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“Woman Ironing” oil on canvas, Pablo Picasso, 1904, Guggenheim Museum, New York. 



“The place was incredibly bleak. On top of the gloomy thoughts that seized you there, 

you felt yourself caught between La Salpetriere, whose dome you could catch a glimpse 

of, and Bicetre, whose barriere you could practically touch - that is between the madness 

of women and the madness of men. As far as the eye could see there was nothing but 

abattoirs, the outer city wall, and a few rare factory fronts looking like barracks or 

monasteries; everywhere shanties and mounds of rubble, old walls as black as shrouds, 

new walls as white as winding sheets, parallel rows of trees, perfectly aligned houses, flat 

structures in long, cold lines, and the grim misery of right angles. Not a single uneven 

patch of ground, not a single architectural caprice, not a single wrinkle. It was a glacial, 

regular, and hideous array. Nothing is as harrowing as symmetry. The reason is that 

symmetry spells boredom and boredom is the very essence of grief. Despair yawns. It is 

possible to conceive of something more terrible than a hell where one suffers and that is 

a hell where one is bored. If such a hell were to exist, this stretch of the boulevard de 

l’Hopital could well serve as its approach.   

 

Yet at nightfall, at the moment when the light went, and in winter especially, at the hour 

when the icy evening breeze ripped the last red leaves off the elms, when the gloom was 

deep and starless, or when the Moon and the wind punched holes in the clouds, the 

boulevard suddenly became terrifying. The straight lines fell apart and merged with the 

darkness like fragments of infinity. The person on foot could not prevent himself from 

thinking of the innumerable sinister traditions of the place. The solitude of a place where 

so many crimes had been committed had something awful about it. You felt you could 

sense traps laid in the darkness, every indistinct shadow seemed suspect and the long 

square gaps you could make out between each tree looked like graves. In the day it was 

ugly; in the evening it was gloomy, in the night it was sinister.” 

 

Victor Hugo, “Les Miserables”, 1862 

 

“ . . . there are quiet victories and struggles, great sacrifices of self, and noble acts of 

heroism, in it - even in many of its apparent lightnesses and contradictions - not the less 

difficult to achieve, because they have no earthly chronicle or audience - done every day 

in nooks and corners, and in little households, and in men’s and women’s hearts - any 

one of which might reconcile the sternest man to such a world, and fill him with belief 

and hope in it . . .” 

 

Charles Dickens, “The Battle of Life”, 1846 

 

The soulless suburbs of the urban poor so poignantly described by Victor Hugo, sets the 

scene for Picasso’s haunting “Woman Ironing”. This arresting image captures the very 

essence of the meaning - the “grind of life”. We all deal with the “grind” at various 

stages of our lives. As years past it takes its toll on both our mental and physical well 

being. The ability to cope varies greatly from person to person, but also for each 

individual person, it may also vary just as much over time. Many, as Charles Dickens 

once described, fight their silent battles with no Earthly “audience or chronicle”. He saw 

in this daily drudgery of life a type of unsung heroism in those who continue fighting the 

good fight in accepting silence- but the price can on occasions be high. Fatigue, both 

mental and physical, eventually does indeed take its toll- whether we are aware of it or 

not! We seek explanation for this fatigue and are puzzled by it - the answer will often 

simply be - the constant struggle of life itself! 



FATIGUE 

 

Introduction 

 

Fatigue is an extremely common problem that presents mainly to primary health care 

health professionals. 

 

It not uncommonly however also presents to Emergency Departments, and although not 

usually an “ED problem” it must always be kept in mind that this symptom may be the 

first presentation of a serious underlying illness.  

 

As such it is important not to be dismissive of such a seemingly trivial presentation and to 

fully assess each patient on their merits. 

 

Fatigue has been defined as: “An enduring feeling of tiredness, where the constant 

subjective sensation of weariness is usually not relieved by rest”.  

 

The term fatigue (or lethargy or malaise) is not a precise medical term however, rather it 

is an often used lay term and so it is important to establish from the outset exactly what 

the patient means by their claims to “fatigue”.  

 

Important specific symptoms need to be sought, such as dyspnoea or pain or myalgias/ 

arthralgias or muscle weakness. 

 

The task in the ED will be to rule out serious underlying illness. This illness may be 

either organic or mental. This assessment may not always be straight forward and 

experienced and astute clinical will often be required.  

 

Once serious underlying organic or mental illness has been ruled out, then patients can be 

referred back to their usual primary care providers for ongoing counselling/ management. 

 

Pathology 

 

Virtually any chronic illness will result in fatigue at some point, however important 

groups of considerations in the patient who presents with fatigue include: 

 

Organic illness: 

 

This could be virtually anything, but applying a systematic approach, consider in 

particular the following groups of disease: 

 

1. Anaemia: 

 

 ● Of any cause, but most commonly iron deficiency anaemia  

 

2. Sepsis: 

 

 ● Serious acute sepsis, (e.g. early meningococcus) 

 



 Or 

 

 ● Subacute/ chronic infections: 

 

♥ e.g. Tuberculosis, HIV 

 

 Or 

 

● Post-infectious fatigue syndromes: 

 

 Many infections have been implicated in these, the major ones including: 

 

♥ Influenza 

 

♥ Infectious mononucleosis 

 

♥ Cytomegalovirus 

 

♥ Q fever. 

 

♥ Leptospirosis. 

 

3. Malignant disease 

 

4. Connective tissue/ autoimmune disease 

 

● Fatigue and lethargy are common symptoms in rheumatological disease 

 but are not specific features. 

 

In patients over the age of 50 years, giant cell arteritis and polymyalgia 

rheumatica should be considered.    

 

5. Electrolyte disturbances: 

 

In particular: 

 

● Hypokalemia (periodic paralysis) 

 

● Hypercalcemia 

 

6. Endocrine: 

 

 In particular: 

 

 ● Diabetes Mellitus. 

 

 ● Thyroid disease, (both hypothyroidism and hyperthyroidism) 

 

 ● Addison’s disease 



 

7. Nutritional disorders: 

 

 In particular: 

 

 ● Iron deficiency: 

 

  It is well known that iron deficiency anaemia (indeed anaemia from any 

 cause) results in symptoms of fatigue, lethargy and malaise, but it is 

 underappreciated that iron deficiency per se, i.e. iron deficiency 

 without anaemia may also result in  these symptoms, (see also separate 

 document on Iron Deficiency in GIT folder).   

 

8. Sleep-related disorders: 

 

 ● Sleep apnoea 

 

 ● Insomnia (of any cause).  

 

9. Chronic major organ disease: 

 

 ● Heart failure, (especially in the setting of recent ACS). 

 

 ● Lung disease 

 

 ● Renal failure 

 

 ● Liver failure 

 

10. Neurodegenerative diseases: 

 

 ● Multiple sclerosis 

 

 ● Parkinson’s disease 

 

 ● Motor neurone disease 

 

Mental illness: 

 

1. Depression 

 

2. Chronic Anxiety/ neurosis 

 

3. Psychosis 

 

4. Situational stress reactions 

 

5. Loneliness 

 



Social illness: 

 

Dysfunctional lifestyle: 

 

1. Over work 

 

2.  Lack of adequate sleep /rest/ recreation 

 

3. Drug and /or excessive alcohol intake. 

 

Clinical assessment 

 

Important points of history: 

 

1. Establish precisely what the patient means by “fatigue” (or equivalent term): 

 

It is often difficult to precisely convey the experience of fatigue to others, as it has 

different meanings to different people.  

 

Fatigue has been defined as:  

 

“An enduring feeling of tiredness, where the constant subjective sensation of 

weariness is usually not relieved by rest”.  

 

Patients and their families, however, may use a wide variety of terms to describe 

fatigue including “tiredness”, “weakness”, “sluggishness”, “sleepiness”, “feeling 

flat”, “lethargic”, (or in the Australian vernacular - “knackered”) 

 

2. Important clues to possible serious underlying early sepsis can include the non-

 specific symptoms of: 

 

● Severe myalgias 

 

● Headache 

 

● Severe malaise/ lethargy 

 

 ● Protracted unexplained vomiting 

 

 ● Severe generalized weakness 

 

3. Features of cardiac or lung disease: 

 

 ● Orthopnea 

 

 ● Dyspnea on exertion or even at rest 

 

4. Features of underlying malignancy 

 



● Night sweats, (hematological in particular) 

 

● Unexplained weight loss 

 

5. Features of serious underlying depression: 

 

In particular: 

 

● Sleep disturbance 

 

● Appetite disturbance 

 

● Lack of motivation 

 

● Emotionally lability 

 

● Drug /alcohol abuse 

 

6. Social history: 

 

 In particular issue relating to:  

 

● Excessive demands of both home and work or chosen lifestyle. 

 

● Social isolation/ loneliness 

 

● Domestic violence 

 

 ● Drug and alcohol use. 

 

Important points of examination: 

 

1. Vital signs: 

 

 ● The presence of fever is particularly important 

 

2. Signs of anaemia 

 

3. Myopathy/ neuropathy 

 

 ● General neurological examination, for true muscular weakness. 

 

4. General haematological examination 

 

 ● Hepatosplenomegaly 

 

 ● Generalized lymphadenopathy 

 

5. Signs of cardiac or lung disease. 



 

Investigations 

 

There are no real “routine” tests for fatigue.  

 

There is no test that can establish that a patient has fatigue. 

 

Tests should largely be determined by the clinical history and examination and then 

based on the index of degree of clinical suspicion for any given condition. 

 

The following may need to be considered: 

 

1. FBE: 

 

 ● In particular Hb for anaemia 

 

2. CRP/ ESR: 

 

 ● Unsuspected sepsis 

 

 ● Auto-immune illness 

 

 ● Rheumatological disease.   

 

3. U&Es/ glucose 

 

 ● Hypokalemia 

 

 ● Hypercalcemia 

 

 ● Unsuspected renal failure/ diabetes 

 

 ● Unsuspected Addison’s disease 

 

 ● Blood glucose, unsuspected diabetes. 

 

4. Iron studies  

 

5. TFTs 

 

6. LFTs 

 

Others, as clinically indicated. 

 

Management 

 

Management of course depends on the underlying pathology. 

 



Following careful history, examination and focused investigation, as guided by the 

clinical assessment, a decision needs to be made on patient disposition. 

 

Medical illness is treated as required 

 

Mental illness may need referral to a mental health professional or otherwise further 

assessment on an outpatient basis in less serious cases. 

 

Serious problems may require a Social Work assessment 

 

Less immediately serious problems should be referred back to the patient’s primary care 

giver. 

 

After excluding psychosocial and medical causes, fatigue remains unexplained in a large 

proportion of patients. Patients should be reassured that unexplained fatigue is common 

and does not always become persistent. 

 

Chronic unexplained fatigue is sometimes labeled as a “Chronic Fatigue syndrome”  by 

some medical practitioners, but the pathophysiology of these “conditions” remains 

unknown and controversial. The extensive search for causes of Chronic Fatigue 

Syndrome over many decades has pursued possible triggers including viral infections, 

altered immune function, neuropsychological factors, environmental toxins and 

immunisation reactions. There remains no firm scientific evidence for any of these. 

 

After excluding significant organic disease and psychological illness, many patients 

nonetheless will remain troubled by some degree of persistent fatigue, often accompanied 

by other somatic symptoms. Some will consult multiple doctors and alternative health 

practitioners seeking explanations for their symptoms.  

 

Doctors may feel obliged to request more and ever-more specialised tests, as well as 

instigating treatments devoid of efficacy. Unless significant new symptoms or physical 

signs emerge, further or repeated investigations are usually unhelpful and unnecessary 

and risk encouraging the patient to brood about the “disease” itself.  

 

With the patient’s authority, copies of previous investigations can be requested from 

pathology and medical imaging providers. A review of previous test results helps to 

reassure patients that their symptoms are being taken seriously, but spares them from the 

many pitfalls of further internecine medical testing.  

 

Patients with persistent unexplained fatigue value support from a sympathetic, 

compassionate therapeutic relationship with their primary care physician. It is often 

difficult for patients and their carers and families to accept that persisting fatigue might 

be unexplained and that often it simply resolves spontaneously. 
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