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Abstract: One in four myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) patients are
estimated to be severely affected by the disease, and these house-bound or bedbound patients are
currently understudied. Here, we report a comprehensive examination of the symptoms and clinical
laboratory tests of a cohort of severely ill patients and healthy controls. The greatly reduced quality
of life of the patients was negatively correlated with clinical depression. The most troublesome
symptoms included fatigue (85%), pain (65%), cognitive impairment (50%), orthostatic intolerance
(45%), sleep disturbance (35%), post-exertional malaise (30%), and neurosensory disturbance (30%).
Sleep profiles and cognitive tests revealed distinctive impairments. Lower morning cortisol level
and alterations in its diurnal rhythm were observed in the patients, and antibody and antigen
measurements showed no evidence for acute infections by common viral or bacterial pathogens.
These results highlight the urgent need of developing molecular diagnostic tests for ME/CFS. In
addition, there was a striking similarity in symptoms between long COVID and ME/CFS, suggesting
that studies on the mechanism and treatment of ME/CFS may help prevent and treat long COVID
and vice versa.

Keywords: severe ME/CFS; quality of life; clinical symptoms; sleep; cognitive tests; laboratory tests;
viral infection; antibody and antigen; long COVID; post-acute sequelae SARS-CoV-2 infection (PASC)

1. Introduction

Myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) is a chronic complex
disease characterized by unrelenting fatigue, post-exertional malaise, sleep problems,
cognitive impairment, and orthostatic intolerance [1]. This debilitating illness is known
to affect between 836,000 and 2.5 million people in the United States alone [1–3], and the
majority of the patients remain undiagnosed [1,4]. Patients often report symptoms started
with viral infection [1,2,5]. Patients of ME/CFS have been found to be more functionally
impaired than those with major diseases such as cancers, heart disease, and rheumatoid
arthritis [6], and their prognosis remains poor [7,8]. Despite the severity of the clinical
symptoms, the etiology and pathophysiology of the disease remain unclear. To date,
there is neither a validated biomarker for diagnosis nor an FDA-approved drug available
for treatment.
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An estimated 25% of patients with ME/CFS are unfortunately severely affected and
physically confined to their homes or beds [1,9,10]. These severely affected patients suffer
from extreme daily fatigue, grievous impairments, and other debilitating symptoms. They
often require in-home assistance and support adjusted explicitly to their needs [11,12].
However, severely affected patients are rarely studied [10,11], partially due to the difficul-
ties accessing clinical care facilities. The personal account of an extremely severe patient
is presented in this Special Issue [13]. To reduce the significant gap between the needs of
severe patients and the healthcare they receive, there is an urgent need to better characterize
these patients’ clinical conditions and discover the underlying biological abnormalities
causing the symptoms [14]. In addition, as the condition worsens, the probability that
biomarkers can be identified for the disease increases by studying severely ill patients.

Here we conducted a Severely Ill Patient Study (SIPS), which included a compre-
hensive examination of clinical symptoms and clinical lab tests of a cohort of severely ill
patients and controls. First, questionnaires were administered to evaluate the patients’
quality of life, health status, and symptoms. Second, the patients’ daily activity, sleep
profile, and cognitive capacity were monitored and examined to assess their symptoms
objectively. Third, clinical laboratory testing and antigen & antibody tests against viral
and bacterial pathogens were obtained. In addition, multiple omics studies are being
conducted on the biological samples of these patients to identify molecular signatures
of severe ME/CFS, and the results will be reported elsewhere. We have made the data
and results available through a web-based data portal for the research community at
https://endmecfs.stanford.edu.

2. Materials and Methods
2.1. Participants

Patients were identified for the study from an existing pool of homebound, and mostly
bedbound, ME/CFS managed and diagnosed patients at the clinic sites of the investigators
of the study and from those referred to the investigators to be eligible to participate in the
study. ME/CFS clinicians at the study sites identified initially the potential subjects, who
were most likely to be involved in this study, through the screening of medical records
of these patients. Next, patients (age 18–70) were assessed for ME/CFS criteria online or
by phone. They were consented if they met the International Consensus Criteria (ICC)
for ME/CFS [15], were homebound (i.e., spending more than 14 h per day sedentary and
in a reclined position as reported by patient or caregiver), and received a low score in
physical status (i.e., SF-36 [16] physical functioning score and Karnofsky Performance
Status Index [17] were both less than 70). They also must not fit the exclusion criteria.
Consented patients were then provided with a FitBit device to confirm that they met the
sedentary requirement. A complete blood count within the past 3–6 months was requested
to verify anemia was not present (hematocrit > 34%). The detailed inclusion and exclusion
criteria of the patients are listed in Section 2.1.1.

Healthy controls were evaluated for inclusion in the study based on meeting all
inclusion criteria and not having any exclusion criteria (Section 2.1.2). These controls must
be age 18 to 70, not carry a diagnosis of ME/CFS as defined by the ICC or active illness
(acute or chronic), daily sedentary time ≤ 14 h, SF-36 physical functioning score ≥ 70, and
without the conditions in the exclusion criteria.

All patient and control subjects were consented. Limited by available funding,
20 severely ill ME/CFS patients and 10 healthy controls were included in this study.

2.1.1. Severely Ill ME/CFS Patients Inclusion and Exclusion Criteria

Inclusion Criteria

1. Age 18–70, inclusive;
2. Must carry a diagnosis of ME/CFS as defined by the ICC criteria;
3. Subjects must be homebound and spend >14 h per day sedentary and in a reclined

position (measured by FitBit and patient/family report);

https://endmecfs.stanford.edu
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4. SF-36 physical functioning score < 70; and
5. Be able to provide informed consent.
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Exclusion Criteria

1. Patients, age < 18 years or > 70 years;
2. Women who are pregnant;
3. Unable to understand informed consent; or
4. Patients with known HCT < 34 mg/dL.

2.1.2. Healthy Control Inclusion and Exclusion Criteria

Inclusion Criteria

1. Age 18–70, inclusive;
2. Must not carry a diagnosis of ME/CFS as defined by the ICC criteria or active illness

(acute or chronic);
3. Must be sedentary ≤ 14 h; and
4. SF-36 physical functioning score ≥ 70.

Exclusion Criteria

1. Patients, age < 18 years or > 70 years;
2. Women who are pregnant;
3. Unable to understand informed consent; or
4. Patients with a known HCT < 34 mg/dL.

2.2. Data Collection from Questionnaires

Questionnaires on Health Status and Quality of Life. The perceived health status
and quality of life of the patients and the controls were evaluated by several sets of
questionnaires, i.e., SF-36, Karnofsky Performance Status [17], Patient-Reported Outcomes
Measurement Information System (PROMIS) instruments [18,19] (including Fatigue, Pain
Behavior, Pain Interference, Sleep Disturbance, and Sleep-Related Impairment), Pittsburgh
Sleep Quality Index (PSQI) [20], and a questionnaire on Restless Leg Syndrome (RLS) [21].

Evaluation of Common Symptoms in Patients. Patients were evaluated using a set of 7
symptoms-related questions which covered the common symptoms mentioned in ICC [15]
and IOM [1]. The text-based answers were transformed to 79 numerical or categorical
measurements, indicating if a subject had a particular impairment/symptom or quantifying
the degree of the impairment/symptom. These were then grouped into 12 symptomatic
categories, which represented the 5 core symptoms of ME/CFS in the 2015 IOM diagnostic
criteria [1] (i.e., fatigue, post-exertional malaise, sleep disturbance, cognitive impairment,
and orthostatic intolerance) and 7 additional common accompanying symptoms mentioned
in the IOM or ICC criteria (i.e., pain, neurosensory disturbance, flu-like symptoms and/or
susceptibility to viral infections, gastrointestinal tract impairment, loss of thermostatic
stability and/or intolerance of extremes of temperature, respiratory impairments, and
genitourinary impairments). In addition, the top 3 most troublesome symptoms of each
patient were recorded.

2.3. Data Collection of Patient Activity, Sleep Monitoring, and Cognitive Tests

Activity Monitoring. Patients were provided with a Charge HR (FitBit, Inc., San
Francisco, CA, USA) for two weeks. This device documented patient activity and continual
heart rate to confirm that patients met the sedentary requirement. The measurements,
including Active Minutes, Sleep Duration, Sleep Score, Sleep Time, Calories Burned, Dis-
tance, Floors, Steps and Resting Heart Rate, were retrieved with the R package fitbitScraper
and summarized to the daily average.

Sleep Monitoring. Patients underwent an overnight sleep profiler study. The non-
invasive sleep monitor was the Sleep Profiler [22] from Advanced Brain Monitoring (Carls-
bad, CA, USA) and consisted of a 3-lead EEG, snore (audio) detector, activity/motion detec-
tor, and an eye movement detector. The overnight EEG and other signals were reviewed by
the study staff. Thirty-five measurements on the sleep architecture & continuity (e.g., total
sleep time, sleep efficiency and sleep latency) and cardio-respiratory signals (e.g., pulse
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rate and snoring) were analyzed and compared with the established normative ranges [23].
Sleep abnormalities were then identified and compared with sleep EEG biomarkers that
were associated with chronic health conditions or neurological diseases [24].

Cognitive Tests and Extended EEG. WebNeuro Tests (Brain Resource Group, San
Francisco, CA, USA) [25] were utilized to evaluate the cognitive performance of the patients
and the controls. Four types of cognitive abilities (i.e., attention, maze, memory, and
identifying emotions) were evaluated. The results were scored against a cohort of normative
subjects in the Brain Resource International Database (BRID) [26]. The normalized scores
(Z-scores) and the corresponding implications (e.g., Z-score £-2 implies clinical significance)
were reported in WebNeuro Report (Version: WebNeuro Short 3.1.5). The clinical/research
grade EEG device was a 24 channel Stat X24 also from Advanced Brain Monitoring. Twenty
electrodes on the head were monitored in this study. Extended EEG monitoring was
combined with the cognitive test for the patients and controls. Before or after the test,
15 min of EEG was monitored as the standard control. During the four tests: attention,
maze, memory and emotion, EEG was monitored simultaneously.

2.4. Clinical Lab Tests

For clinical tests, a maximum of 160 ml of blood was collected from each subject for
clinical tests. Blood samples were collected from all ME/CFS subjects when a research
team visited the subject’s home and performed the physical exam. Samples were collected
from all healthy control subjects during their visit to the clinic. Urine over 24-h and saliva
specimens were also collected from the subjects. To reduce the variability of the test results
across the study population, all samples were collected on the same day during the patient’s
appointment. The samples were shipped to routine and specialty clinical labs. All clinical
laboratories are CLIA approved.

The tests were chosen based on results from previous studies on ME/CFS (Table S1).
These included complete blood count with differential, comprehensive metabolic panel,
standard lipid panel, acylcarnitine profile, urinalysis of organic acids, hormones (in-
cluding cortisol, thyroid-stimulating hormone/thyroid hormones (TSH/T3/T4), follicle-
stimulating hormone and luteinizing hormone (FSH/LH), testosterone, estrogen, and
arginine vasopressin), vitamins (B7/biotin, B12/folate, D, methylmalonic acid), selected
chemistry analytes and disease biomarkers, lymphocyte subsets, and natural killer cell
function. Salivary cortisol monitoring was tested for each subject at four time points of the
day: 30 min after morning awakening, noon, afternoon, and night. All these tests were
performed by Quest Diagnostics (Secaucus, NJ, USA).

2.5. Tests of Antibodies and Antigens against Pathogens

Also performed were tests on antibodies and antigens against viral and bacterial
pathogens (Table S2). The tests of IgG and IgM antibodies against viruses were conducted
at Quest Diagnostics, which included Herpes simplex virus 1 and 2 (HSV1/2, HHV1/2),
Epstein-Barr Virus (EBV, HHV4), Cytomegalovirus (CMV, HHV5), Human Herpesvirus 6
and 7 (HHV6/7), and Primate Erythroparvovirus 1 (Parvovirus B19, B19).

Lyme disease antibody tests were performed at Quest Diagnostics, which included IgG
and IgM antibody tests and the Western blot [27,28]. For the Western blot, Borrelia burgdorferi
IgM was considered positive if two of the three bands were present; IgG was considered
positive if five of the 10 bands were present [27]. In addition, Ceres Nanotrap antigen tests
(Ceres Nanosciences, Manassas, VA, USA) were performed to detect Borrelia Outer surface
protein A (OspA) antigen [29]. Mycoplasma pneumoniae IgG and IgM antibodies were tested
by Quest Diagnostics. Bartonella tests were performed at Galaxy Diagnostics (Research
Triangle Park, NC, USA), which included a PCR test of Bartonella species of the whole blood,
serum and blood cultures at 8 days, 14 days, and 21 days. In addition, immunofluorescence
assay (IFA) was used for the IgG of Bartonella henselae and Bartonella quintana and results
with titers of ≥1:256 were considered to be positive for the analysis [30].
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The biological samples collected were also archived for further omics studies of genes,
proteins, metabolites, and microbes present in severely ill ME/CFS patients.

2.6. Data Analysis

To compare the quality of life and the patient-reported health status between SIPS pa-
tients and controls, Wilcoxon signed-rank test was used. To visualize the closeness/distance
of SF-36 among SIPS samples, general CFS, and other related medical conditions, tSNE was
utilized (implemented in the R package Rtsne) to project the SF-36 scores to two dimensions.

To quantify the severity and frequency of the 12 symptomatic categories in SIPS,
we operationally defined a burden score for each category that could summarize the
95 symptomatic measurements from all questionnaires. We first unified the ranges and
directions of the measurements. After the standardization, all the measurements ranged
from 0 to 1, and the higher value indicated the worsening of the symptom. Specifically, for
quantitative phenotypes, we used the formula x−min(x)/max(x)−min(x) to re-scale the
values of each measurement and reversed its direction if the average of healthy controls
was larger than the average of SIPS patients. For binary phenotypes where 1 indicated
having the symptoms, the values were weighted by the frequencies of the symptoms in the
patients. We calculated the burden score of each symptomatic category by averaging the
standardized measurements assigned to the category. The burden scores were visualized
with the R package heatmaply, and the individuals were hierarchically clustered by their
Euclidean distances.

For Fitbit measurements and cognitive test STEN (Standard Tens) scores, Student’s
t-test was performed to test if there was a significant difference between SIPS patients
and controls. One-sided Fisher’s exact test was performed to test if there is a significantly
higher number of patients with a clinically significant low STEN score for the four types of
cognitive abilities.

For each of the clinical tests, where the diverse raw values hardly followed a normal
distribution, we performed Box-Cox transformation to fit the values from health controls
into a normal distribution. A bootstrap t-test was also performed on the clinical tests to
generate the p-values, and FDRs were also calculated.

The prevalence of the symptoms remaining after six months in long COVID reported
in a recent study [31] was retrieved from the Appendix and Figure 11a of the article and
compared with the correspondent symptoms in the SIPS patients.

All the analyses and visualization were performed with the R program.

3. Results

Results include Patient-reported health status and symptoms (Section 3.1), Activity,
sleep monitoring, and cognitive tests (Section 3.2), Clinical laboratory testing (Section 3.3),
and Antigen and antibody tests against viral and bacterial pathogens (Section 3.4). All
results described below were based on data from the entire cohort unless otherwise in-
dicated. The data and results are available through a web-based data portal at https:
//endmecfs.stanford.edu.

3.1. Patient-Reported Health Status and Symptoms of the Severely Ill
3.1.1. Demographics and Quality of Life of the Patients

The demographics of the subjects of the study are shown in Table 1. In the SIPS
patients, the duration of the illness ranged from 2.4 years to 50 years, with a mean of
14.5 years. While all the patients were homebound, half of them required considerable
assistance and frequent medical care, and 35% were disabled and needed special care and
assistance, as indicated by the Karnofsky scale.

https://endmecfs.stanford.edu
https://endmecfs.stanford.edu
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Table 1. Demographics and quality of life of severe myalgic encephalomyelitis/chronic fatigue
syndrome (ME/CFS) patients and healthy controls.

Patients
(N = 20)

Controls
(N = 10) p-Value 1

Age (years; mean ± s.d.) 47.4 ± 11.6 46.8 ± 9.2 0.552
Sex (% female) 65.0% 60.0% 0.813
BMI (kg/m2; mean ± s.d.) 25.4 ± 6.8 22.0 ± 3.1 0.224
Duration of illness (years; mean ± s.d.) 14.5 ± 11.8 0.0 ± 0.0
Karnofsky Performance status index (%) <0.001

30: Severely disabled; hospital
admission is indicated, although death
is not imminent.

5.0% 0.0%

40: Disabled; requires special care
and assistance. 30.0% 0.0%

50: Require considerable assistance
and frequent medical care. 15.0% 0.0%

60: Require occasional assistance,
but is able to care for most personal
needs.

50.0% 0.0%

100. Normal; no complaints; no
evidence of disease. 0.0% 100.0%

Quality of life (SF-36 scores; mean ± s.d.)
PF: Physical functioning 13.3 ± 12.8 99.0 ± 2.1 <0.001
RP: Role limitations due to physical

health 1.9 ± 6.1 99.4 ± 2.0 <0.001

RE: Role limitations due to
emotional problems 55.0 ± 45.9 94.2 ± 9.7 0.037

VT: Vitality/Energy/Fatigue 12.8 ± 19.3 80.0 ± 14.7 <0.001
MH: Mental health/Emotional

well-being 56.0 ± 25.8 83.5 ± 16.0 0.005

SF: Social functioning 4.4 ± 12.4 92.5 ± 13.4 <0.001
BP: Body pain 33.4 ± 26.2 95.8 ± 7.6 <0.001
GH: General health 16.5 ± 7.3 83.5 ± 15.1 <0.001

1 Wilcoxon signed-rank test.

The SF-36 results showed that SIPS patients had significantly lower scores in com-
parison with healthy controls (Table 1 and Figure 1a). In particular, scores on physical
functioning (PF), role limitations due to physical health (RP), general health (GH), vi-
tality/energy/fatigue (VT), and social functioning (SF) were extremely low, with each
less than 20. As shown in Figure 1a, comparing to the scores of the general patients of
ME/CFS [32], each of these five scales was further lowered significantly in the SIPS patients.
This is also consistent with other published studies on the quality of life of ME/CFS. For
example, in the phase 3 trial of rituximab (RituxME), the average PF score was >30 for the
patients (35.2 ± 21.9 and 32.5 ± 19.1 for the treated and placebo groups, respectively) [33],
while in this study, the PF score was <15 in the severely ill patients (13.3 ± 12.8). Our
results suggested that severe illness had greatly reduced the quality of life of these severely
ill patients, even further than the general ME/CFS patient population.
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On the other hand, the role limitations due to emotional problems (RE) was much less
impacted, followed by mental health/emotional well-being (MH), in SIPS patients, which
appeared to be similar to general ME/CFS (Figure 1a).

We next compared the SF-36 scores of SIPS with that of other medical conditions in
the USA [34]. The results showed that the SF-36 scores of SIPS were well separated from
the general U.S. population as well as other medical conditions (Figure 1b). Compared
to other major diseases, the severely ill ME/CFS patients had lower scores in six of the
eight scales, except RE and MH (Figure S1a). In addition, among these medical conditions,
the quality-of-life scores of the SIPS patients were most positively correlated with Con-
gestive Heart Failure (r = 0.63) and most negatively correlated with Clinical depression
(r = −0.33) (Figure S1b).

3.1.2. Patient-Reported Health Status

Several sets of questionnaires were administered to evaluate the health status of the
patients. Five PROMIS instruments were utilized, which provided measures of physical,
mental, and social well–being from the patient perspective. As shown in Table 2, comparing
with the controls, the severely ill patients reported significant fatigue, sleep disturbance,
sleep-related impairment, the experience of pain (pain behavior), and interference of pain
on activities (pain interference).
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Table 2. Comparison of patient-reported health status between severe ME/CFS patients and
healthy controls.

Patients Controls p-Value 1

PROMIS Instruments (T-score; mean ± s.d.)
Fatigue 75.2 ± 5.9 41.8 ± 9.6 <0.001
Sleep disturbance 64.5 ± 7.5 39.7 ± 7.4 <0.001
Sleep-related impairment 65.4 ± 7.4 37.5 ± 8.4 <0.001
Pain interference 67.0 ± 10.1 44.5 ± 4.8 0.003
Pain behavior 60.6 ± 8.9 42.4 ± 11.5 0.004

Pittsburgh Sleep Quality Index (mean ± s.d.)
Sleep quality 2.1 ± 0.7 0.0 ± 0.0 <0.001
Sleep latency 2.1 ± 1.3 1.0 ± 0.8 0.093
Sleep duration 0.4 ± 0.8 0.3 ± 0.5 0.814
Habitual sleep efficiency 1.6 ± 1.3 0.0 ± 0.0 0.019
Sleep disturbances 1.9 ± 1.0 0.3 ± 0.5 0.009
Use of sleeping medications 2.2 ± 1.1 0.0 ± 0.0 <0.001
Daytime dysfunction 1.9 ± 1.3 0.8 ± 0.5 0.144
Global PSQI score 11.9 ± 3.4 2.3 ± 1.7 0.003

Restless Legs Syndrome (RLS; %)
Probable RLS 23.5% (4/17) 0.0% (0/4)

1 Wilcoxon signed-rank test.

Similarly, the analysis of the results of the Pittsburg Sleep Quality Index (PSQI) showed
significantly lower sleep quality, more sleep disturbances, and worse Global PSQI in the
patients compared to the controls. In addition, 4 of the patients (20%) had probable Restless
Leg Syndrome (RLS).

3.1.3. Evaluation of the Common Symptoms in the Patients

Data on specific symptoms known to be correlated with ME/CFS [1,15] were obtained
using a standardized questionnaire. The results are shown in Figure S2a, indicating whether
a patient or a control had a particular impairment or the degree of the impairment. Figure
S2b shows a hierarchical clustering of these symptoms between the patients, where symp-
toms related to sleep disturbance and symptoms related to pain clustered together. These
individual symptoms were then grouped into 12 symptomatic categories, which were men-
tioned in the IOM and ICC descriptions of ME/CFS. One of the extremely ill patients was
not able to complete the questionnaire and was not included in the downstream analysis.

As shown in Figure 2a, all the patients had fatigue, sleep disturbance, and post-
exertional malaise, and had either cognitive impairment (19/19 or 100%) or orthostatic
intolerance (15/19 or 79%), or both. Therefore, all the patients met the IOM ME/CFS
diagnosis criteria. Additional symptoms include pain, neurosensory disturbance, flu-like
symptoms and/or susceptibility to viral infections, gastrointestinal tract impairments,
Genitourinary impairment, and Respiratory impairment. Notably, 100% of the patients
(19/19) suffer from the presence of significant pain and 89% (17/19) had sensitivity to light,
noise, vibration, odor, taste, and touch (Figure S2a).

We next looked at the top 3 most troublesome symptoms of the severe patients
(Figure 2b). The symptoms reported by the patients were fatigue (85%), pain (65%),
cognitive impairment (50%), orthostatic intolerance (45%), sleep disturbance (35%), post-
exertional malaise (30%), neurosensory disturbance (30%), GI tract impairment (30%), flu-
like symptoms (15%), and loss of thermostatic stability (5%). Fatigue and post-exertional
malaise were ranked most commonly as the top troublesome symptom by 50% and 20% of
the patients, respectively.
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3.2. Activity, Sleep Monitoring, and Cognitive Tests of the Severe ME/CFS Patients

The severely ill patients in the study were homebound and spending more than 14 h
per day sedentary and in a reclined position as reported by the patient or caregiver. To
objectively monitor the physical activities of the severely ill patients, patients were provided
with a FitBit device. The median daily steps taken by the SIPS patients was 912, which was
significantly lower than that of the healthy controls as well as the reported values from
previous studies of the U.S. population [35,36], and similar results were seen on the daily
distance, the number of floors taken, and calories burned. These results confirmed that the
mobility of the patients was severely limited by the disease.

Sleep-related problems, such as insomnia, sleep disturbances, and unrefreshing sleep,
are among the core symptoms of ME/CFS [37,38]. Overnight sleep of the patients was
monitored by a non-invasive Sleep Profiler (Advanced Brain Monitoring). Sleep time and
efficiency, sleep architecture, latencies, and continuity, snoring, and cardio were reviewed
by the study staff and analyzed comparing with the established normative ranges [23].
Five parameters were identified in the sleep profile where in more than 50% of the patients,
the measurements were consistently out of the normal range, that is, either exclusively
below the lower limit or above the higher limit of the normal range. Figure 3a shows
these five parameters and the percentages of patients whose parameters fell out of the
normal ranges. Among the severely ill patients, 75% had an abnormally higher number
of awakenings (Awakening/hr ≥ 30 s), 65% had abnormally longer wake time after sleep
onset (Wake after Sleep Onset), and 50% had sleep efficiency (Sleep Efficiency) below the
normal range. Further, the EEG profile revealed that in 70% of the patients, the percentages
of Stage R (REM) were below the normal range, and conversely, in 90% of the patients, the
percentages of Stage N1 were above the normal range. The observed high percentages of
Stage N1 and low percentages of Stage R were consistent with the frequent awakenings
during the sleep observed in these patients [39].

Cognitive abnormalities are prevalent in ME/CFS, which include poor attention and
concentration, slow information processing, and impaired memory registration and con-
solidation [40–42]. The cognitive performance of the patients and controls was evaluated
using WebNeuro Tests (Brain Resource Group). Four types of cognitive abilities—attention,
maze, memory, and identifying emotions—were evaluated and compared with established
normal ranges [43]. When comparing the patients with controls, the most significant dif-
ference is the higher number of the SIPS patients who had issues in identifying emotions,
where their scores were outside of the normal range (94% of the patients vs. 40% of the
controls, p = 0.005). In particular, the reaction time of the patients was significantly longer
than that of the controls for both happiness and anger (p = 0.015 and 0.007, respectively).
In addition, the patients showed more attention problems than the controls (81% of the
patients vs. 40% of the controls, p = 0.043). In contrast, the SIPS patients did not show a
significant difference in the scores for memory and maze. Similarly, we did not identify any
consistent difference between the patients and the controls in the EEG signal monitored
taken during the cognitive tests, which potentially were due to the heterogeneity in the
data acquired.
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Figure 3. Sleep Monitoring and Cognitive Tests of the Severe ME/CFS Patients. (a) Five parameters in the overnight
monitoring by Sleep Profiler where the values in ≥50% of the patients were consistently out of the normal ranges. These
include lower sleep efficiency, more frequent awakenings per hour (>30 s), longer time of wake after sleep onset, a higher
percentage of Stage N1, and a lower percentage of Stage R (REM). (b) Comparison between the patients and controls in each
of the four sections of cognitive tests. The Y-axis represents the percentage of subjects that were identified as severe/deficit
impairment. The patients compared with the controls showed significantly more problems in identifying emotions (94%
of the patients vs. 40% of the controls, p = 0.005), as well as more attention problems (81% of the patients vs. 40% of the
controls, p = 0.046).

3.3. Results of Clinical Laboratory Testing

To systematically evaluate whether clinically recognized biomarkers show the differ-
ence between severe ME/CFS and healthy controls, an extensive set of clinical laboratory
tests were performed on the blood, urine, and saliva samples in this study.

The most significant difference between severe ME/CFS and the controls came from
the 4-point salivary cortisol levels, which were tested upon wakening, at noon, afternoon,
and night. In healthy individuals, the cortisol level increases upon wakening and steadily
decreases throughout the day. As shown in Figure 4a, the severe patients showed signifi-
cantly lower salivary cortisol concentrations in the morning, where the median levels were
0.20 mcg/dL and 0.45 mcg/dL in the patients and controls, respectively (p = 0.002). In
addition, there was a significant reduction of the decrease in the cortisol level over the day
in the patients compared to the controls: the mean coefficient (slope) of the cortisol level
(in log scale) over time (in hours) was −0.059 in the patients and −0.156 in the controls
(p = 0.003).
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Figure 4b–d show additional results significantly different between the severely ill
patients and the controls (FDR < 0.1). These include a higher level of cholesterol/HDL
ratio (b), lower level of albumin (c), and lower total bilirubin (d) in the blood of the patients
than of the controls. On the other hand, no significant differences were observed in the
rest of the lab tests, including CBC with DIFF/PLT, Lymphocyte Subsets, Natural Killer
Cell function, Comprehensive Metabolic Panel, Standard Lipid Panel, Acylcarnitine Profile,
Urinalysis of organic acids, hormones (TSH/T3/T4, FSH/LH, testosterone, estrogen, AVP)),
vitamins (B7/biotin, B12/folate, D, Methylmalonic Acid), and selected chemistry analytes
and disease biomarkers. The results are shown in Table S1.

3.4. Tests on Antigens and Antibodies against Viral and Bacterial Pathogens

Since ME/CFS patients often report symptoms started with a viral infection, we tested
in the patients and the controls antibodies and antigens of a set of common pathogens.
These included IgG and IgM antibodies against human herpesvirus 6 and 7 (HHV-6/7),
herpes simplex virus 1 and 2 (HSV-1/2 or HHV-1/2), Epstein-Barr virus (EBV or HHV-
4), Cytomegalovirus (CMV or HHV-5), and parvovirus B19. In addition, tests were per-
formed to detect antigens and antibodies of Borrelia burgdorferi, Bartonella species, and
Mycoplasma pneumoniae.

As shown in Table 3, there was no significant difference detected between the severely
ill patients and the healthy controls in the tests performed. The percentages of samples
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identified as positive in each test were similar for each of the antibody and antigen tests of
viral and bacterial pathogens. More detailed information can be found in Table S2.

Table 3. Tests on antibodies and antigens.

Viruses-Antibody Tests Patients
Positive/Total

Controls
Positive/Total p-Value 1

Cytomegalovirus (IgG) 9/18 4/9 1
Cytomegalovirus (IgM) 1/18 0/9 1
Parvovirus B19 (IgG) 14/18 6/9 0.653
Parvovirus B19 (IgM) 0/18 0/9 1

Epstein-Barr Virus Early Antigen D (IgG) 2/18 2/9 0.582
Epstein-Barr Virus Viral Capsid Antigen

(IgM) 0/18 0/9 1

Epstein-Barr Virus Viral Capsid Antigen
(IgG) 17/18 9/9 1

Epstein-Barr Virus Nuclear Antigen (IgG) 16/19 8/8 0.532
Herpesvirus 6 (IgG) 19/19 9/9 1
Herpesvirus 6 (IgM) 1/18 0/9 1
Herpesvirus 7 (IgG) 0/19 0/9 1
Herpesvirus 7 (IgM) 0/18 0/9 1

Herpes Simplex Virus 1 (IgG) 6/18 2/9 0.676
Herpes Simplex Virus 2 (IgG) 6/18 1/9 0.363

Herpes Simplex Virus 1/2 (IgM) 2/18 1/9 1

Bacteria-Antigen and Antibody Tests Positive/Total Positive/Total p-Value 1

Borrelia-Ceres Nanotrap Lyme Antigen
Test 2/18 1/10 1

Lyme Disease Ab with Reflex to Blot (IgG) 0/18 0/9 1
Lyme Disease Ab with Reflex to Blot (IgM) 0/18 0/9 1

Borrelia burgdorferi (IgG) 0/18 0/9 1
Borrelia burgdorferi (IgM) 0/18 0/9 1

Mycoplasma pneumoniae (IgG) 13/18 6/7 0.637
Mycoplasma pneumoniae (IgM) 1/19 0/9 1

Bartonella DNA-(Blood, Serum, and
Culture) 0/20 0/9 1

Bartonella henselae (IgG) 18/20 8/9 1
Bartonella quintana (IgG) 17/20 7/9 0.633

Immunoglobulin G Subclasses Panel Low/Total Low/Total p-Value 1

Immunoglobulin G, subclass 1 1/19 0/9 1
Immunoglobulin G, subclass 2 0/19 2/9 0.095
Immunoglobulin G, subclass 3 3/19 0/9 0.530
Immunoglobulin G, subclass 4 1/19 2/9 0.234

Immunoglobulin G, serum 0/19 0/9 1
1 Fisher’s exact test.

IgM antibodies against the common viruses were either not detected or detected
positive in very few of the patients and the controls at the same percentage. These include
HHV-6 (1/18 in patients vs. 0/9 in controls), EBV (0/18 in patients vs. 0/9 in controls),
B19 (0/18 in patients vs. 0/9 in controls), CMV (1/18 in patients vs. 0/9 in controls), and
HSV-1/2 (2/17 in patients vs. 1/9 in controls). On the other hand, IgG antibodies were
detected in large percentages of both the patients and the controls for these viruses, which
included, in patients vs. in controls, HHV-6 (19/19 vs. 9/9), EBV (VCA: 17/18 vs. 9/9, and
EBNA: 16/19 vs. 8/8), parvovirus B19 (14/18 vs. 6/9), CMV (9/18 vs. 4/9), and HSV-1
and HSV-2 (6/18 vs. 2/9 and 6/18 vs. 1/9, respectively).

Similarly, few bacterial antigen or IgM tests were positive in patients (0/18 for Borrelia
burgdorferi IgM, 2/18 for Borrelia OspA, 1/19 for Mycoplasma pneumoniae IgM, and 0/20 for
PCR of Bartonella DNA in blood, serum, and culture) without any significant difference
comparing to the results of the controls (0/9 for Borrelia burgdorferi IgM, 1/10 for Borrelia
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OspA, 0/10 for Mycoplasma pneumoniae IgM, and 0/9 for PCR of Bartonella Species in Blood,
Serum, and Culture). In the same samples, IgG antibodies were detected at the same rate in
patients vs. in controls (0/18 vs. 0/9 for Borrelia Burgdorferi, 13/18 vs. 6/7 for Mycoplasma
Pneumoniae, 11/20 vs. 4/9 for Bartonella Henselae, and 7/20 vs. 4/9 for Bartonella Quintana).

4. Discussion

ME/CFS significantly reduces the quality of life of patients [6,44–46], and the severe
cases studied here present a picture of a systematically debilitating disease. Severely af-
fected patients who were homebound and mostly bedbound suffer from a greater reduction
of their quality of life compared to other major chronic diseases as well as the general
ME/CFS population. While physical functioning, energy/fatigue, and related functioning
were extremely low in these patients, emotional well-being was clearly less impacted-a
clear distinction from the frequent misdiagnosis of clinical depression in these patients.

The SIPS patients had all the core symptoms in the IOM criteria [1] and other symp-
toms such as pain and neurosensory disturbance, consistent with previous reports [1,11,12].
The most troublesome symptoms were fatigue (85%), pain (65%), cognitive impairment
(50%), orthostatic intolerance (45%), sleep disturbance (35%), post-exertional malaise (30%),
neurosensory disturbance (30%), GI tract impairment (30%). Pharmacological and non-
pharmacological approaches to the relief of these symptoms could help individual patients
manage this disease, since there are no treatments currently approved for ME/CFS [47,48].

Sleep disorders and cognitive impairments are core symptoms of ME/CFS [37,38,40–42].
Non-invasive sleep monitoring revealed that the majority of the severely ill patients had an
abnormally high number of awakenings, abnormally long wake time after sleep onset, and
sleep efficiency below the normal range, which are consistent with the high percentages
of Stage N1 and low percentages of Stage R (REM) observed in their EEG profiles [39].
Cognitive tests showed significant differences in the severely ill patients in identifying
emotions and having attention problems, while there was no difference in the maze and
memory tests between the patients and the controls. Impairment of divided attention
has been reported previously in ME/CFS patients [40,49], and our results are consistent
with the hypothesis that the difficulty in divided attention may contribute significantly to
the cognitive problems in ME/CFS. Further studies using sophisticated methodologies
are essential to better characterize and understand the sleep and cognitive disorders in
ME/CFS.

Currently, there is no diagnostic test for ME/CFS, and laboratory tests are primarily
used in differential diagnosis to identify alternative conditions and comorbidities [14,47,50].
Here we evaluated an extensive set of clinical lab tests in blood, urine, and saliva samples.
Between the severely ill patients and the controls, the most significant difference observed
was lower salivary cortisol concentrations in the morning and the flattening of the daily
cortisol profile in the patients, consistent with previously reported observations of the
alterations in diurnal salivary cortisol rhythm in ME/CFS [51,52]. Other tests conducted did
not show noticeable significance. While we did not perform all the recommended testing by
the US ME/CFS Clinician Coalition [4,50], these lab results re-confirm the limitations of the
standard laboratory test battery in ME/CFS and highlight the urgent need of developing
new diagnostic tests for the disease [1,14]. For instance, lower-than-normal circulating
blood volume could be associated with orthostatic intolerance seen in the severely ill
patients, which would be worthwhile measuring [53].

Previous studies showed that in many ME/CFS patients, the ‘sudden onset’ of the dis-
ease appears to be a viral infection [2,5,54,55]. Therefore, we tested antibodies and antigens
of a set of common viral and bacterial pathogens. The results showed no evidence for acute
infections by the tested pathogens in the patients, while as expected, large percentages
of both the patients and the controls had been exposed to some of these common viral or
bacterial pathogens. Enteroviruses were proposed as a cause of ME/CFS [56,57] but were
not tested in this study. Also, it is worth noting that certain pathogens are neurotropic and
evidence of central nervous system (CNS) infection is not always revealed by serologic
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studies of blood. Further analysis of autoantibodies and detections of pathogens (e.g., by
sequencing) in the relevant tissues, such as in the cerebrospinal fluid (CSF), will likely
provide new insights into the link between pathogen exposure and ME/CFS.

The biological samples collected on the severely ill patients and the healthy con-
trols are being further analyzed in multiple omics studies to identify signatures in genes,
proteins, metabolites, heavy metals, and microbes of severe ME/CFS and the associated
clinical symptoms.

Post-COVID conditions (long COVID, Post-Acute Sequelae of SARS-CoV-2 infection
(PASC)), are affecting an increasingly large number of people worldwide, where patients
suffer from prolonged fatigue and other symptoms [58–60]. A recent study [31] of 3762
confirmed or suspected COVID patients from 56 countries showed that the time to recovery
in most patients exceeded 7 months, where the majority of the patients had multiple
symptoms related to ME/CFS. Therefore, we compared the frequencies of the symptoms
remaining after six months in the long COVID patients with those of the severely ill
ME/CFS patients, and the results showed a striking similarity (Figure 5). This underscores
the value of research to understand the mechanisms of ME/CFS for efforts to treat and
prevent long COVID and other debilitating postviral conditions, which together affect
millions in the United States alone [14,61].

Healthcare 2021, 9, x FOR PEER REVIEW 15 of 19 
 

 

Previous studies showed that in many ME/CFS patients, the ‘sudden onset’ of the 
disease appears to be a viral infection [2,5,54,55]. Therefore, we tested antibodies and an-
tigens of a set of common viral and bacterial pathogens. The results showed no evidence 
for acute infections by the tested pathogens in the patients, while as expected, large per-
centages of both the patients and the controls had been exposed to some of these common 
viral or bacterial pathogens. Enteroviruses were proposed as a cause of ME/CFS [56,57] 
but were not tested in this study. Also, it is worth noting that certain pathogens are neu-
rotropic and evidence of central nervous system (CNS) infection is not always revealed 
by serologic studies of blood. Further analysis of autoantibodies and detections of patho-
gens (e.g., by sequencing) in the relevant tissues, such as in the cerebrospinal fluid (CSF), 
will likely provide new insights into the link between pathogen exposure and ME/CFS. 

The biological samples collected on the severely ill patients and the healthy controls 
are being further analyzed in multiple omics studies to identify signatures in genes, pro-
teins, metabolites, heavy metals, and microbes of severe ME/CFS and the associated clin-
ical symptoms. 

Post-COVID conditions (long COVID, Post-Acute Sequelae of SARS-CoV-2 infection 
(PASC)), are affecting an increasingly large number of people worldwide, where patients 
suffer from prolonged fatigue and other symptoms [58–60]. A recent study [31] of 3762 
confirmed or suspected COVID patients from 56 countries showed that the time to recov-
ery in most patients exceeded 7 months, where the majority of the patients had multiple 
symptoms related to ME/CFS. Therefore, we compared the frequencies of the symptoms 
remaining after six months in the long COVID patients with those of the severely ill 
ME/CFS patients, and the results showed a striking similarity (Figure 5). This underscores 
the value of research to understand the mechanisms of ME/CFS for efforts to treat and 
prevent long COVID and other debilitating postviral conditions, which together affect 
millions in the United States alone [14,61]. 

 
Figure 5. Comparison of the symptoms reported in the long COVID patients after 6 months with 
those in the severely ill ME/CFS patients. The symptoms are ranked based on the frequencies re-
ported in the long COVID patients. The frequencies of these symptoms in the severely ill ME/CFS 
are similar to those reported in the long COVID. 

Figure 5. Comparison of the symptoms reported in the long COVID patients after 6 months with those in the severely ill
ME/CFS patients. The symptoms are ranked based on the frequencies reported in the long COVID patients. The frequencies
of these symptoms in the severely ill ME/CFS are similar to those reported in the long COVID.

Supplementary Materials: The following are available online at https://www.mdpi.com/article/10
.3390/healthcare9101290/s1, Figure S1: Comparison of the Quality of Life of Severely Ill ME/CFS
and Other Major Diseases, Figure S2: Similarities and Differences in Clinical Symptoms across 20
SIPS Patients. Table S1: List of Clinical Laboratory Tests. Table S2: List of Antibody and Antigen
Tests of Viral and Bacterial Pathogens.

Author Contributions: Conceptualization, R.W.D., A.M.K. and W.X.; methodology, R.W.D., A.M.K.,
D.K., W.X.; investigation, A.M.K., D.K., C.-J.C., L.-Y.H., R.S.A., A.M.C., J.W., W.X.; analysis, C.-J.C.,
L.-Y.H., P.L., W.X.; data resources, C.-J.C., L.-Y.H., W.X.; writing, C.-J.C., L.-Y.H., R.S.A., W.X., R.W.D.;

https://www.mdpi.com/article/10.3390/healthcare9101290/s1
https://www.mdpi.com/article/10.3390/healthcare9101290/s1


Healthcare 2021, 9, 1290 17 of 19

project administration, R.W.D., A.M.K., L.T., R.S.A., W.X.; funding acquisition, R.W.D., L.T. All
authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by Open Medicine Foundation, and received no other exter-
nal funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Western Institutional Review Board (protocol code
20152676 and 02/10/2016).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Deidentified data and results are available through a web-based data
portal at https://endmecfs.stanford.edu.

Acknowledgments: We would also like to express our sincere gratitude to each of the severely ill
patients who participated in this study. We are grateful to the Open Medicine Foundation and their
generous donors for funding this research as part of the End ME/CFS Project.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.

References
1. Committee on the Diagnostic Criteria for Myalgic Encephalomyelitis/Chronic Fatigue Syndrome; Board on the Health of Select

Populations; Institute of Medicine. Beyond Myalgic Encephalomyelitis/Chronic Fatigue Syndrome: Redefining an Illness; The National
Academies Collection: Reports Funded by National Institutes of Health; National Academies Press (US): Washington, DC, USA,
2015; ISBN 978-0-309-31689-7.

2. Cortes Rivera, M.; Mastronardi, C.; Silva-Aldana, C.T.; Arcos-Burgos, M.; Lidbury, B.A. Myalgic Encephalomyelitis/Chronic
Fatigue Syndrome: A Comprehensive Review. Diagnostics 2019, 9, 91. [CrossRef]

3. Valdez, A.R.; Hancock, E.E.; Adebayo, S.; Kiernicki, D.J.; Proskauer, D.; Attewell, J.R.; Bateman, L.; DeMaria, A.; Lapp, C.W.;
Rowe, P.C.; et al. Estimating Prevalence, Demographics, and Costs of ME/CFS Using Large Scale Medical Claims Data and
Machine Learning. Front. Pediatr. 2018, 6, 412. [CrossRef] [PubMed]

4. Bateman, L.; Bested, A.C.; Bonilla, H.F.; Chheda, B.V.; Chu, L.; Curtin, J.M.; Dempsey, T.T.; Dimmock, M.E.; Dowell, T.G.;
Felsenstein, D.; et al. Myalgic Encephalomyelitis/Chronic Fatigue Syndrome: Essentials of Diagnosis and Management. In Mayo
Clinic Proceedings; Elsevier: Amsterdam, The Netherlands, 2021. [CrossRef]

5. Rasa, S.; Nora-Krukle, Z.; Henning, N.; Eliassen, E.; Shikova, E.; Harrer, T.; Scheibenbogen, C.; Murovska, M.; Prusty, B.K.;
European Network on ME/CFS (EUROMENE). Chronic Viral Infections in Myalgic Encephalomyelitis/Chronic Fatigue Syndrome
(ME/CFS). J. Transl. Med. 2018, 16, 268. [CrossRef]

6. Falk Hvidberg, M.; Brinth, L.S.; Olesen, A.V.; Petersen, K.D.; Ehlers, L. The Health-Related Quality of Life for Patients with
Myalgic Encephalomyelitis/Chronic Fatigue Syndrome (ME/CFS). PLoS ONE 2015, 10, e0132421. [CrossRef]

7. Bombardier, C.H.; Buchwald, D. Outcome and Prognosis of Patients with Chronic Fatigue vs Chronic Fatigue Syndrome. Arch.
Intern. Med. 1995, 155, 2105–2110. [CrossRef]

8. Wilson, A.; Hickie, I.; Lloyd, A.; Hadzi-Pavlovic, D.; Boughton, C.; Dwyer, J.; Wakefield, D. Longitudinal Study of Outcome of
Chronic Fatigue Syndrome. BMJ 1994, 308, 756–759. [CrossRef]

9. Fennell, P.A.; Jason, L.A.; Klein, S.M. Capturing the Different Phases of the CFS Illness. CFIDS Chron. 1998, 11, 13–16.
10. Pendergrast, T.; Brown, A.; Sunnquist, M.; Jantke, R.; Newton, J.L.; Strand, E.B.; Jason, L.A. Housebound versus Nonhousebound

Patients with Myalgic Encephalomyelitis and Chronic Fatigue Syndrome. Chronic Illn. 2016, 12, 292–307. [CrossRef]
11. Wiborg, J.F.; van der Werf, S.; Prins, J.B.; Bleijenberg, G. Being Homebound with Chronic Fatigue Syndrome: A Multidimensional

Comparison with Outpatients. Psychiatry Res. 2010, 177, 246–249. [CrossRef]
12. Centers for Disease Control and Prevention; National Center for Emerging and Zoonotic Infectious Diseases (NCEZID); Division

of High-Consequence Pathogens and Pathology (DHCPP). Severely Affected Patients|Clinical Care of Patients|Healthcare
Providers|Myalgic Encephalomyelitis/Chronic Fatigue Syndrome (ME/CFS)|CDC. Available online: https://www.cdc.gov/
me-cfs/healthcare-providers/clinical-care-patients-mecfs/severely-affected-patients.html (accessed on 22 August 2021).

13. Dafoe, W. Extremely Severe ME/CFS-A Personal Account. Healthc. Basel Switz. 2021, 9, 504. [CrossRef]
14. Komaroff, A.L. Myalgic Encephalomyelitis/Chronic Fatigue Syndrome: When Suffering Is Multiplied. Healthcare 2021, 9, 919.

[CrossRef]
15. Carruthers, B.M.; van de Sande, M.I.; De Meirleir, K.L.; Klimas, N.G.; Broderick, G.; Mitchell, T.; Staines, D.; Powles, A.C.P.;

Speight, N.; Vallings, R.; et al. Myalgic Encephalomyelitis: International Consensus Criteria. J. Intern. Med. 2011, 270, 327–338.
[CrossRef] [PubMed]

16. Ware, J.E.; New England Medical Center Hospital; Health Institute. SF-36 Physical and Mental Health Summary Scales: A User’s
Manual; Health Institute, New England Medical Center: Boston, MA, USA, 1994.

https://endmecfs.stanford.edu
http://doi.org/10.3390/diagnostics9030091
http://doi.org/10.3389/fped.2018.00412
http://www.ncbi.nlm.nih.gov/pubmed/30671425
http://doi.org/10.1016/j.mayocp.2021.07.004
http://doi.org/10.1186/s12967-018-1644-y
http://doi.org/10.1371/journal.pone.0132421
http://doi.org/10.1001/archinte.1995.00430190101014
http://doi.org/10.1136/bmj.308.6931.756
http://doi.org/10.1177/1742395316644770
http://doi.org/10.1016/j.psychres.2010.02.010
https://www.cdc.gov/me-cfs/healthcare-providers/clinical-care-patients-mecfs/severely-affected-patients.html
https://www.cdc.gov/me-cfs/healthcare-providers/clinical-care-patients-mecfs/severely-affected-patients.html
http://doi.org/10.3390/healthcare9050504
http://doi.org/10.3390/healthcare9070919
http://doi.org/10.1111/j.1365-2796.2011.02428.x
http://www.ncbi.nlm.nih.gov/pubmed/21777306


Healthcare 2021, 9, 1290 18 of 19

17. Karnofsky, D.A.; Abelmann, W.H.; Craver, L.F.; Burchenal, J.H. The Use of the Nitrogen Mustards in the Palliative Treatment of
Carcinoma. With Particular Reference to Bronchogenic Carcinoma. Cancer 1948, 1, 634–656. [CrossRef]

18. PROMIS: Patient-Reported Outcomes Measurement Information System—Home Page. Available online: https://commonfund.
nih.gov/promis/index (accessed on 27 April 2021).

19. Cella, D.; Yount, S.; Rothrock, N.; Gershon, R.; Cook, K.; Reeve, B.; Ader, D.; Fries, J.F.; Bruce, B.; Rose, M.; et al. The Patient-
Reported Outcomes Measurement Information System (PROMIS): Progress of an NIH Roadmap Cooperative Group during Its
First Two Years. Med. Care 2007, 45, S3–S11. [CrossRef]

20. Buysse, D.J.; Reynolds, C.F.; Monk, T.H.; Berman, S.R.; Kupfer, D.J. The Pittsburgh Sleep Quality Index: A New Instrument for
Psychiatric Practice and Research. Psychiatry Res. 1989, 28, 193–213. [CrossRef]

21. Spencer, B.R.; Kleinman, S.; Wright, D.J.; Glynn, S.A.; Rye, D.B.; Kiss, J.E.; Mast, A.E.; Cable, R.G.; REDS-II RISE Analysis Group.
Restless Legs Syndrome, Pica, and Iron Status in Blood Donors. Transfusion (Paris) 2013, 53, 1645–1652. [CrossRef]

22. Finan, P.H.; Richards, J.M.; Gamaldo, C.E.; Han, D.; Leoutsakos, J.M.; Salas, R.; Irwin, M.R.; Smith, M.T. Validation of a Wireless,
Self-Application, Ambulatory Electroencephalographic Sleep Monitoring Device in Healthy Volunteers. J. Clin. Sleep Med. 2016,
12, 1443–1451. [CrossRef] [PubMed]

23. Walsleben, J.A.; Kapur, V.K.; Newman, A.B.; Shahar, E.; Bootzin, R.R.; Rosenberg, C.E.; O’Connor, G.; Nieto, F.J. Sleep and
Reported Daytime Sleepiness in Normal Subjects: The Sleep Heart Health Study. Sleep 2004, 27, 293–298. [CrossRef]

24. Levendowski, D.J.; Ferini-Strambi, L.; Gamaldo, C.; Cetel, M.; Rosenberg, R.; Westbrook, P.R. The Accuracy, Night-to-Night
Variability, and Stability of Frontopolar Sleep Electroencephalography Biomarkers. J. Clin. Sleep Med. 2017, 13, 791–803. [CrossRef]
[PubMed]

25. Silverstein, S.M.; Berten, S.; Olson, P.; Paul, R.; Willams, L.M.; Cooper, N.; Gordon, E. Development and Validation of a
World-Wide-Web-Based Neurocognitive Assessment Battery: WebNeuro. Behav. Res. Methods 2007, 39, 940–949. [CrossRef]

26. Gordon, E.; Cooper, N.; Rennie, C.; Hermens, D.; Williams, L.M. Integrative Neuroscience: The Role of a Standardized Database.
Clin. EEG Neurosci. 2005, 36, 64–75. [CrossRef]

27. Centers for Disease Control and Prevention (CDC). Recommendations for Test Performance and Interpretation from the Second
National Conference on Serologic Diagnosis of Lyme Disease. MMWR Morb. Mortal. Wkly. Rep. 1995, 44, 590–591.

28. Mead, P.; Petersen, J.; Hinckley, A. Updated CDC Recommendation for Serologic Diagnosis of Lyme Disease. MMWR Morb.
Mortal. Wkly. Rep. 2019, 68, 703. [CrossRef] [PubMed]

29. Magni, R.; Espina, B.H.; Shah, K.; Lepene, B.; Mayuga, C.; Douglas, T.A.; Espina, V.; Rucker, S.; Dunlap, R.; Petricoin, E.F.I.; et al.
Application of Nanotrap Technology for High Sensitivity Measurement of Urinary Outer Surface Protein A Carboxyl-Terminus
Domain in Early Stage Lyme Borreliosis. J. Transl. Med. 2015, 13, 346. [CrossRef] [PubMed]

30. Theel, E.S.; Ross, T. Seasonality of Bartonella Henselae IgM and IgG Antibody Positivity Rates. J. Clin. Microbiol. 2019, 57,
e01263-19. [CrossRef]

31. Davis, H.E.; Assaf, G.S.; McCorkell, L.; Wei, H.; Low, R.J.; Re’em, Y.; Redfield, S.; Austin, J.P.; Akrami, A. Characterizing Long
COVID in an International Cohort: 7 Months of Symptoms and Their Impact. EClinicalMedicine 2021, 101019. [CrossRef]

32. Rajeevan, M.S.; Dimulescu, I.; Murray, J.; Falkenberg, V.R.; Unger, E.R. Pathway-Focused Genetic Evaluation of Immune and
Inflammation Related Genes with Chronic Fatigue Syndrome. Hum. Immunol. 2015, 76, 553–560. [CrossRef] [PubMed]

33. Fluge, Ø.; Rekeland, I.G.; Lien, K.; Thürmer, H.; Borchgrevink, P.C.; Schäfer, C.; Sørland, K.; Aßmus, J.; Ktoridou-Valen, I.; Herder,
I.; et al. B-Lymphocyte Depletion in Patients With Myalgic Encephalomyelitis/Chronic Fatigue Syndrome: A Randomized,
Double-Blind, Placebo-Controlled Trial. Ann. Intern. Med. 2019, 170, 585–593. [CrossRef]

34. Ware, J.E.; Snow, K.K.; Kosinski, M.; Gandek, B. SF-36 Health Survey: MANUAL and Interpretation Guide; Health Institute, New
England Medical Center: Boston, MA, USA, 1993.

35. Tudor-Locke, C.E.; Myers, A.M. Methodological Considerations for Researchers and Practitioners Using Pedometers to Measure
Physical (Ambulatory) Activity. Res. Q. Exerc. Sport 2001, 72, 1–12. [CrossRef]

36. Whitt, M.C.; DuBose, K.D.; Ainsworth, B.E.; Tudor-Locke, C. Walking Patterns in a Sample of African American, Native American,
and Caucasian Women: The Cross-Cultural Activity Participation Study. Health Educ. Behav. Off. Publ. Soc. Public Health Educ.
2004, 31, 45S–56S. [CrossRef]

37. Jackson, M.L.; Bruck, D. Sleep Abnormalities in Chronic Fatigue Syndrome/Myalgic Encephalomyelitis: A Review. J. Clin. Sleep
Med. 2012, 8, 719–728. [CrossRef]

38. Gotts, Z.M.; Newton, J.L.; Ellis, J.G.; Deary, V. The Experience of Sleep in Chronic Fatigue Syndrome: A Qualitative Interview
Study with Patients. Br. J. Health Psychol. 2016, 21, 71–92. [CrossRef]

39. Shrivastava, D.; Jung, S.; Saadat, M.; Sirohi, R.; Crewson, K. How to Interpret the Results of a Sleep Study. J. Community Hosp.
Intern. Med. Perspect. 2014, 4, 1–4. [CrossRef]

40. Teodoro, T.; Edwards, M.J.; Isaacs, J.D. A Unifying Theory for Cognitive Abnormalities in Functional Neurological Disorders,
Fibromyalgia and Chronic Fatigue Syndrome: Systematic Review. J. Neurol. Neurosurg. Psychiatry 2018, 89, 1308–1319. [CrossRef]

41. Michiels, V.; de Gucht, V.; Cluydts, R.; Fischler, B. Attention and Information Processing Efficiency in Patients with Chronic
Fatigue Syndrome. J. Clin. Exp. Neuropsychol. 1999, 21, 709–729. [CrossRef]

42. Schmaling, K.B.; Betterton, K.L. Neurocognitive Complaints and Functional Status among Patients with Chronic Fatigue
Syndrome and Fibromyalgia. Qual. Life Res. 2016, 25, 1257–1263. [CrossRef]

43. OptumHealth; Brain Resource Company. WebNeuro User Manual; Brain Resource Company (BRC): San Francisco, CA, USA, 2008.

http://doi.org/10.1002/1097-0142(194811)1:4&lt;634::AID-CNCR2820010410&gt;3.0.CO;2-L
https://commonfund.nih.gov/promis/index
https://commonfund.nih.gov/promis/index
http://doi.org/10.1097/01.mlr.0000258615.42478.55
http://doi.org/10.1016/0165-1781(89)90047-4
http://doi.org/10.1111/trf.12260
http://doi.org/10.5664/jcsm.6262
http://www.ncbi.nlm.nih.gov/pubmed/27707438
http://doi.org/10.1093/sleep/27.2.293
http://doi.org/10.5664/jcsm.6618
http://www.ncbi.nlm.nih.gov/pubmed/28454598
http://doi.org/10.3758/BF03192989
http://doi.org/10.1177/155005940503600205
http://doi.org/10.15585/mmwr.mm6832a4
http://www.ncbi.nlm.nih.gov/pubmed/31415492
http://doi.org/10.1186/s12967-015-0701-z
http://www.ncbi.nlm.nih.gov/pubmed/26537892
http://doi.org/10.1128/JCM.01263-19
http://doi.org/10.1016/j.eclinm.2021.101019
http://doi.org/10.1016/j.humimm.2015.06.014
http://www.ncbi.nlm.nih.gov/pubmed/26116897
http://doi.org/10.7326/M18-1451
http://doi.org/10.1080/02701367.2001.10608926
http://doi.org/10.1177/1090198104266034
http://doi.org/10.5664/jcsm.2276
http://doi.org/10.1111/bjhp.12136
http://doi.org/10.3402/jchimp.v4.24983
http://doi.org/10.1136/jnnp-2017-317823
http://doi.org/10.1076/jcen.21.5.709.875
http://doi.org/10.1007/s11136-015-1160-y


Healthcare 2021, 9, 1290 19 of 19

44. Nacul, L.C.; Lacerda, E.M.; Campion, P.; Pheby, D.; de Drachler, L.M.; Leite, J.C.; Poland, F.; Howe, A.; Fayyaz, S.; Molokhia, M.
The Functional Status and Well Being of People with Myalgic Encephalomyelitis/Chronic Fatigue Syndrome and Their Carers.
BMC Public Health 2011, 11, 402. [CrossRef] [PubMed]

45. Reeves, W.C.; Wagner, D.; Nisenbaum, R.; Jones, J.F.; Gurbaxani, B.; Solomon, L.; Papanicolaou, D.A.; Unger, E.R.; Vernon,
S.D.; Heim, C. Chronic Fatigue Syndrome—A Clinically Empirical Approach to Its Definition and Study. BMC Med. 2005, 3, 19.
[CrossRef] [PubMed]

46. Jason, L.; Brown, M.; Evans, M.; Anderson, V.; Lerch, A.; Brown, A.; Hunnell, J.; Porter, N. Measuring Substantial Reductions in
Functioning in Patients with Chronic Fatigue Syndrome. Disabil. Rehabil. 2011, 33, 589–598. [CrossRef]

47. Nacul, L.; Authier, F.J.; Scheibenbogen, C.; Lorusso, L.; Helland, I.B.; Martin, J.A.; Sirbu, C.A.; Mengshoel, A.M.; Polo, O.;
Behrends, U.; et al. European Network on Myalgic Encephalomyelitis/Chronic Fatigue Syndrome (EUROMENE): Expert
Consensus on the Diagnosis, Service Provision, and Care of People with ME/CFS in Europe. Medicina 2021, 57, 510. [CrossRef]

48. US ME/CFS Clinician Coalition. ME/CFS Treatment Recommendations, Version 1; The US ME/CFS Clinician Coalition, 2021.
Available online: https://mecfscliniciancoalition.org (accessed on 22 August 2021).

49. Ross, S.; Fantie, B.; Straus, S.F.; Grafman, J. Divided Attention Deficits in Patients with Chronic Fatigue Syndrome. Appl.
Neuropsychol. 2001, 8, 4–11. [CrossRef]

50. US ME/CFS Clinician Coalition. Testing Recommendations for Suspected ME/CFS, Version 1; The US ME/CFS Clinician Coalition,
2021. Available online: https://mecfscliniciancoalition.org (accessed on 22 August 2021).

51. Nater, U.M.; Maloney, E.; Boneva, R.S.; Gurbaxani, B.M.; Lin, J.-M.; Jones, J.F.; Reeves, W.C.; Heim, C. Attenuated Morning
Salivary Cortisol Concentrations in a Population-Based Study of Persons with Chronic Fatigue Syndrome and Well Controls. J.
Clin. Endocrinol. Metab. 2008, 93, 703–709. [CrossRef]

52. Nater, U.M.; Youngblood, L.S.; Jones, J.F.; Unger, E.R.; Miller, A.H.; Reeves, W.C.; Heim, C. Alterations in Diurnal Salivary Cortisol
Rhythm in a Population-Based Sample of Cases with Chronic Fatigue Syndrome. Psychosom. Med. 2008, 70, 298–305. [CrossRef]

53. van Campen, C.L.M.C.; Rowe, P.C.; Visser, F.C. Blood Volume Status in ME/CFS Correlates With the Presence or Absence of
Orthostatic Symptoms: Preliminary Results. Front. Pediatr. 2018, 6, 352. [CrossRef]

54. Buchwald, D.S.; Rea, T.D.; Katon, W.J.; Russo, J.E.; Ashley, R.L. Acute Infectious Mononucleosis: Characteristics of Patients Who
Report Failure to Recover. Am. J. Med. 2000, 109, 531–537. [CrossRef]

55. Katz, B.Z.; Shiraishi, Y.; Mears, C.J.; Binns, H.J.; Taylor, R. Chronic Fatigue Syndrome after Infectious Mononucleosis in
Adolescents. Pediatrics 2009, 124, 189–193. [CrossRef] [PubMed]

56. Chia, J.; Chia, A.; Voeller, M.; Lee, T.; Chang, R. Acute Enterovirus Infection Followed by Myalgic Encephalomyelitis/Chronic
Fatigue Syndrome (ME/CFS) and Viral Persistence. J. Clin. Pathol. 2010, 63, 165–168. [CrossRef] [PubMed]

57. O’Neal, A.J.; Hanson, M.R. The Enterovirus Theory of Disease Etiology in Myalgic Encephalomyelitis/Chronic Fatigue Syndrome:
A Critical Review. Front. Med. 2021, 8, 688486. [CrossRef]

58. Nalbandian, A.; Sehgal, K.; Gupta, A.; Madhavan, M.V.; McGroder, C.; Stevens, J.S.; Cook, J.R.; Nordvig, A.S.; Shalev, D.;
Sehrawat, T.S.; et al. Post-Acute COVID-19 Syndrome. Nat. Med. 2021, 27, 601–615. [CrossRef]

59. Carfì, A.; Bernabei, R.; Landi, F.; for the Gemelli Against COVID-19 Post-Acute Care Study Group. Persistent Symptoms in
Patients After Acute COVID-19. JAMA 2020, 324, 603–605. [CrossRef]

60. Huang, C.; Huang, L.; Wang, Y.; Li, X.; Ren, L.; Gu, X.; Kang, L.; Guo, L.; Liu, M.; Zhou, X.; et al. 6-Month Consequences of
COVID-19 in Patients Discharged from Hospital: A Cohort Study. Lancet 2021, 397, 220–232. [CrossRef]

61. Komaroff, A.L.; Bateman, L. Will COVID-19 Lead to Myalgic Encephalomyelitis/Chronic Fatigue Syndrome? Front. Med. 2021, 7,
1132. [CrossRef] [PubMed]

http://doi.org/10.1186/1471-2458-11-402
http://www.ncbi.nlm.nih.gov/pubmed/21619607
http://doi.org/10.1186/1741-7015-3-19
http://www.ncbi.nlm.nih.gov/pubmed/16356178
http://doi.org/10.3109/09638288.2010.503256
http://doi.org/10.3390/medicina57050510
https://mecfscliniciancoalition.org
http://doi.org/10.1207/S15324826AN0801_2
https://mecfscliniciancoalition.org
http://doi.org/10.1210/jc.2007-1747
http://doi.org/10.1097/PSY.0b013e3181651025
http://doi.org/10.3389/fped.2018.00352
http://doi.org/10.1016/S0002-9343(00)00560-X
http://doi.org/10.1542/peds.2008-1879
http://www.ncbi.nlm.nih.gov/pubmed/19564299
http://doi.org/10.1136/jcp.2009.070466
http://www.ncbi.nlm.nih.gov/pubmed/19828908
http://doi.org/10.3389/fmed.2021.688486
http://doi.org/10.1038/s41591-021-01283-z
http://doi.org/10.1001/jama.2020.12603
http://doi.org/10.1016/S0140-6736(20)32656-8
http://doi.org/10.3389/fmed.2020.606824
http://www.ncbi.nlm.nih.gov/pubmed/33537329

	Introduction 
	Materials and Methods 
	Participants 
	Severely Ill ME/CFS Patients Inclusion and Exclusion Criteria 
	Healthy Control Inclusion and Exclusion Criteria 

	Data Collection from Questionnaires 
	Data Collection of Patient Activity, Sleep Monitoring, and Cognitive Tests 
	Clinical Lab Tests 
	Tests of Antibodies and Antigens against Pathogens 
	Data Analysis 

	Results 
	Patient-Reported Health Status and Symptoms of the Severely Ill 
	Demographics and Quality of Life of the Patients 
	Patient-Reported Health Status 
	Evaluation of the Common Symptoms in the Patients 

	Activity, Sleep Monitoring, and Cognitive Tests of the Severe ME/CFS Patients 
	Results of Clinical Laboratory Testing 
	Tests on Antigens and Antibodies against Viral and Bacterial Pathogens 

	Discussion 
	References

