after a full night's sleep, 
people do not feel refreshed. People with ME/CFS often report waking up exhausted and 
feeling as if they have not slept at all, no matter how long they were asleep. 
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Recommendations for research 
The guideline committee has made the following recommendations for research. 

Key recommendations for research 

1 Diagnostic tests 

What diagnostic tests are clinically and cost effective in people with suspected myalgic 
encephalomyelitis (or encephalopathy)/chronic fatigue syndrome (ME/CFS)? 

For a short explanation of why the committee made this recommendation, see the 
rationale section on suspecting ME/CFS. 

Full details of the evidence and the committee's discussion are in evidence review D: 
identifying and diagnosing ME/CFS. 

2 A core outcome set 

What core set of relevant health outcome measures should be used for trials of treatments 
for ME/CFS and managing symptoms of ME/CFS? 

For a short explanation of why the committee made this recommendation, see the 
rationale section on managing ME/CFS. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

3 Diagnostic criteria 

In people with suspected ME/CFS, how effective is the NICE 2021 consensus-based 
diagnostic criteria in identifying people with ME/CFS? 
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For a short explanation of why the committee made this recommendation, see the 
rationale section on suspecting ME/CFS. 

Full details of the evidence and the committee's discussion are in evidence review D: 
identifying and diagnosing ME/CFS. 

Other recommendations for research 

Self-monitoring management strategies 

What is the clinical and cost effectiveness of self-monitoring strategies and techniques in 
guiding energy management? 

For a short explanation of why the committee made this recommendation, see the 
rationale section on energy management. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Sleep management strategies 

What is the clinical and cost effectiveness of sleep management strategies in managing 
ME/CFS? 

For a short explanation of why the committee made this recommendation, see the 
rationale section on rest and sleep. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 

Dietary strategies 

What is the clinical and cost effectiveness of dietary strategies in managing ME/CFS? 
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For a short explanation of why the committee made this recommendation, see the 
rationale section on dietary management and strategies. 

Full details of the evidence and the committee's discussion are in evidence review G: 
non-pharmacological management of ME/CFS. 
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Rationale and impact 
These sections briefly explain why the committee made the recommendations and how 
they might affect practice. 

Principles of care for people with ME/CFS 
Recommendations 1.1.1 to 1.1.6 

Why the committee made the recommendations 

Common themes across the qualitative evidence showed a lack of belief about myalgic 
encephalomyelitis (or encephalopathy)/chronic fatigue syndrome (ME/CFS) as a real 
condition by health and social care professionals, and a lack of understanding about what 
it is and the impact it has. The committee used this evidence to make recommendations to 
raise awareness about ME/CFS. One strong theme showed how experiencing a lack of 
understanding and prejudice can lead to people losing trust in health and social care 
services. The committee agreed that health and social care professionals need to take into 
account the impact of not being believed when building relationships with people with ME/
CFS and their families. The committee considered this particularly relevant to children and 
young people and made separate recommendations highlighting communication with 
children. 

The evidence showed this loss of trust can be compounded when people with ME/CFS 
have negative experiences of healthcare services if they decline treatments that have 
been offered to them. This was a strong theme in the evidence for children and young 
people. The committee agreed that declining a specific treatment should not affect other 
areas of the person's care. 

The qualitative evidence also showed that one of the barriers to good ME/CFS 
management was a late diagnosis and a lack of monitoring, and this reflected the 
committee's experience. 

How the recommendations might affect practice 

These overarching principles will improve consistency of best practice and do not need 

Myalgic encephalomyelitis (or encephalopathy)/chronic fatigue syndrome: diagnosis and
management (NG206)

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and-
conditions#notice-of-rights).

Page 64 of
95



any additional resources to deliver. 

Return to recommendations 

Suspecting ME/CFS 
Recommendations 1.2.1 to 1.2.7 

Why the committee made the recommendations 

The committee took into account both the lack of evidence on diagnostic tests and the 
evidence that people value realistic advice about ME/CFS (particularly around diagnosis) 
when making the recommendation to explain how the condition is recognised. 

Criteria 

The committee acknowledged there is ongoing discussion in the ME/CFS community 
about which diagnostic criteria should be used to identify and diagnose ME/CFS. The 
committee made a recommendation for key symptoms based on the evidence review of 
the current diagnostic criteria, but no 1 set of criteria was agreed to be better overall. The 
factors influencing these discussions are the broadness of the inclusion criteria, the 
definition of some of the symptoms, and the usability of the criteria as a clinical tool. There 
are concerns that many of the existing criteria do not accurately identify people with or 
without ME/CFS. Based on both the evidence and their experience, the committee agreed 
that the Institute of Medicine's 2015 criteria had the best balance of inclusion and 
exclusion of all the reviewed criteria, but it needed to be adapted for optimal use. In 
particular, the committee felt that the 6-month delay should be reduced so that 
management could start earlier, and that fatigue and post-exertional malaise should be 
defined clearly to make it easier to interpret the revised criteria. 

Based on their experience, the committee decided that a diagnosis of ME/CFS should be 
suspected if people have all 4 key symptoms (debilitating fatigue, post-exertional malaise, 
unrefreshing sleep or sleep disturbance [or both], and cognitive difficulties) for a minimum 
of 6 weeks in adults and 4 weeks in children and young people. The committee agreed it 
would be unusual for an acute illness, including a viral illness, to persist longer than this in 
someone who has all 4 key symptoms. They emphasised it is the combination and 
interaction of the symptoms that is critical in distinguishing ME/CFS from other conditions 
and illness. 
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Currently, because there are no validated diagnostic criteria for ME/CFS, this leads to 
confusion about which criteria to use. The committee agreed to make a recommendation 
for research on diagnostic criteria to inform future guidance. 

In addition to the 4 key symptoms, the committee noted that many of the criteria used to 
define ME/CFS also include other symptoms that are commonly experienced by people 
with ME/CFS. They agreed that although these symptoms are not crucial to a diagnosis, 
they are important for understanding ME/CFS and helping to manage symptoms, so they 
made a recommendation to raise awareness of them. 

Diagnostic tests 

No evidence was identified for any tests or specific signs and symptoms as predictors of a 
later diagnosis of ME/CFS. Accurate diagnostic tests that correctly identify ME/CFS will 
support healthcare professionals to identify people who have ME/CFS and rule out those 
who do not. The committee made a recommendation for research on diagnostic tests to 
help identify effective diagnostic tests for ME/CFS that will facilitate early diagnosis and 
potentially lead to better outcomes for people with ME/CFS. They hoped this research 
would inform future guidance. 

In outlining key areas for assessment, the committee agreed that although they could not 
give a list of standard tests, it was important to carry out investigations to exclude other 
potential diagnoses. They listed some examples of tests that could be done to exclude 
reversible conditions with similar symptoms to ME/CFS and that are often missed. 

The committee discussed the non-specific nature and common presentation of some ME/
CFS symptoms (for example, cognitive difficulties such as brain fog), which make it 
difficult to diagnose and distinguish from other conditions. This has led to misdiagnosis, 
missed diagnosis, and delays in the diagnosis of ME/CFS and of other conditions. Because 
of this, the committee agreed it is important that when a healthcare professional suspects 
ME/CFS, they should also consider alternative explanatory diagnoses or coexisting 
conditions. They should investigate these and refer to an appropriate specialist if they are 
unsure. The committee also agreed that diagnosis can be reviewed if symptoms change or 
new symptoms emerge. 

The evidence and the committee's experience suggested that managing symptoms early 
may prevent them getting worse and the person's health deteriorating. To reflect this, the 
committee recommended advice on symptom management for people as soon as ME/CFS 
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is suspected. 

The committee agreed that to avoid any disruption to education, once ME/CFS is 
suspected in a child or young person, their place of education should be contacted to 
advise about flexible adjustments or adaptations. 

How the recommendations might affect practice 

There is variation in practice and no single set of criteria is used clinically, with a 'mix and 
match' approach used alongside clinical experience. These recommendations will 
standardise practice and it is not believed they will have any impact on resource use or 
training. 

There will be no change to the current practice of diagnosing ME/CFS based on clinical 
assessment and history and performing tests for differential diagnoses as appropriate. 

The recommendations aim to raise awareness of symptoms and associated conditions 
that should raise suspicion of ME/CFS, particularly among healthcare professionals with 
limited knowledge about ME/CFS. This could increase the number of people with 
suspected ME/CFS who are then referred to an ME/CFS specialist team, but it will help to 
ensure they get appropriate care and better outcomes. 

The recommendation that children and young people with suspected ME/CFS should be 
referred to a paediatrician after 4 weeks is earlier than in current practice. However, 
referring earlier for further assessment will help children and young people to get 
appropriate care sooner by identifying and excluding other conditions as well as ME/CFS, 
improving their outcomes. 

Return to recommendations 

Advice for people with suspected ME/CFS 
Recommendations 1.3.1 and 1.3.2 

Why the committee made the recommendations 

There was limited clinical evidence on management strategies for people with suspected 
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ME/CFS. The qualitative evidence and the committee's experience suggested that 
managing symptoms early may prevent them from getting worse and the person's health 
deteriorating. To reflect this, the committee made a recommendation to give people advice 
on symptom management drawn from their own knowledge and experience. 

The qualitative evidence suggested this can be an anxious time for people with suspected 
ME/CFS and the committee agreed it was important for people to know who to contact if 
their symptoms change. 

How the recommendations might affect practice 

Providing the advice in these recommendations would not impose a significant cost on the 
NHS. If this advice leads to fewer people with deteriorating symptoms, the 
recommendations would be highly cost effective. 

Return to recommendations 

Diagnosis 
Recommendations 1.4.1 to 1.4.4 

Why the committee made the recommendations 

The committee agreed that although a 6-month delay before diagnosis is built into the 
Institute of Medicine criteria, the criteria could be safely amended by reducing this period 
to 3 months. The committee saw removing this delay as useful because it might enable 
earlier management and could potentially improve longer-term outcomes. 

Reflecting the common theme across the evidence about a lack of knowledge of ME/CFS 
and evidence that non-specialists in ME/CFS are not confident about diagnosing and 
managing ME/CFS, the committee recommended referring people with ME/CFS to an ME/
CFS specialist team at 3 months to confirm their diagnosis and develop a care and support 
plan. 

How the recommendations might affect practice 

The duration of symptoms before diagnosis can take place has been reduced but the 
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criteria are now stricter, requiring that 4 different sets of symptoms are all present in order 
to suspect ME/CFS. The impact therefore will not necessarily be an increase in referrals 
but for people to receive their diagnosis earlier, which will bring forward their assessment 
and care plan. Earlier access to appropriate advice and care could prevent disease 
progression and therefore might lead to some resource savings in the longer term. 

Return to recommendations 

Assessment and care and support planning by an 
ME/CFS specialist team 
Recommendations 1.5.1 to 1.5.4 

Why the committee made the recommendations 

The committee agreed that the key to managing ME/CFS symptoms successfully is having 
a collaborative personalised care and support plan. This should be developed based on a 
holistic assessment as soon as the person's diagnosis is confirmed. The committee agreed 
that a medical assessment should be part of this assessment, typically requiring access to 
a medically trained clinician. A copy of the care and support plan can be shared with 
primary care and a copy held by the person themselves, and it can be referred to in 
situations such as planning an admission to hospital. In the committee's experience, this 
approach to assessment and planning is common in ME/CFS specialist teams. 

The committee outlined key areas to assess what support might be needed, based on 
their experience. The committee noted that the key areas to assess and the support 
needed will depend on the person's severity of ME/CFS, the impact of their symptoms and 
their needs. Once the care and support plan is agreed, it then provides a basis for the 
more detailed assessments and plans outlined in specific interventions in the guideline, 
such as social care needs assessments, energy management, physical functioning and 
mobility, cognitive behavioural therapy (CBT) and dietary management. 

How the recommendations might affect practice 

Carrying out a holistic assessment and developing a care and support plan is already 
current practice in ME/CFS specialist services, although there may be more referrals to the 
specialist service resulting from these recommendations. However, having a care and 
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support plan will facilitate people's care and may lead to better outcomes. If assessment is 
carried out early and a care plan is implemented, it could reduce resource use in the longer 
term by preventing progression of disease. 

Return to recommendations 

Information and support 
Recommendations 1.6.1 to 1.6.11 

Why the committee made the recommendations 

Qualitative evidence showed that people with ME/CFS valued information from health and 
social care practitioners in formats that took into account the way symptoms such as 
'brain fog' affected their capacity to take in and remember information. The committee 
highlighted formats that were reported as useful. 

The evidence showed people with ME/CFS and their families and carers valued general 
information about ME/CFS that they could use themselves and share with others (families, 
friends, employers and practitioners), particularly around the time of diagnosis and the 
early stages of ME/CFS. This enabled them to develop accurate expectations about the 
future, relieve distress caused by the general lack of information and educate others. The 
evidence suggested people with ME/CFS wanted realistic information about what ME/CFS 
is and how it might affect them in the future, and this formed the basis of the 
recommendations outlining the key characteristics of ME/CFS. 

The recommendation noting that the long-term outlook can be better in children and 
young people was based on the committee's experience. 

The evidence supported the committee's view that information about ME/CFS and advice 
about other support is not easily available from health and social care services, and they 
agreed that people would benefit from information from local and national support groups. 

Evidence suggested that people with ME/CFS needed practical support, both for 
themselves and their carers. The committee considered that some people may have 
reservations about engaging with social care, after experiencing disbelief about their 
illness and the impact it has on their day-to-day functioning. For this reason, the 
committee emphasised the need for sensitivity when talking to people and their families 
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about social care support. 

The committee made recommendations signposting to different assessments and support 
that could be helpful. In their experience, health and social care professionals did not 
always know what support is available to families and carers of people with ME/CFS, so 
the committee also referred to the NICE guideline on supporting adult carers. 

How the recommendations might affect practice 

The recommendations are in line with the general principles for providing information 
already established in the existing NICE guideline on patient experience in the NHS and so 
were not considered likely to have any additional impact on practice. 

Return to recommendations 

Safeguarding 
Recommendations 1.7.1 to 1.7.6 

Why the committee made the recommendations 

The committee recognised that safeguarding is a particular issue in ME/CFS in a way that 
is different from other chronic illnesses and disabilities because people with ME/CFS 
commonly report that they are not believed. No evidence was identified on safeguarding in 
ME/CFS, but the committee agreed it was very important to make recommendations 
based on consensus. The recommendations address some of the misconceptions on this 
topic and highlight the need for expertise in ME/CFS when carrying out safeguarding 
assessments. 

The committee emphasised the need for frequent review of children and young people 
with ME/CFS (in line with recommendations 1.15.2 and 1.15.3). The importance of 
appropriate review is also highlighted in the NICE guidelines on child maltreatment and 
child abuse and neglect. 

The committee noted that although safeguarding is not solely about children and young 
people, most of the concerns they were aware of related to children and young people 
with ME/CFS so they made separate recommendations for this group. 
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How the recommendations might affect practice 

The recommendations will improve consistency of best practice and do not need any 
additional resources to deliver. 

Return to recommendations 

Access to care and support 
Recommendations 1.8.1 to 1.8.9 

Why the committee made the recommendations 

The evidence showed that people with ME/CFS can have difficulty using healthcare 
services, particularly because of physical accessibility and the time constraints of 
appointments. This can make it more difficult to get the support and treatment they need. 
The committee were also aware that common sensitivities in ME/CFS, such as to light and 
sound, can make it challenging to travel to and attend appointments and to receive 
inpatient care. The committee made recommendations to improve access to care based on 
these potential barriers. 

The committee discussed the unpredictable and fluctuating nature of ME/CFS and the risk 
that people will be discharged from a service if they miss appointments when their 
symptoms worsen. They made a recommendation based on consensus to address the lack 
of awareness about this in health and social care services. 

Maintaining independence 

There was limited evidence directly addressing the barriers and facilitators to accessing 
social care. However, the committee agreed this was an important area of care and they 
could draw conclusions from the evidence on healthcare and use their own experience to 
make recommendations. 

ME/CFS can affect a person's ability to carry out activities of daily living and maintain their 
independence and quality of life. The committee agreed that everyone with ME/CFS 
should be asked how their symptoms affect their independence and then a social care 
needs assessment carried out if necessary. Using their experience, the committee outlined 
the topics for assessment and discussion. 
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The committee also made further recommendations based on their own knowledge and 
experience, including that: 

• many families and carers do not know the most appropriate ways to support someone 
with ME/CFS and need advice on this 

• people with ME/CFS often have difficulty getting the equipment they need to support 
their activities of daily living and maintain their quality of life. 

How the recommendations might affect practice 

Some of these recommendations might need extra staff time or other healthcare resource 
use, for example to offer flexible appointments and home visits, make adjustments during 
inpatient stays and provide access to aids and adaptations. However, for equity reasons, 
people with ME/CFS need the same access to healthcare and support as other NHS 
patients that is commensurate with the severity of their illness. 

Return to recommendations 

Supporting people with ME/CFS in work, 
education and training 
Recommendations 1.9.1 to 1.9.6 

Why the committee made the recommendations 

The evidence showed a lack of support with education and training for children and young 
people with ME/CFS and their families and carers, and this can result in some children or 
young people leaving education. This reflected the committee's experience and they 
agreed that many of the themes in the evidence could also be applied to people in work. 

The common theme of lack of knowledge and understanding about ME/CFS was echoed in 
this evidence with a lack of awareness about the impact that a high-stimulus environment 
(such as a school) can have on someone with ME/CFS. There was a lack of understanding 
about the need for a flexible approach to education with possible adjustments. The 
committee agreed that better communication between health and social care 
professionals and training and education services is key to develop a shared 
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understanding of the needs and impairments of people with ME/CFS and how to provide 
them with appropriate educational support. 

How the recommendations might affect practice 

The recommendations will improve consistency of best practice and do not need any 
additional resources to deliver. 

Return to recommendations 

Multidisciplinary care 
Recommendations 1.10.1 to 1.10.5 

Why the committee made the recommendations 

There was limited evidence on the composition of a multidisciplinary team, but based on 
their experience, the committee agreed that good care for people with ME/CFS results 
from access to an integrated team of health and social care professionals who are trained 
and experienced in diagnosing and managing ME/CFS. 

The fluctuating nature of ME/CFS means that people's support needs can change, so 
access to different expertise is needed at different times. The committee agreed that 
medical assessment and diagnosis would typically require access to an ME/CFS specialist 
physician or a GP with a special interest in ME/CFS. The committee agreed to make 
recommendations on providing a coordinated multidisciplinary approach and to identify 
the expertise that should be available. 

In the committee's experience, care for most people with ME/CFS can be managed in 
primary care after their diagnosis is confirmed and they have a care and support plan 
agreed. However, the committee acknowledged the lack of confidence that non-
specialists can have in managing ME/CFS and they recommended support from an ME/
CFS specialist team. 

The qualitative evidence showed that people with ME/CFS valued continuity of care and 
the committee agreed that having a single point of contact in their care team would avoid 
needing to have contact and appointments with multiple professionals which, for some 
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people, could worsen their health. 

How the recommendations might affect practice 

The recommendations on the ME/CFS specialist multidisciplinary team, providing a named 
contact and giving support to primary care services may need resources. Current provision 
of ME/CFS specialist teams is very uneven across the country and increased staffing may 
be needed in some areas if there are more referrals. The specialist team will need to cover 
different areas of expertise, but most people will only need access to some elements and 
only at specific times. However, faster access to diagnosis and appropriate care should 
lead to better symptom management and to substantially better outcomes for people with 
ME/CFS and so might reduce health and care costs in the longer term. 

Allocating a single point of contact to people with ME/CFS is not routine practice across 
the NHS. This could be implemented differently in different regions according to local 
service structures and may not necessarily need the addition of new staff. It could improve 
the efficiency of care for people with ME/CFS by reducing the burden of repeated 
appointments. 

Return to recommendations 

Managing ME/CFS 
Recommendation 1.11.1 

Why the committee made the recommendation 

Overall, the evidence for non-pharmacological and pharmacological interventions for ME/
CFS was heterogenous and inconclusive, with limited evidence for any single intervention, 
and this supported the committee's experience. The committee were aware of claims that 
have been made about cures for ME/CFS and that there is often a financial cost to people 
with ME/CFS when they pursue these. To address this, the committee agreed to raise 
awareness in the recommendations of the current lack of a cure for ME/CFS. 

Core outcomes in ME/CFS 

There is considerable controversy over the outcome measures used in trials of treatments 
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for ME/CFS and managing symptoms. Inconsistency in outcomes used and concerns over 
the validity of some outcome measures in an ME/CFS population makes it difficult to 
combine and compare results from different trials, limiting the ability to draw conclusions 
on the clinical and cost effectiveness of interventions. The committee made a 
recommendation for research on core outcome sets to enable the direct comparison of 
treatments for ME/CFS and symptom management and to shape and optimise ME/CFS trial 
design. 

How the recommendation might affect practice 

The recommendations reflect current practice so no effect on resources is anticipated. 

Return to recommendation 

Energy management 
Recommendations 1.11.2 to 1.11.8 

Why the committee made the recommendations 

The committee discussed how the controversy over graded exercise therapy had resulted 
in confusion over what support should be available to people with ME/CFS to safely 
manage their level of activity, including physical activity or exercise. They agreed it was 
important to provide clarity of information and clear guidance around energy management, 
physical activity and exercise to people with ME/CFS. The committee also agreed people 
need clear information about services available to them to support the development of 
energy management plans. 

Based on their experience, the committee agreed that energy management is one of the 
most important tools that people with ME/CFS have to support them in living with the 
symptoms of ME/CFS. They agreed that people with ME/CFS should have access to 
support from an ME/CFS specialist team to develop a plan for energy management. 

The committee listed the components of energy management and what an assessment 
and plan would include, noting that the key component is understanding the principle of 
using energy in a way to minimise post-exertional malaise. They recommended a detailed 
assessment that takes into account all areas of current activity and evaluation of rest and 
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sleep, to establish an individual activity pattern within the person's current energy limit. 
The committee noted that energy management is not a physical activity or exercise 
programme, although the principles of energy management do apply to physical activity 
and exercise programmes. 

To avoid potential harms by energy management being wrongly applied to people with ME/
CFS without adequate support and expertise, the committee recommended that in 
specific circumstances, people with ME/CFS should be referred to a physiotherapist or 
occupational therapist in an ME/CFS specialist team. 

Self-monitoring strategies and techniques 

There was a lack of effectiveness evidence on strategies and tools to support people to 
self-monitor activity management. The committee considered the qualitative evidence and 
their own experience of the benefits of using strategies and tools to monitor activity 
alongside the potential harms of increasing the burden on the person and causing them 
additional anxiety about their activity levels. The committee decided to recommend that 
activity recording should be as easy as possible, and people should take advantage of 
tools they are already using. The committee also decided to make a recommendation for 
research on self-monitoring management strategies to help determine which strategies 
and techniques are effective. 

How the recommendations might affect practice 

The energy management plan forms part of the care and support plan and is part of ME/
CFS specialist care. Appropriate energy management supports people to stay within their 
energy limits and aims to prevent their symptoms from worsening. It also supports them to 
increase their activity if possible. If this helps people maintain or improve their health this 
will be highly cost effective. 

Return to recommendations 

Incorporating physical activity and exercise 
Recommendations 1.11.9 to 1.11.16 
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Why the committee made the recommendations 

The committee agreed that clarity of information and clear guidance on energy 
management in relation to all activity should be available to people with ME/CFS. The 
committee also agreed that people need clear information about services available to 
them, and particularly the specific circumstances in which a personalised physical activity 
or exercise programme could be considered by a person with ME/CFS. 

In the committee's experience, people with ME/CFS have had varying results from physical 
activity and exercise programmes. The committee agreed it was important to discuss this 
with people with ME/CFS and to explain to them the possible risks and benefits. 

Because of the harms reported by people with ME/CFS in the qualitative evidence, as well 
as the committee's experience of the effects when people exceed their energy limits, the 
committee recommended that people with ME/CFS should not undertake a physical 
activity or exercise programme unless it is overseen by a physiotherapist who has training 
and expertise in ME/CFS. 

The committee outlined what a personalised physical activity or exercise programme 
should, and should not, include. In developing recommendations on the content, approach 
and delivery of physical activity and exercise programmes, the committee considered the 
benefits and harms associated with graded exercise therapy that had been reported with 
ME/CFS across the quantitative and qualitative evidence, alongside their own experiences. 
They recognised that different definitions of the term 'graded exercise therapy' are used, 
and as a result the content and application of graded exercise therapy programmes differ. 
This has resulted in confusion. Taking into account descriptions of graded exercise 
therapy in the evidence they reviewed, the committee included a definition in this 
guideline to clarify what graded exercise therapy is intended to mean in the 
recommendation. 

The committee concluded any programme using fixed incremental increases in physical 
activity or exercise (for example, graded exercise therapy), or physical activity or exercise 
programmes that are based on deconditioning and exercise avoidance theories, should not 
be offered to people with ME/CFS. The committee also wanted to reinforce that there is no 
therapy based on physical activity or exercise that is effective as a cure for ME/CFS. 

For people with ME/CFS who do choose to take part in a physical activity or exercise 
programme, this should follow the principles set out in this section and the energy 

Myalgic encephalomyelitis (or encephalopathy)/chronic fatigue syndrome: diagnosis and
management (NG206)

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and-
conditions#notice-of-rights).

Page 78 of
95



management section. 

How the recommendations might affect practice 

These recommendations should prevent inappropriate or unstructured physical activity or 
exercise programmes from worsening people's symptoms. The referral to a 
physiotherapist or occupational therapist in an ME/CFS specialist team may need 
increased resources. However, this should not impose a significant cost on the NHS and if 
it leads to fewer people with deteriorating symptoms, it will be highly cost effective. 

Return to recommendations 

Rest and sleep 
Recommendations 1.12.1 to 1.12.4 

Why the committee made the recommendations 

The committee considered that giving advice on planning rest and activity was a 
fundamental part of any management strategy. In their experience, understanding the role 
of rest and how to introduce rest periods was important in successful energy 
management. 

There was a lack of evidence for sleep management, but the committee recognised that 
difficulty with sleep was an area of concern for many people with ME/CFS. The committee 
discussed making recommendations based on consensus for providing advice for people 
with ME/CFS and agreed they could recommend general advice for sleep management. 
They noted that there are common sleep patterns in people with ME/CFS that need to be 
considered when giving advice about sleep management. In addition, they made a 
recommendation for research on sleep management strategies. 

How the recommendations might affect practice 

The recommendations should not impose a significant cost on the NHS and if they lead to 
fewer people with deteriorating symptoms, they will be highly cost effective. 

Return to recommendations 
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Physical functioning and mobility 
Recommendations 1.12.5 to 1.12.8 

Why the committee made the recommendations 

The committee discussed that people with ME/CFS can have reduced or limited mobility 
and, in their experience, this can lead to health problems. Physical functioning and mobility 
should therefore be assessed and included in the person's care and support plan. 

The committee agreed that people with ME/CFS who are immobile need information to 
help them recognise and prevent the possible complications of long-term immobility, for 
example in relation to bone health and skin problems. In the committee's experience, 
families and carers are given only limited information about these areas of care (for 
example, how to transfer someone from a bed to a chair) and it would have helped them. 

How the recommendations might affect practice 

The recommendations are already established in other NICE guidance and should not 
impose a significant cost on the NHS. If they lead to fewer people with deteriorating 
symptoms, they will be highly cost effective. 

Return to recommendations 

Orthostatic intolerance 
Recommendations 1.12.9 to 1.12.11 

Why the committee made the recommendations 

Orthostatic intolerance is identified as one of the symptoms commonly associated with, 
but not exclusive to, ME/CFS (see the section on suspecting ME/CFS). In the committee's 
experience, although not everyone with ME/CFS experiences orthostatic intolerance, it is 
very common and the symptoms can be hard to differentiate from other ME/CFS 
symptoms. 

Based on consensus, the committee made recommendations to raise awareness that 
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people with ME/CFS may experience orthostatic intolerance, and to clarify when people 
with orthostatic intolerance should be referred to secondary care. 

The committee did not make any recommendations on managing orthostatic intolerance 
because this can involve advice on diet, daily activities and activity support and needs to 
be tailored to each person, taking into account their other ME/CFS symptoms. 

The committee recommended that medicines should only be prescribed or overseen by a 
clinician with expertise in orthostatic intolerance because the medicines that are usually 
prescribed can worsen other symptoms in people with ME/CFS. 

How the recommendations might affect practice 

The recommendations should not impose a significant cost on the NHS and if they lead to 
fewer people with deteriorating symptoms, they will be highly cost effective. 

Return to recommendations 

Pain 
Recommendations 1.12.12 to 1.12.14 

Why the committee made the recommendations 

Pain is identified as one of the symptoms commonly associated with, but not exclusive to, 
ME/CFS (see the section on suspecting ME/CFS). The committee agreed that pain is a 
common symptom in people with ME/CFS and is particularly intense in people with severe 
or very severe ME/CFS. The lack of evidence meant they could not recommend any 
interventions, but they did refer to the NICE guidelines on neuropathic pain and 
headaches. The committee also made consensus-based recommendations to raise 
awareness about pain in ME/CFS and what action to take. 

How the recommendations might affect practice 

The recommendation referring to other NICE guidance should not have a resource impact 
as those recommendations are already established. The other recommendations should 
not impose a significant cost on the NHS and if they lead to fewer people deteriorating 
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then they would be highly cost effective. 

Return to recommendations 

Medicines 
Recommendations 1.12.15 to 1.12.18 

Why the committee made the recommendations 

The evidence for any pharmacological interventions for ME/CFS was inconclusive, with 
limited evidence for any one medicine, and this supported the committee's experience. 
The committee were aware of claims that have been made about cures for ME/CFS and 
there is often a financial cost to people with ME/CFS when these are pursued. The 
committee considered it was important to highlight that medicines or supplements should 
not be offered as a cure for ME/CFS. 

Medicines for symptom management 

The committee recognised that medicines can be useful for people with ME/CFS to 
manage their symptoms. The committee agreed that people with ME/CFS may be more 
intolerant of drug treatment, so they decided to raise awareness of this. To reduce the risk 
of harm, the committee discussed using a cautious approach to medicines prescribing, 
which includes starting the medicine at a lower dose than in usual clinical practice and 
monitoring how the person's symptoms respond before adjusting the dose. 

The committee discussed medicines management for children and young people, noting 
the potential for harm, which led them to recommend that prescribing should be initiated 
under the supervision of a paediatrician with expertise in ME/CFS. 

How the recommendations might affect practice 

The recommendations should not impose a significant cost on the NHS and if they lead to 
fewer people with deteriorating symptoms, they will be highly cost effective. 

Return to recommendations 
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Dietary management and strategies 
Recommendations 1.12.19 to 1.12.26 

Why the committee made the recommendations 

There was not enough evidence to make a recommendation for a particular dietary 
strategy for ME/CFS. However, the committee agreed some general recommendations to 
ensure that people with ME/CFS get appropriate support related to diet. This included 
guidance on when to refer someone to a dietitian with a special interest in ME/CFS. The 
committee also referred to other relevant NICE guidance. 

The committee recognised that difficulties with diet and nutrition was an area of concern 
for many people with ME/CFS. They discussed making consensus-based 
recommendations for providing dietary strategies for people with ME/CFS, but they agreed 
it was hard to be confident in making recommendations when there was no evidence and 
a lack of consensus in the area, so they made a recommendation for research on dietary 
strategies. 

How the recommendations might affect practice 

The recommendations should not impose a significant cost on the NHS and if they lead to 
fewer people with deteriorating symptoms, they will be highly cost effective. 

Return to recommendations 

Lightning Process 
Recommendation 1.12.27 

Why the committee made the recommendation 

The committee discussed the limited evidence on the Lightning Process. They 
acknowledged that although some benefit was demonstrated and aspects of it, such as 
goal setting, practical examples and applications and peer support, were found to be 
helpful, the qualitative evidence on people's experiences of the therapy varied and raised 
some concerns. In the qualitative evidence, some people reported negative experiences to 
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do with the confusing nature of the educational component, the intensity of the sessions, 
and the secrecy surrounding the therapy. While in the SMILE trial children under 16 were 
accompanied by parents, the committee were particularly concerned about the reported 
secrecy of the Lightning Process in the qualitative evidence and the lack of public 
information on the implementation of the process in practice. The committee agreed the 
transparency of any intervention is important and noted that in the qualitative evidence it 
was reported that people had been specifically encouraged not to talk about the therapy. 
The committee agreed this was an inappropriate and unusual message to give, particularly 
to children and young people. 

The committee discussed concerns that the Lightning Process encourages people with 
ME/CFS to ignore and 'push through' their symptoms and this could potentially cause 
harm. In the qualitative evidence, some participants reported they had received advice 
they could do what they wanted. The committee noted they had made clear 
recommendations on the principles of energy management and this advice appears at 
odds with these principles. 

Overall, the committee considered there was a lack of clarity around the implementation of 
the Lightning Process in practice and some concerning issues raised in the qualitative 
evidence. As a result, the committee agreed the Lightning Process should not be offered 
to people with ME/CFS. 

How the recommendation might affect practice 

The Lightning Process is not offered as part of current practice so this recommendation 
will maintain current practice. 

Return to recommendation 

Cognitive behavioural therapy 
Recommendations 1.12.28 to 1.12.34 

Why the committee made the recommendations 

The quantitative and qualitative evidence was mixed for adults, children and young people, 
and this reflected the committee's experience. Based on criticisms in the qualitative 
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evidence of cognitive behavioural therapy (CBT) being described as a 'treatment' (cure) 
for ME/CFS, the committee considered it was important to highlight that CBT is not a cure 
for ME/CFS and should not be offered as such. Instead, it aims to improve wellbeing and 
quality of life, and may be useful in supporting people who live with ME/CFS to manage 
their symptoms and reduce the distress associated with having a chronic illness. It should 
therefore only be offered in this context, and after people have been fully informed about 
its principles and aims. The committee agreed if a child or young person would like to use 
CBT, it was important to adapt the therapy taking into account their cognitive and 
emotional maturity. 

The qualitative evidence showed that people with ME/CFS have found CBT useful when 
delivered by a therapist who understands ME/CFS, but also that there is the potential for 
harm when it is inappropriately delivered. To avoid this, the committee made the 
recommendation about who should deliver CBT and the clinical supervision they should 
have. 

The committee also made recommendations based on their experience to explain the 
principles of CBT for people with ME/CFS and what people should expect if they decide to 
consider CBT. 

How the recommendations might affect practice 

CBT is currently provided for people with ME/CFS in specialist ME/CFS services. The 
recommendations clarify when CBT should be offered to people with ME/CFS. They should 
not have an impact on NHS resource and costs. 

Return to recommendations 

Managing coexisting conditions 
Recommendations 1.13.1 to 1.13.4 

Why the committee made the recommendations 

The evidence on the diagnostic criteria identified that some conditions are common in 
people with ME/CFS and this reflected the committee's experience. The committee made 
recommendations to highlight this and referred to relevant NICE guidance. 

Myalgic encephalomyelitis (or encephalopathy)/chronic fatigue syndrome: diagnosis and
management (NG206)

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and-
conditions#notice-of-rights).

Page 85 of
95



How the recommendations might affect practice 

The recommendations should not impose a significant cost on the NHS. 

Return to recommendations 

Managing flare-ups in symptoms and relapse 
Recommendations 1.14.1 to 1.14.8 

Why the committee made the recommendations 

In the committee's experience, flare-ups and relapse are a common part of ME/CFS. The 
committee considered it important to give people information about what a flare-up is, 
how to recognise one and how they can lead to a relapse if activity is not monitored and 
adjusted. 

The committee discussed the importance of recognising when a flare-up has moved to a 
relapse and that it needs to prompt a review of their care and support plan. It is also 
possible that a relapse may lead to someone moving to a more severe form of ME/CFS. 
Part of the review of the care and support plan is to consider what the causes of relapse 
might have been and to consider this when revising the plan. 

How the recommendations might affect practice 

The recommendations should not impose a significant cost on the NHS and if they lead to 
fewer people with deteriorating symptoms, they will be highly cost effective. 

Return to recommendations 

Review in primary care 
Recommendations 1.15.1 to 1.15.10 

Why the committee made the recommendations 

The evidence showed that people with ME/CFS did not always receive follow-up or review 
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of their care, but those who did valued this. This reflected the committee's experience, so 
they recommended at least annual reviews for adults. 

The committee agreed that children and young people need more frequent review to take 
into account changes in their ME/CFS as they develop. They also wanted to highlight the 
importance of involving a paediatrician. 

The committee outlined areas for discussion during the review, including asking people 
how much support they had to carry out their activities of daily living. This was because, in 
the committee's experience, this is an area often overlooked and the input of family and 
carers is often not acknowledged. The committee noted that if any problems are identified, 
advice should be sought from an appropriate specialist. 

How the recommendations might affect practice 

There is variation in practice and some people with ME/CFS, including those with severe or 
very severe ME/CFS, do not get a clinical review routinely, so for some this will be a 
change in practice. These recommendations are in line with other long-term conditions 
and support equity of access to care for people with ME/CFS. Routine follow-up might not 
be present everywhere but most people with ME/CFS already have regular contact with 
their primary care teams, so there is not expected to be a large resource impact. 

Return to recommendations 

Training for health and social care professionals 
Recommendation 1.16.1 

Why the committee made the recommendation 

A strong theme in the evidence was the lack of knowledge, understanding and up-to-date 
training that health and social care professionals have about ME/CFS. This was reflected in 
the committee's experience, so they recommended that all health and social care staff 
who deliver care to people with ME/CFS should be trained so they are able to provide the 
care in this guideline. 
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How the recommendation might affect practice 

Training and education in ME/CFS are not widespread and this will be a change in practice, 
so there will be a resource impact from the cost of providing this training. Improving 
knowledge and awareness about ME/CFS will support identifying ME/CFS earlier, which 
should improve people's care and lead to better outcomes. 

Return to recommendation 

Care for people with severe or very severe ME/CFS 
Recommendations 1.17.1 to 1.17.13 

Awareness of severe and very severe ME/CFS and its impact 

People with severe or very severe ME/CFS were named as a group for special 
consideration in the guideline scope. Evidence relating to people with severe ME/CFS 
reinforced the committee's experience that this group of people are often neglected, and 
the severity of their symptoms misunderstood, and with every recommendation the 
committee considered whether different or additional recommendations were needed for 
this group. The rationale and impact sections for these recommendations are below. These 
additional considerations for people with severe or very severe ME/CFS were placed in a 
separate section to make sure they could be easily found within the guideline. 

Return to recommendations 

Assessment and care and support planning by an ME/CFS 
specialist team 

Why the committee made the recommendation 

Based on the evidence about problems with accessing services, the committee made a 
recommendation for a home visit to people with severe or very severe ME/CFS to carry out 
the assessment. 
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How the recommendation might affect practice 

There may be an increased number of home visits for people with severe or very severe 
ME/CFS. However, this will provide equity of access to care for this group who are usually 
housebound. 

Return to recommendation 

Access to care and support 

Why the committee made the recommendations 

The committee were aware that difficulties accessing care are intensified in people with 
severe or very severe ME/CFS, particularly when they need hospital care. The evidence 
showed that as a result of this, some people with severe or very severe ME/CFS have little 
contact and support from health and social care services. To address this, the committee 
highlighted the flexibility and specific support needed by people with severe or very 
severe ME/CFS. 

How the recommendations might affect practice 

There may be an increased number of home visits for people with severe or very severe 
ME/CFS. However, this will provide equity of access to care for this group who are usually 
housebound. Some of these costs may be offset by the ability to provide online 
consultations when appropriate. The emphasis in this guideline on timely diagnosis and 
referral to an ME/CFS specialist team for a personalised care and support plan aims to 
minimise the number of people who may progress to severe ME/CFS. 

Return to recommendations 

Energy management 

Why the committee made the recommendations 

The committee agreed that if energy management strategies are inappropriately applied in 
people with severe or very severe ME/CFS, this will increase the potential for harm. To 
reflect this, they recommended specialist physiotherapy advice and additional care for 
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people with severe or very severe ME/CFS who have chosen to develop an energy 
management plan. 

How the recommendations might affect practice 

The energy management plan forms part of the care and support plan and is a usual part 
of ME/CFS specialist care. Appropriate energy management supports people to stay within 
their energy limits and aims to prevent their symptoms from worsening. It also supports 
them to increase their activity if possible. If this helps people maintain or improve their 
health, this will be highly cost effective. 

Return to recommendations 

Dietary management and strategies 

Why the committee made the recommendations 

The committee considered that people with severe or very severe ME/CFS are particularly 
at risk of problems associated with eating and are likely to need additional support and 
referral to a dietitian who has a special interest in ME/CFS. The committee also used their 
own experience to recommend some general dietary advice that could be helpful for 
people with severe or very severe ME/CFS. 

How the recommendations might affect practice 

The recommendations should not impose a significant cost on the NHS and if they lead to 
fewer people with deteriorating symptoms, they will be highly cost effective. 

Return to recommendations 

Cognitive behavioural therapy 

Why the committee made the recommendation 

None of the clinical evidence included or reflected the needs of people with severe or very 
severe ME/CFS, and the qualitative evidence was mixed, with some people reporting 
benefit and others harm. The committee recognised that CBT could be supportive for 
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people with severe or very severe ME/CFS in some circumstances, but because of the 
severity of their symptoms, it is important to be more flexible and adapt the delivery of 
CBT to accommodate people's limitations. 

How the recommendation might affect practice 

CBT is currently provided for people with ME/CFS in specialist ME/CFS services. The 
recommendations clarify when CBT should be offered to people with ME/CFS. They should 
not have an impact on NHS resource and costs. 

Return to recommendation 
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Context 
The terms myalgic encephalomyelitis (ME; or encephalopathy), chronic fatigue syndrome 
(CFS), CFS/ME and ME/CFS have all been used for this condition and are not clearly 
defined. There is little pathological evidence of brain inflammation, which makes the term 
'myalgic encephalomyelitis' problematic. Myalgic encephalomyelitis is classified under 
diseases of the nervous system in the SNOMED CT and ICD10 (G93.3). Many people with 
ME/CFS consider the name 'chronic fatigue syndrome' too broad, simplistic and 
judgemental. For consistency, the abbreviation ME/CFS is used in this guideline. 

Recent data from the UK Biobank suggest that there are over 250,000 people in England 
and Wales with ME/CFS, with about 2.4 times as many women affected as men. ME/CFS 
can affect people of all ages. It is a complex, multi-system, chronic medical condition that 
has considerable personal, social and economic consequences and a significant impact on 
a person's quality of life, including their psychological, emotional and social wellbeing. 

Everyday life for people with ME/CFS, their family and carers is disrupted and 
unpredictable. Many people with the condition are unemployed, and less than a fifth work 
full-time. Approximately 25% have severe disease and are housebound or bedbound. The 
quality of life of people with ME/CFS is lower than that of many people with other severe 
chronic conditions, including multiple sclerosis and some forms of cancer. 

It is not clear what causes ME/CFS. In many cases, symptoms are thought to have been 
triggered by an infection but it is not simple post-illness fatigue. It lasts longer and even 
minimal mental or physical activity can make symptoms worse. 

There is no diagnostic test or universally accepted definition for ME/CFS. People with the 
condition report delays in diagnosis, and many healthcare professionals lack the 
confidence and knowledge to recognise, diagnose and manage it. Fatigue associated with 
another chronic disease may be confused with ME/CFS and some practitioners are 
reluctant to positively diagnose ME/CFS when no other causes are found. 

People with ME/CFS report a lack of belief and acknowledgement from health and social 
care professionals about their condition and related problems, which may lead them to be 
dissatisfied with care and to disengage from services. There are added issues for children 
and young people if illness makes school attendance difficult, bringing families to the 
attention of educational and social care services. 
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NICE produced a guideline on CFS/ME in 2007. That guideline made recommendations on 
cognitive behavioural therapy and graded exercise therapy. Both treatments are 
controversial for this condition, and there are disagreements and uncertainty about their 
effectiveness among both people with ME/CFS and health providers. The evidence for the 
effects of other commonly prescribed therapies has also been questioned. 

There is unequal access to ME/CFS specialist services across England and Wales with 
some areas reporting very limited access. It is important this inequity of access is 
addressed. 
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Finding more information and committee 
details 
To find NICE guidance on related topics, including guidance in development, see the NICE 
webpage on ME/CFS. 

For full details of the evidence and the guideline committee's discussions, see the 
evidence reviews. You can also find information about how the guideline was developed, 
including details of the committee. 

NICE has produced tools and resources to help you put this guideline into practice. For 
general help and advice on putting our guidelines into practice, see resources to help you 
put NICE guidance into practice. 
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Update information 
This guideline updates and replaces NICE's guideline on chronic fatigue syndrome/myalgic 
encephalomyelitis (or encephalopathy): diagnosis and management, published in 
August 2007. 
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ME/CFS TREATMENT RECOMMENDATIONS  

US ME/CFS Clinician Coalition 

Version 1  

February 20, 2021 

 

 
Currently, there are no treatments approved specifically for ME/CFS. But there are a number of 
pharmacological and non-pharmacological treatments that a clinician can use to help reduce the 
severity of specific symptoms and improve the patient’s quality of life. Depending on a patient’s 
presentation and testing, the treatment recommendations below are those used by ME/CFS 
clinical experts to treat various aspects of ME/CFS, such as orthostatic intolerance, sleep 
issues, pain, and immune function. Pharmacological treatments begin on page 2 and non-
pharmacological therapies on page 8. Recommendations for supplements are not provided in 
this document.  
 
Some disease experts are evaluating the selective use of antivirals and immune modulators in 
ME/CFS and have seen evidence of efficacy in some patients. Double blind randomized 
controlled treatment trials are needed to evaluate these therapies. A specialty consultation may 
be helpful in identifying and treating these or other aspects of the disease. 
 
Some ME/CFS patients have increased intolerance to a variety of medications. In these 
patients, drugs should be started at low doses and increased slowly to avoid triggering drug 
sensitivities common in ME/CFS. Clinicians should also be aware of any potential impact of 
ingredients considered to be inactive in medications (e.g. fillers, vehicles, preservatives). For 
patients sensitive to drug fillers, the physician might speak with a compounding pharmacy to 
determine if a liquid preparation is an alternative. 
 
Comorbidities should also be diagnosed and treated using the published standard of care. 
Doing so can also help decrease the symptom burden and improve the patient’s quality of life. 
Recommendations for treatment of comorbidities are not covered in this document.  
 
The treatment recommendations provided here are general ones. In deciding on the specific 
treatment approach, the treating physician should consider the presentation and needs of the 
individual patient along with up-to-date drug product information for approved uses, dosages, 
and risks of specific treatments for specific indications. 
 
For more information on diagnosis and management and on terms of use for those using these 
recommendations, see the US ME/CFS Clinician Coalition website and handout. 

 
Website: https://mecfscliniciancoalition.org/  
Handout: https://drive.google.com/file/d/1SG7hlJTCSDrDHqvioPMq-cX-rgRKXjfk/view  
Terms of Use: https://mecfscliniciancoalition.org/terms-of-use/  
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Part 1.  
SUMMARY OF PHARMACOLOGICAL THERAPIES FOR ME/CFS 
 

Orthostatic Intolerance Medications 

Medication Dose  Comments on Usage 

Fludrocortisone 0.1-0.2 mg/day  For POTS, orthostatic intolerance, low blood 
pressure. May need potassium supplementation. 

Low dose beta 
blockers  

 For POTS, tachycardia, high anxiety, 
hyperadrenergic states. For propranolol, start very 
low (5mg qAM). May increase fatigue.       Atenolol 25-50 mg qd 

     Propranolol 5-20 mg bid-tid 

     Metoprolol ER 12.5-50 mg qd  

Alpha-adrenergic 
agonists 

  

    Peripherally- 
    acting Midodrine 
  

2.5-15 mg q 4 
hours while 
upright  

For orthostatic intolerance, low blood pressure, 
orthostatic hypotension, POTS. Start very low 
(2.5mg qAM) and adjust based on tolerance, 
response, and consider serial NASA Lean testing. 
Check Blood pressure response to medication, 
including supine blood pressure.  

     Centrally acting     
     Methyldopa 

125-250 mg TID For POTS, OI. May cause hypotension; headache; 
constipation; drowsiness. 

     Clonidine 0.1-0.2 mg BID For POTS, OI, hyperadrenergic POTS. Also useful 
as a mast cell stabilizer. 

     Guanfacine 0.5-1 mg qd-BID For POTS, OI, hyperadrenergic POTS. Also useful 
as a mast cell stabilizer. 

Pyridostigmine  30-60 mg q 4-8 
hrs  
ER 180 mg q am 

For NHM, POTS, orthostatic hypocapnia, 
dysautonomia especially with gut motility problems. 
Start with 15mg qd and titrate up. Use cautiously 
with midodrine, beta blockers, calcium channel 
blockers, ivabradine, and other cholinergic drugs 
such as metoclopramide and oxybutynin. 

Desmopressin 0.1-0.2 BID-TID  For orthostatic intolerance, POTS, OH. Useful in 
those whose nocturia disturbs their sleep when 
taken at night. Requires close monitoring of 
electrolytes and free fluid intake. 

Ivabradine 2.5-7.5 mg BID For POTS. FDA indication only for CHF but works 
like a beta-blocker to reduce heart rate when beta-
blockers don't work or are contraindicated. 
Expensive. Recommend consultation with 
cardiologist.  

IV fluids/Normal 
Saline  

 For POTS and OI, tachycardia, hypotension. May be 
helpful for patients during relapse. May be helpful 
before and/or after surgery.  

Droxidopa  100-600 mg TID For POTS, OI. Difficult to get insurance coverage 
due to extremely high cost. Blood pressure must be 
followed closely, including supine pressure 
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Abbreviations: 
OI: Orthostatic intolerance 
POTS: postural orthostatic tachycardia syndrome 
NMH: neurally mediated hypotension 
CHF: chronic heart failure 
 

 

Sleep Medications (1) 

Medication Dose  Comments on Usage 

Trazodone 12.5-100 mg  Helps with disrupted sleep and can help sleep 
maintenance. May be the least likely to lose 
effectiveness for sleep. Can help with depression if 
that is also present.  

Low dose tricyclic 
antidepressants  

5-100 mg (across 
TCAs) 

For fibromyalgia, insomnia, sleep problems, chronic 
pain, and allergies. Can help with depression if that 
is also present. Low dose (25 mg or less) for sleep. 
Higher doses (100 mg) if concomitant mood 
disorder. May worsen dry mouth, constipation, 
orthostatic intolerance, arrhythmias, or cause 
daytime sedation. Doxepin can stabilize mast cells.  
 

    Amitriptyline  10–25 mg at 
bedtime  

    Doxepin 1-10 mg 

Mirtazapine 7.5-15 mg nightly Improves insomnia 

Anti-epileptics   

    Gabapentin  
 
(see below for use in 

pain) 

100-1500 mg qhs 
  

For sleep disrupted by pain, restless leg syndrome, 
fibromyalgia, periodic limb movement disorder, 
neuropathic pain. Start with 100 mg qhs and then 
increase the dose at night as tolerated. Once-daily 
formulations can have less side effects, daytime 
fatigue and less cognitive impairment but good pain 
control.  

    Pregabalin  
 
(see below for use in 

pain) 

50-225 mg qhs  For fibromyalgia pain and sleep. Can be very 
sedating for some and can cause increased 
cognitive impairment and difficulty in tapering off. 
Once-daily formulations can have less side effects, 
daytime fatigue and less cognitive impairment but good 
pain control. 

Clonazepam 0.25-1 mg qhs  For non-restorative sleep, insomnia, anxiety. Highly 
effective for restless leg syndrome and myoclonus. 
Use low dose for restless leg syndrome. Can 
worsen fatigue and cognition and may cause 
addiction. Mast cell stabilizer. 

Cyclobenzaprine 5-10 mg qhs  For insomnia, muscle spasm/pain. May worsen dry 
mouth, constipation, orthostatic intolerance, or 
cause daytime sedation. 

Zolpidem 2.5-10 mg qhs  For insomnia, sleep initiation, less effective for 
sustained sleep. For short-term use. Short duration 
of action may lead to rebound insomnia. 
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Eszopiclone 1, 2, or 3 mg qhs  For insomnia and sleep initiation.  

Tizanidine 2-8 mg q 6-8 hrs.  For muscle pain and insomnia from pain. May cause 
orthostatic intolerance.  

Suvorexant  10-20 mg qhs For insomnia. 

Topiramate  25 mg For sleep disrupted by pain, pain, migraines, 
neuropathic pain, PTSD, nightmares, sleep-related 
eating disorders. Start at 12.5-25 mg and build up 
slowly. Rash may portend Stevens-Johnson 
Syndrome. Specific blood work is recommended 
before initiating medication. Check drug information. 

Hydroxyzine 25 mg Sedating. An H1 blocker that may also be helpful for 
mast cell activation syndrome. Helps anxiety, 
reduces nocturia. 

Alpha blockers  For sleep and also may be helpful for mast cell 
activation syndrome and hyperadrenergic POTS     Clonidine 0.1-0.2 mg 

    Guanfacine 1-2 mg 

    Prazosin 1-6 mg 

Diphenhydramine 25 mg Take at bedtime or 30-60 minutes before. Can have 
anticholinergic side effects. 

   

Abbreviations: 
POTS: postural orthostatic tachycardia syndrome 

(1) Sleep medications with long duration of action are often better tolerated if taken 1-2 hours 
before bedtime. 

 
 

Cognitive Impairment and Fatigue Medications 

Note: Stimulants should be used with caution in patients with ME/CFS. Patients should be cautioned not 

to exceed the level of activity they can generally tolerate to avoid “crashing.” 

Medication Dose  Comments on Usage 

Methylphenidate 5-20 mg up to TID For difficulty concentrating and other cognitive 
issues, daytime sleepiness and for some with 
orthostatic intolerance or orthostatic hypotension. 
BID dosing may avoid insomnia. Moderate to 
marked benefit anecdotally but tolerance develops if 
used daily; may be habituating. Ensure that 
cardiovascular risk is assessed appropriately. 

Modafinil 100-200 mg qd For somnolence, cognitive/fog, daytime fatigue. 
Start with a small dose and increase slowly to the 
most effective dose. Can disrupt sleep. Stimulants 
most helpful when anxiety scores are low and the 
Epworth Sleepiness Scale is greater than 10.  

Armodafinil 150-250 mg qd 

Amantadine 100 mg once or 
twice daily 

May help mild to moderate fatigue. May interact with 
psychiatric medications. 
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Pain Medications 

Medication Dose  Comments on Usage 

Low dose naltrexone 0.5 - 6 mg 
compounded 
usually taken at 
night 

For widespread pain of fibromyalgia. Anecdotal 
reports of improvements in sleep and brain 
fog/cognitive dysfunction. May not improve joint pain 
or headache. Start at a dose that causes no side 
effects and titrate up slowly as tolerated. If sleep 
disruption is persistent when taken at night, may 
change to AM dosing. Recommend a 4 month trial. 
For those patients sensitive to many medications, 
start at 0.1- 0.5 mg. 

Serotonin- 
norepinephrine 
reuptake Inhibitor 

 For fibromyalgia and those with widespread pain, 
depression, insomnia. May increase sweating, blood 
pressure or heart rate. 

    Duloxetine  20–60 mg  

    Milnacipran 25-100 mg BID 

Anti-epileptics   

    Gabapentin 
 

(see above for  
use in sleep) 

100–600 mg TID  For sleep disrupted by pain, restless leg syndrome, 
anxiety, fibromyalgia, periodic limb movement 
disorder, and neuropathic pain. Can dose up to 
2400-3600 mg/day in divided doses. Beyond 1800 
mg, pregabalin may be more effective and less 
expensive.   

    Pregabalin 
(see above for  
use in sleep) 

50-225 mg twice 
daily 

FDA dosage is 150 to 225 mg twice daily, but lower 
doses are also used. For fibromyalgia, pain and 
sleep. Sedation or dizziness may be limiting side 
effects. 

Muscle Relaxants   

    Cyclobenzaprine 5-10 mg For insomnia, muscle spasm/pain. May worsen dry 
mouth, constipation, orthostatic intolerance, or 
cause daytime sedation. 

    Tizanidine 2-8 mg q 8 hours For fibromyalgia, spasm, and pain relief. May cause 
orthostatic hypotension and sleepiness. 

    Baclofen 5-10 mg TID For muscle spasms and cramping.  

Medical marijuana  For neuropathic pain, nausea, irritable bowel 
syndrome, insomnia. Dosing is hard to determine 
and there can be problems with product variability. 
Check local laws 

Nonsteroidal anti-
inflammatory drugs 

  

    Celecoxib 100-200 mg qd For joint or muscle pain. Can also be very helpful for 
brain fog and for mast cell activation syndrome. 

    Meloxicam Per package insert May exacerbate gastritis or reduce renal function. 
When these work, may suggest unappreciated 
rheumatologic disorder. 

    Diclofenac     
(topical also) 

For joint pain  
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    Naproxen  

Acetaminophen 500-1000 mg prn 8 
hrly 

May not be effective. Concerns with liver toxicity 

Amitriptyline 10 to 50mg nightly Amitriptyline is an old standard for fibromyalgia pain. 
Other tricyclics may be helpful. 

Tramadol 50-100 mg every 6 
to 8 hours 

Opiates are usually to be avoided but may be 
necessary, in which case tramadol could be the first 
choice. Can be effective for more than just pain. 
Small risk of seizures when used with other 
serotonergic drugs. Note: Other short acting, low 
dose opioids can be useful, used sparingly PRN, for 
ME/CFS symptoms. 

   

 
 

Medications for Immune Dysfunction   

Medication Dose  Comments on Usage 

Intravenous 
immunoglobulin 

400 mg/kg q 
monthly 

For common variable immune deficiency (CVID), low 
IgG, low IgA, ParvoB19 antibodies, recurrent 
infections. Best done in consultation with an 
immunologist to determine most appropriate therapy. 
An immunologist can help facilitate insurance 
coverage. Go slow and always use premeds to 
reduce side effects, particularly in patients with mast 
cell activation syndrome. Often divide dosing to q 1-
2 weeks. Insurance may require documented poor 
response to pneumovax.  

Subcutaneous gamma 
globulin 

10-25 gm/month 

Inosine pranobex 
(Isoprinosin) 

500mg, 3 tabs 
daily weekdays 
to start  

For frequent viral infections, herpes simplex 
outbreaks, low natural killer cell activity, sore throat, 
tender nodes, low grade fevers. Dose is 500mg, 3 
tabs daily weekdays for 3 months, then one tab BID 
for maintenance. May be hard to access. Alternative 
is inosine, available online 

Hydroxychloroquine 200 mg BID For autoantibodies, autoimmune issues, joint pain 
and positive antinuclear antibody (ANA) test, severe 
arthralgia/myalgia. Eye exam should be performed 
at baseline and after 6 months. It can take at least 3 
months before an effect is seen.  

   

 
 

Medications for Suspected Small Intestinal Bacterial Overgrowth 

Medication Dose  Comments on Usage 

Rifaximin, 
metronidazole, 
doxycycline, 

According to 
label  

For proven or suspected small intestinal bacterial 
overgrowth. Neomycin has a risk of ototoxicity. 
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amoxicillin-clavulonic 
acid, sometimes oral 
vancomycin, rarely 
neomycin  

Address motility, gastroparesis, and leaky gut issues 
if present 
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Part 2.  
SUMMARY OF NON-PHARMACOLOGICAL THERAPIES FOR ME/CFS 

Post-exertional Malaise (PEM) and Fatigue 

Pacing of physical and cognitive activity to conserve energy and minimize post-
exertional malaise (1). Once the patient has achieved a stable baseline using 
pacing, then very carefully selected and individualized increases in activity can be 
undertaken. The type of activity must be tailored for the patient’s level of severity 
and to ensure the activity does not trigger post-exertional malaise 

Assistive devices, such as a motorized scooter, wheelchair, walker with seat/basket, 
shower chair, handicap parking sticker, audio recorders and recording pens, etc. 
when needed to conserve energy 

Home health aides for those who are more severely ill 

Ear plugs, eye masks, and sunglasses, blue light filters, perfume free environments, 
etc to decrease sensory stimulation. May need to maintain low sensory environment 
for most severely ill 

School or work accommodations such as flexible hours, shortened days, periodic 
breaks and place to lay down during breaks, lighting and other environmental 
modifications to avoid sensory overload and conserve energy 

Orthostatic Intolerance 

Salt, fluid loading, electrolytes, IV saline. Sodium intake should be complemented 
with modest potassium, magnesium supplements. Camelbacks for hydration  

Compression stockings or abdominal binder. 

Positional changes: Avoid prolonged sitting or standing. Knees higher than hips. Sit 
on legs so legs are not hanging down.  

Consistent, carefully tailored exercise, as long as the patient can do so without 
triggering PEM. May need to do exercise lying down, seated, or in water. 

Treat comorbidities that may contribute to orthostatic intolerance. 

Sleep Issues 

Sleep hygiene practices are a part of treatment but may be marginally effective in 
most patients. Recommendations may need to be tailored for bedbound patients 
and those who need to be recumbent to minimize symptoms such as orthostatic 
intolerance.  

Meditation and relaxation exercises. 

Ear plugs and eye mask. 

Light therapy. Retimer Light therapy glasses. Sunlight for 15 minutes upon waking.  

Blue light filters to filter out blue light from phones and computers 

Gastrointestinal Issues 

Healthy, varied diet low in processed food. Dietary changes and elimination of 
certain foods that provoke symptoms. Many patients do better avoiding foods such 
as caffeine, alcohol, spicy foods, aspartame, sugar, possibly dairy and gluten. 
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Cognitive dysfunction 

Cognitive pacing (e.g. only focus on one task at a time, limit reading time) 

Simple memory aids (e.g. calendar reminder systems, notes, etc.) 

Positional changes: Perform cognitive functions lying down and stay hydrated if 
orthostatic intolerance is a problem 

Caffeine or short acting stimulants if well tolerated  

Pain 

Pacing to avoid flare up of pain 

Hot or cold packs as needed to relieve the specific source of pain 

Physical therapy, Massage, Myofascial release, Acupuncture, Dry needling of 
trigger points 

Chiropractic treatments 

Meditation and relaxation 

Neurofeedback techniques may be helpful 

 

1) Campbell, B. Pacing Tutorial. http://www.cfsselfhelp.org/pacing-tutorial 
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