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CLINICAL UPDATE

higher, then the exercise duration
should be reduced to a time period
that elicits an averaged fortnightly
RPE score of 11–14.

The same procedure and recom-
mendations for the first fortnight
apply to the next and subsequent
fortnights, in that individual target
heart rate is kept constant, and RPE
scores are recorded after each exer-
cise session and averaged at the end
of each fortnight.

Importantly, many CFS sufferers
describe fluctuations in their symp-
toms and capabilities. However, on
days that patients feel compara-
tively well, they must adhere to
their current exercise regimen and
must not perform any extra exercise
above this level. This rule also
applies to normal everyday physi-
cal tasks, such as housework and
gardening.

In addition, on days when symp-
toms are worse, patients should
either shorten the session to a time
they consider manageable or, if
feeling particularly unwell, aban-

don the session altogether. They should always endeavour to
commence the exercise program again when symptoms subside
to a tolerable level. When recommencing exercise, the pace
should be comfortable, while the duration should be reduced to
a time that the individual feels is manageable and elicits an RPE
score of 11–14. Patients should then continue at this modified
duration for a fortnight and increase this time period for the
subsequent fortnight only if the averaged fortnightly RPE score
was 14 or lower.

Finally, if the duration of exercise reaches 30 minutes, patients
could consider increasing the intensity of sections of the exercise
session. An example of this would be where the first minute of
every 10 minute section of the session is performed at a higher
intensity (RPE, 15–16). The number of higher intensity minutes
can be marginally increased each fortnight if averaged fortnightly
RPE scores fall within the guidelines described earlier.
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2 Extract from an exercise diary

Date & time of exercise: Friday 12 Feb, 10.00 am

Exercise duration: 6mins

Average peak heart rate intensity (comfortable pace): 125bpm

Rating of perceived exertion (RPE) at the end of the exercise session: 14

General comments: Struggled with the exercise today, felt very tired — 
but did not sleep well last night.

1 Borg’s Ratings of 
Perceived Exertion 
Scale*

Perceived 
exertion Rating

6

Very, very light 7
8

Very light 9
10

Fairly light 11
12

Somewhat hard 13
14

Hard 15
16

Very hard 17
18

Very, very hard 19
20

* Borg G. Psychophysical 
bases of perceived exertion. 
Medicine and Science in 
Sports and Exercise 1982; 

14 (5): 378.11

Re: “Recognition of depression and psychosis by young
Australians and their beliefs about treatment”, by
Annemarie Wright, Meredith G Harris, John H Wiggers,
Anthony F Jorm, Sue M Cotton, Susy M Harrigan, Rosalind E
Hurworth and Patrick D McGorry, in the 4 July issue of the
Journal (Med J Aust 2005; 183: 18-23). There was an error in
Box 3 (page 20) under the heading “Rural region A” “Proportion
of population”. The population number given as n = 69 786
should have been n = 41 618. ❏

Re: “Adult domiciliary oxygen therapy. Position statement
of the Thoracic Society of Australia and New Zealand”, by
Christine F McDonald, Alan J Crockett and Iven H Young, in
the 20 June issue of the Journal (Med J Aust 2005; 182: 621-
626). In the section on “Nocturnal oxygen therapy”, the
hypoxaemia selection criterion for the study by Chaouat et al
(reference 19) on page 623 (column 1) should read “PaO2

56–69 mmHg (7.4–9.2 kPa)” rather than “PaO2 56–59 mmHg
(7.4–7.8 kPa)”. ❏

CORRECTIONS


