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Simple Summary: Cancer-related fatigue (CRF) is a common somatic discomfort in gynecological cancer
patients; however, it is usually overlooked by physicians. We aimed to explore the prevalence of CRF’s
and the clinical characteristics of gynecological cancer patients. The results showed that 77.9% of patients
had received related CRF management. A five-item predictive model was developed from the identified
risk factors contributing to CRF. The risk factors included (1) diagnosis of endometrial/cervical cancer,
(2) International Federation of Gynecology and Obstetrics (FIGO) stage >1, (3) Eastern Cooperative
Oncology Group (ECOG) status score ≥1, (4) inadequate treatment response, and (5) having received
cancer treatment in the past 1 week. The predictive model may help physicians more promptly identify
high-risk patients in clinical practice.

Abstract: Cancer-related fatigue (CRF) is the most common somatic discomfort in patients with
gynecological cancers. CRF is often overlooked; however, it can impair the patients’ quality of
life considerably. This cross-sectional study aimed to identify the clinical characteristics of CRF in
gynecological cancer patients. Questionnaires and the International Classification of Diseases 10th
Revision (ICD-10) criteria were used to identify CRF. The enrolled patients were further categorized
according to the amount of fatigue-related management received. Of the enrolled 190 patients,
40.0% had endometrial cancer, 28.9% had cervical cancer, and 31.1% had ovarian cancer. On the
basis of the ICD-10 diagnostic criteria, 42.6% had non-cancer-related fatigue, 10% had CRF, and
51% had BFI-T questionnaire-based fatigue. Moreover, 77.9% of the study cohort had ever received
fatigue-related management. Further analysis showed that patients with endometrial/cervical cancer,
International Federation of Gynecology and Obstetrics stage >1, Eastern Cooperative Oncology
Group performance status score ≥1, inadequate cancer treatment response, and receiving cancer
treatment in the past week had a higher probability of receiving more fatigue-related management.
The five-item predictive model developed from these factors may help physicians recognize patients
seeking more fatigue-related management more efficiently. This is important as they may suffer from
a more profound CRF.

Keywords: cancer-related fatigue; gynecological cancer; quality of life; endometrial cancer;
cross-sectional study; fatigue; cervical cancer; ovarian cancer
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1. Introduction

According to the Taiwan Cancer Registry Annual Report 2019, endometrial cancer is
the fifth most common cancer, while ovarian and cervical cancers hold the seventh and ninth
positions, respectively [1], with the epidemiology of gynecological cancer being similar in
other developed countries [2]. To achieve a better outcome, patients with gynecological
cancer receive multimodal management, including surgery, chemotherapy, radiotherapy,
targeted therapy, immunotherapy, or a combination of these [3–6].

The common side effects in patients receiving cancer treatment are as follows: fatigue,
hair loss, nausea, pain, and sleep disturbances [7]. Among these, fatigue is the most
common symptom associated with cancer and its treatment. The estimated prevalence of
cancer-related fatigue (CRF) ranges from 25% to 99% [8]. CRF may appear to be a trivial
symptom; however, it can impact negatively on the patients’ quality of life and make them
prone to mental disorders [9,10]. Hofman et al. summarized the impact of CRF, which
includes inferior daily living performance, increased mood disturbances, and decreased
social activities [11]. Curt et al. surveyed cancer patients and indicated that patients
with CRF experience frequent mood disturbances, such as mental exhaustion, diminished
interest in daily activities, and frustration with CRF. The study showed that patients with
CRF also experienced problems maintaining daily routine activities, such as cleaning
the house, climbing stairs, preparing food, exercising, and shopping. In addition, the
study indicated that CRF may also result in an economic and occupational impact because
75% of the patients mentioned that they adjusted their employment status because of
CRF [12]. Some studies have also indicated that CRF may eventually impact patients’
survival negatively [11].

The definition of CRF proposed by The National Comprehensive Cancer Network
(NCCN) practice guidelines is “a persistent subjective sense of tiredness related to cancer
or cancer treatment that interferes with usual functioning” [13]. Several validated tools or
questionnaires have been developed for the evaluation of CRF [14,15]. A physician can use
the diagnostic criteria of the International Classification of Diseases 10th Revision (ICD-10)
and a simple rating scale developed in the Common Terminology Criteria for Adverse
Events (CTCAE) in clinical practice. Patients can also be evaluated by self-reporting the
severity using questionnaires such as Brief Fatigue Inventory (BFI), Multidimensional
Fatigue Inventory (MFI), and the Functional Assessment of Chronic Illness Therapy—
Fatigue (FACIT-F) [16].

Aside from the CRF resulting from cancer treatment, patients with certain risk factors
are prone to CRF. Bower systemic reviewed CRF and indicated that genetic factors, espe-
cially those promoting inflammatory processes, pretreatment fatigue, pre-existing mood
disturbances, low levels of physical activity, and an elevated body mass index (BMI) are
recognized risk factors for CRF. The study also showed a significant correlation between
sleep disturbance and CRF; however, the relationship needs further studies to clarify the
causality [17]. Additionally, Agarwal et al. indicated that pain, physical function, the
ECOG performance status score, tiredness, and albumin levels were associated highly with
CRF [18]. Schultz et al. suggested that a higher tumor grade and insomnia also contributed
to CRF in breast cancer patients [19], and Hinz et al. indicated that being female, having
an advanced tumor stage, with the presence of metastases, and a poor ECOG performance
status are risk factors for fatigue in cancer patients [20].

As there is limited information on CRF in patients with gynecological cancer, this
study aimed to explore the clinical characteristics of patients with CRF and a more efficient
approach to help physicians identify these patients in clinical practice promptly.

2. Materials and Methods
2.1. Participants

This cross-sectional study was performed at the Department of Obstetrics and Gy-
necology, Kaohsiung Chang Gung Memorial Hospital (KCGMH), and was approved by
the Ethics Committee and the Institutional Review Board of KCGMH (IRB201900669B0).
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The eligible patients diagnosed with cervical, endometrial, or ovarian cancer receiving
cancer-related management or surveillance at the inpatient or outpatient department in
KCGMH between 1 June 2019, and 31 August 2020, were enrolled for analysis. The other
inclusion criteria were age ≥20 years, the ability to communicate verbally, and the ability
to complete the questionnaires. The patients diagnosed with cognitive impairment and
those who were unable to complete the questionnaires were excluded. Written informed
consent was obtained from all the patients.

2.2. Measures

The demographic and clinical information, such as the age, cancer type, International
Federation of Gynecology and Obstetrics (FIGO) stage, Eastern Cooperative Oncology
Group (ECOG) performance status, and current disease condition, were extracted from
electronic medical records. We assessed CRF using the BFI-Taiwan (BFI-T) and ICD-10
diagnostic criteria. The ICD-10 diagnostic criteria refer to a structural interview for CRF,
a commonly used physician-oriented diagnostic approach that is used in our institute. The
BFI-T is a Chinese-translated version of the original BFI [21]. The BFI-T provides a patient-
oriented approach to CRF. The questionnaire can help patients self-report CRF’s severity
and illustrate possible functional impairment following CRF. It has three items that are used
for evaluating fatigue severity and six for evaluating fatigue-related interference in daily
functioning during the past 24 h. All the items are scored from 0 (no fatigue/no interference)
to 10 (extreme fatigue/complete interference). The final BFI-T score is calculated from the
average of the nine items [22].

The Functional Assessment of Cancer Therapy–General–7 Item Version (FACT-G7) is
a shortened, seven-item version of the Functional Assessment of Cancer Therapy–General
(FACT-G) [23]. Unlike the BFI-T, which focuses on illustrating the severity of CRF, the FACT-
G7 reports primarily on the quality of life associated with CRF. The FACT-G7 questionnaire
includes seven common cancer-related symptoms and concerns endorsed by the patients.
All the items are scored from 0 (not at all) to 4 (very much). The first to fourth item scores
are reverse-calculated (four-item response = item score), but the fifth to seventh item scores
are calculated directly (0 + item response = item score). The total FACT-G7 score is the sum
of the scores of the seven items. A higher total score indicates a better quality of life [23].

In the cancer symptoms survey, the participants were evaluated for all the associated
symptoms they had experienced in the past week, whether related to cancer itself, treatment,
or other causes. The score ranged from 0 (no symptoms) to 10 (as bad as one can imagine).
Symptoms included pain, fatigue, nausea, vomiting, depression, constipation, hair loss,
diarrhea, sleep disturbance, shortness of breath, lack of appetite, weight loss, and nutritional
imbalance. The items used in the cancer symptoms survey are modified from the Symptom
Distress Scale proposed by McCorkle et al. [24,25].

The different types of fatigue-related management included self-monitoring of fatigue
level, energy conservation, and physical activity as well as the use of psychosocial interven-
tions, cognitive behavioral therapy for sleep, nutritional consultations, physically based
therapies (such as massage, yoga, acupuncture), astragalus polysaccharide supplements,
psychostimulants, steroids, blood transfusion, Chinese medicine, and others [26,27].

2.3. Statistics

The data were analyzed using SPSS (version 19.0; IBM Corp., Armonk, NY, USA).
The continuous parameters were expressed as the means and standard deviations, and
categorical variables were presented as absolute numbers or percentages. The analysis of
the continuous variables was performed using the general linear model or the Kruskal–
Wallis test, as appropriate. The analysis of the categorical variables was tested using the
Fisher’s exact test. The adjusted Ls-Mean was calculated after adjusting for age, cancer type,
FIGO stage, ECOG status, and current disease condition using the generalized linear model.
Post hoc tests were performed using Dunnett’s multiple comparison test. Dunnett’s test is
ideal for examining two or more experimental groups against a single control group [28].
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In our study, “patients receiving limited types of fatigue-related management (≤5)” and
“patients receiving multiple types of fatigue-related management (>5)” were considered
the two experimental groups, and “patients never receiving fatigue-related management”
was the control group. Therefore, Dunnett’s test was adopted in the post hoc analysis. The
performance of the binary logistic regression model was assessed using the area under the
receiver operating characteristic curve. The statistical significance was set at p ≤ 0.05.

3. Results

One-hundred and ninety patients completed the survey; their demographic character-
istics are described in Table 1. The median age of the patients was 56.9 years. Among them,
76 patients (40.0%) had endometrial cancer, 55 (28.9%) had cervical cancer, and 59 (31.1%)
had ovarian cancer. One-hundred and seventy-seven patients (93.1%) had ECOG perfor-
mance status scores of 0 and 1. Most of the patients (97.4%) had the disease under control,
while only five patients (2.6%) had a progressive cancer status. When evaluating CRF
with different approaches among these patients, the ICD-10 diagnostic criteria identified
19 patients (10%) with CRF and 81 patients (42.6%) with non-cancer-related fatigue. Sixty-
one patients (32.1%) had mild CRF, and 36 patients (18.9%) had moderate to severe CRF
according to the results of the BFI-T survey. A total of 148 patients (77.9%) had ever received
fatigue-related management previously, while 83 patients (43.7%) had received multiple
types of fatigue-related management (>5).

Table 1. Demographic characteristics of the enrolled patients.

Patients
(N = 190)

Age, mean ± SD 56.87 ± 11.89
Cancer type, n (%)

Endometrium cancer 76 (40.0)
Cervical cancer 55 (28.9)
Ovarian cancer 59 (31.1)

FIGO stage, n (%)
I 95 (50.0)
II 29 (15.3)
III 45 (23.7)
IV 21 (11.1)

ECOG performance status, n (%)
0 55 (28.9)
1 122 (64.2)
2 12 (6.3)
3 1 (0.5)

Current disease condition, n (%)
Complete response 48 (25.3)

Partial response 3 (1.6)
Stable disease 134 (70.5)

Progressive disease 5 (2.6)
ICD-10 diagnosed fatigue, n (%)

No fatigue 90 (47.4)
Non-cancer-related fatigue 81 (42.6)

CRF 19 (10.0)
BFI-T questionnaire-based fatigue, n (%)

No: 0 93 (48.9)
Mild: 1–3 61 (32.1)

Moderate to severe: ≥4 36 (18.9)
Fatigue-related management, n (%)
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Table 1. Cont.

Patients
(N = 190)

Never 42 (22.1)
Receive limited (≤5) managements 65 (34.2)
Receive multiple (>5) managements 83 (43.7)

SD, standard deviation; FIGO, Federation International of Gynecology and Obstetrics; ECOG, Eastern Cooperative
Oncology Group; ICD-10, International Classification of Diseases 10th Revision; CRF, cancer-related fatigue; BFI-T,
Brief Fatigue Inventory-Taiwan.

When categorizing the patients by the quantity of the types of fatigue-related manage-
ment that was received, they were classified into three groups (Table 2): 0 (never received
fatigue-related management), 1 (received limited types of fatigue-related management
(≤5)), and 2 (received multiple types of fatigue-related management (>5)). According to the
statistical results, the number of patients who received fatigue-related management was
significantly lower in patients who had ovarian cancer, stage I disease, ECOG performance
status score 0, controlled current disease condition (complete response or partial response),
and not receiving cancer treatment in the last week (p < 0.0001).

Table 2. Clinical characteristics for patients’ frequency of seeking fatigue-related management.

Fatigue-Related Management

0
(n = 42)

1
(n = 65)

2
(n = 83) p-Value

Age, years, mean ± SD 57.96 ± 8.97 58.1 ± 12.96 55.35 ± 12.25 0.3021
≥60, n (%) 22 (52.4) 33 (50.8) 52 (62.7)
<60, n (%) 20 (47.6) 32 (49.2) 31 (37.3) 0.2965

Cancer type, n (%)
Endometrial cancer 5 (11.9) 26 (40.0) 45 (54.2)

Cervical cancer 8 (19.0) 22 (33.8) 25 (30.1)
Ovarian cancer 29 (69.0) 17 (26.2) 13 (15.7) <0.0001

FIGO stage, n (%)
I 39 (92.9) 29 (44.6) 27 (32.5) <0.0001
II 1 (2.4) 15 (23.1) 13 (15.7)
III 1 (2.4) 15 (23.1) 29 (34.9)
IV 1 (2.4) 6 (9.2) 14 (16.9)

ECOG, n (%)
0 26 (61.9) 15 (23.1) 14 (16.9) <0.0001
1 16 (38.1) 46 (70.8) 60 (72.3)
2 0 (0.0) 3 (4.6) 9 (10.8)
3 0 (0.0) 1 (1.5) 0 (0.0)

Current disease condition, n (%)
Complete response + partial

response 26 (61.9) 11 (16.9) 14 (16.9) <0.0001

Stable disease + progressive
disease 16 (38.1) 54 (83.1) 69 (83.1)

ICD-10-diagnosed fatigue, n (%)
No fatigue 27 (64.3) 29 (44.6) 34 (41.0)

Non-cancer-related fatigue 13 (31.0) 27 (41.5) 41 (49.4)
CRF 2 (4.8) 9 (13.8) 8 (9.6) 0.1016

BFI-T questionnaire-based
fatigue, n (%)

No: 0 27 (64.3) 28 (43.1) 38 (45.8)
Mild: 1–3 13 (31.0) 21 (32.3) 27 (32.5)

Moderate to severe: ≥4 2 (4.8) 16 (24.6) 18 (21.7) 0.0731
FACT-G7, mean ± SD

Total score 24.00 ± 3.13 20.28 ± 4.67 20.90 ± 5.62 0.0004
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Table 2. Cont.

Fatigue-Related Management

0
(n = 42)

1
(n = 65)

2
(n = 83) p-Value

Physical well-being 10.38 ± 1.74 9.03 ± 2.23 9.10 ± 2.63 0.0061
Emotional well-being 3.33 ± 0.69 2.58 ± 0.95 2.78 ± 1.12 0.0006
Functional well-being 10.29 ± 1.38 8.66 ± 2.28 9.02 ± 2.63 0.0014

Cancer treatment in recent
1 week, n (%)

No 42 (100.0) 42 (64.6) 54 (65.1)
Yes 0 (0.0) 23 (35.4) 29 (34.9) <0.0001

0: never receive fatigue-related management; 1: receive limited (≤5) fatigue-related management; 2: receive
multiple (>5) fatigue-related managements. SD, standard deviation; FIGO, International Federation of Gynecology
and Obstetrics; ECOG, Eastern Cooperative Oncology Group; ICD-10, International Classification of Diseases 10th
Revision; CRF, cancer-related fatigue; BFI-T, Brief Fatigue Inventory-Taiwan; FACT-G7, Functional Assessment of
Cancer Therapy–General–7 Item Version. Statistical method: Fischer’s exact test for the comparison of categorical
variables; Kruskal–Wallis test for the comparison of continuous variables.

The results of the cancer symptoms survey, FACT-G7 score, and the number of patients
receiving fatigue-related management are shown in Table 3. According to the results,
patients not receiving any fatigue-related management tended to have a lower total score
(5.74 ± 8.62) in the cancer symptoms survey (p < 0.0004). Among all the items in the
cancer symptoms survey, fatigue (2.21 ± 2.63) and insomnia (2.07 ± 2.84) were the leading
two symptoms in the 190 patients. The patients who did not receive any fatigue-related
management tended to have a significantly lower score for fatigue, nausea, vomiting,
alopecia, anorexia, and weight loss. Additionally, the FACT-G7 score in patients who
did not receive any fatigue-related management was significantly higher (24 ± 3.13 vs.
20.28 ± 4.67 and 20.9 ± 5.62, p = 0.0004), which suggested a better quality of life. By setting
the cutoff value at 22 for the FACT-G7 score, we were able to distinguish the patients who
did not receive fatigue-related management from others (p = 0.0002).

On the basis of the results shown in Tables 2 and 3, the factors that significantly influ-
enced the patients’ amount of receiving fatigue-related management are summarized and
highlighted in Table 4. When comparing the patients who received multiple types of fatigue-
related management (>5) to patients who never received any fatigue-related management, the
following were found to be the predictive performance of individual factors, as illustrated in
the area under the receiver operating characteristic curve (AUC): endometrial cancer/cervical
cancer (AUC, 0.8), FIGO stage > I (AUC, 0.8), ECOG performance status score ≥ 1 (AUC,
0.73), inadequate treatment response (stable disease or progressive disease; AUC, 0.73), low
FACT-G7 score (<22; AUC, 0.65), and received cancer treatment in the past week (AUC, 0.67).
When incorporating these six factors into a six-item predictive model, the overall AUC became
0.95. When comparing patients who received limited types of fatigue-related management
(≤5) to patients who never received any fatigue-related management, the following were
found to be the predictive performance of individual factors: endometrial cancer/cervical
cancer (AUC, 0.73), FIGO stage > 1 (AUC, 0.74), ECOG performance status score ≥ 1 (AUC,
0.69), inadequate treatment response (stable disease or progressive disease; AUC, 0.73), low
FACT-G7 score (<22; AUC, 0.7), and received cancer treatment in the past week (AUC, 0.68).
The predictive performance of the six-item model was 0.91.

The recognition of patients who might seek multiple cancer-related management
in clinical practice by physicians is crucial as it indicates that these patients suffer from
a profound CRF. Considering that the evaluation by FACT-G7 is still time-consuming in
clinical practice, we aimed to identify a more direct and efficient predictive model; therefore,
a five-item predictive model was developed without using FACT-G7. With an AUC of
0.9438 in the five-item predictive model (Figure 1), there was no significant statistical
difference when comparing the AUC of the six-item and the five-item predictive models
for CRF (p = 0.5924).
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Table 3. Association between cancer-related symptoms, FACT-G7, and the frequency of seeking fatigue-related management.

Fatigue-Related Management 1 vs. 0 2 vs. 0 2 vs. 1

Total
(N = 190)

0
(n = 42)

1
(n = 65)

2
(n = 83) p-Value * Difference

Ls-Mean (95% CI) p-Value Difference
Ls-Mean (95% CI) p-Value Difference

Ls-Mean (95% CI) p-Value

Cancer-related symptoms,
mean ± SD 13.04 ± 16.17 5.74 ± 8.62 15.17 ± 14.97 15.07 ± 18.85 0.0004 4.41 (−2.83, 11.64) 0.2816 2.77 (−4.75, 10.28) 0.5929 −1.64 (−7.25, 3.96) 0.7541

Pain 0.86 ± 2.04 0.29 ± 1.29 1.03 ± 2.25 1.02 ± 2.15 0.0471 0.29 (−0.65, 1.24) 0.6812 0.07 (−0.91, 1.06) 0.9765 −0.22 (−0.96, 0.51) 0.7412
Fatigue 2.21 ± 2.63 0.83 ± 1.86 2.69 ± 2.62 2.53 ± 2.76 0.0002 1.56 (0.36, 2.76) 0.0082 1.35 (0.10, 2.59) 0.0317 −0.21 (−1.14, 0.71) 0.8390
Nausea 0.88 ± 2.13 0.07 ± 0.46 0.82 ± 2.04 1.35 ± 2.56 0.0015 0.19 (−0.74, 1.12) 0.8423 0.50 (−0.47, 1.46) 0.3887 0.31 (−0.41, 1.03) 0.5519
Vomiting 0.55 ± 1.70 0.00 ± 0.00 0.46 ± 1.56 0.89 ± 2.12 0.0086 0.11 (−0.65, 0.86) 0.9158 0.37 (−0.42, 1.15) 0.4506 0.26 (−0.33, 0.84) 0.5337
Depression 1.41 ± 2.35 1.00 ± 1.85 1.66 ± 2.66 1.41 ± 2.32 0.8007 0.43 (−0.67, 1.54) 0.5557 0.07 (−1.07, 1.22) 0.9830 −0.36 (−1.22, 0.49) 0.5598
Constipation 1.01 ± 2.19 0.88 ± 2.05 1.49 ± 2.68 0.69 ± 1.75 0.3448 0.32 (−0.72, 1.37) 0.6801 −0.61 (−1.69, 0.48) 0.3340 −0.93 (−1.74, −0.12) 0.0200
Alopecia 1.15 ± 2.46 0.33 ± 1.22 1.88 ± 3.13 0.99 ± 2.19 0.0194 0.94 (−0.19, 2.07) 0.1156 −0.01 (−1.18, 1.17) 0.9998 −0.95 (−1.82, −0.07) 0.0317
Diarrhea 0.53 ± 1.49 0.48 ± 1.40 0.45 ± 1.24 0.63 ± 1.71 0.8727 −0.34 (−1.02, 0.35) 0.4175 −0.32 (−1.03, 0.39) 0.4739 0.02 (−0.51, 0.55) 0.9966
Insomnia 2.07 ± 2.84 1.50 ± 2.42 2.46 ± 3.12 2.05 ± 2.78 0.1922 0.65 (−0.71, 2.00) 0.4359 0.19 (−1.22, 1.59) 0.9282 −0.46 (−1.51, 0.59) 0.5348
Shortness of breath 0.62 ± 1.59 0.33 ± 1.18 0.45 ± 1.20 0.90 ± 1.96 0.2743 −0.03 (−0.78, 0.73) 0.9934 0.46 (−0.32, 1.25) 0.3013 0.49 (−0.09, 1.08) 0.1146
Anorexia 0.92 ± 2.16 0.02 ± 0.15 1.08 ± 2.41 1.24 ± 2.38 0.0012 0.38 (−0.60, 1.37) 0.5588 0.34 (−0.68, 1.36) 0.6472 −0.04 (−0.80, 0.72) 0.9887
Weight loss 0.41 ± 1.53 0.00 ± 0.00 0.25 ± 0.83 0.73 ± 2.15 0.0247 −0.12 (−0.81, 0.58) 0.8907 0.3 (−0.42, 1.02) 0.5240 0.42 (−0.12, 0.95) 0.1609
Nutrition imbalance 0.44 ± 1.65 0.00 ± 0.00 0.46 ± 1.74 0.64 ± 1.95 0.0506 0.01 (−0.77, 0.79) 0.9991 0.06 (−0.75, 0.87) 0.9773 0.05 (−0.56, 0.65) 0.9794

FACT-G7, mean ± SD
Total score 21.37 ± 5.03 24.00 ± 3.13 20.28 ± 4.67 20.90 ± 5.62 0.0004 −2.25 (−4.48, −0.03) 0.0467 −1.26 (−3.57, 1.06) 0.3537 1.00 (−0.73, 2.72) 0.3446
Physical well-being 9.36 ± 2.37 10.38 ± 1.74 9.03 ± 2.23 9.10 ± 2.63 0.0061 −0.67 (−1.77, 0.43) 0.2848 −0.41 (−1.56, 0.73) 0.6035 0.25 (−0.60, 1.11) 0.7465

Emotional well-being 2.84 ± 1.01 3.33 ± 0.69 2.58 ± 0.95 2.78 ± 1.12 0.0006 −0.62 (−1.07, −0.17) 0.0053 −0.38 (−0.85, 0.09) 0.1210 0.23 (−0.12, 0.58) 0.2451
Functional well-being 9.18 ± 2.35 10.29 ± 1.38 8.66 ± 2.28 9.02 ± 2.63 0.0014 −0.97 (−2.00, 0.06) 0.0668 −0.46 (−1.53, 0.61) 0.5010 0.51 (−0.29, 1.31) 0.2740

0: never receive fatigue-related management; 1: receive limited (≤5) fatigue-related management; 2: receive multiple (>5) fatigue-related managements. SD, standard deviation; Ls-Mean,
least squares mean; CI, confidence interval; FACT-G7, Functional Assessment of Cancer Therapy–General–7 Item Version. * p-values were calculated using the general linear model or
Kruskal–Wallis test, as appropriate. Adjusted Ls-Mean was calculated after adjusting for age group, cancer type, stage, ECOG, and current disease condition using the generalized linear
model. Post hoc tests were performed using Dunnett’s multiple comparison test.
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Table 4. Predictors for patients seeking multiple types of fatigue-related management (>5).

Fatigue-Related Management 1 vs. 0 2 vs. 0 1 vs. 0 2 vs. 0

0
(n = 42)

1
(n = 65)

2
(n = 83) p-Value AUC

(95% CI)
AUC

(95% CI)
Adjusted OR

(95% CI) p-Value Adjusted OR
(95% CI) p-Value

Cancer type, n (%) 0.73 (0.64–0.82) 0.80 (0.72–0.88)
Ovarian cancer 29 (69.0) 17 (26.2) 13 (15.7) <0.0001 1.00 1.00
Cervical cancer 8 (19.0) 22 (33.8) 25 (30.1) 2.99 (0.85–10.49) 0.7327 3.64 (1.03–12.94) 0.9058

Endometrial cancer 5 (11.9) 26 (40.0) 45 (54.2) 5.85 (1.52–22.51) 0.0610 11.49 (3.04–43.48) 0.0049
FIGO Stage, n (%) 0.74 (0.67–0.81) 0.80 (0.74–0.87)

I 39 (92.9) 29 (44.6) 27 (32.5) 1.00 1.00
>I 3 (7.1) 36 (55.4) 56 (67.5) <0.0001 10.92 (2.64–45.16) 0.0010 15.42 (3.80–62.65) 0.0001

ECOG performance status,
n (%) 0.69 (0.60–0.78) 0.73 (0.64–0.81)

0 26 (61.9) 15 (23.1) 14 (16.9) 1.00 1.00
≥1 16 (38.1) 50 (76.9) 69 (83.1) <0.0001 1.00 (0.18–5.50) 0.9987 2.58 (0.44–15.15) 0.2934

Current disease condition 0.73 (0.64–0.81) 0.73 (0.65–0.82)
Complete response
+ partial response 26 (61.9) 11 (16.9) 14 (16.9) 1.00 1.00

Stable disease
+ progressive disease 16 (38.1) 54 (83.1) 69 (83.1) <0.0001 4.59 (0.82–25.82) 0.9844 1.89 (0.32–11.17) 0.9788

Total score (FACT-G7) 0.70 (0.62–0.78) 0.65 (0.57–0.73)
≥22 35 (83.3) 28 (43.1) 44 (53.0) 1.00 1.00
<22 7 (16.7) 37 (56.9) 39 (47.0) 0.0002 9.09 (2.82–29.28) 0.0002 5.63 (1.70–18.64) 0.0047

Cancer treatment in recent
1 week 0.68 (0.62–0.74) 0.67 (0.62–0.73)

No 42
(100.0) 42 (64.6) 54 (65.1) 1.00 1.00

Yes * 0 (0.0) † 23 (35.4) 29 (34.9) <0.0001
AUC (95% CI): combined

factors ‡ 0.91 (0.86–0.97) 0.95 (0.91–0.98)

FIGO, International Federation of Gynecology and Obstetrics; ECOG, Eastern Cooperative Oncology Group; FACT-G7, Functional Assessment of Cancer Therapy–General–7 Item
Version; AUC, area under the receiver operating characteristic curve; CI, confidence interval; OR, odds ratio. The adjusted OR with 95% CI was calculated using a multiple multinomial
logistic regression model. * Cell contains 0 by trend analysis (as a continuous variable per category). † Cells containing 0, not calculated. ‡ The performance of the binary logistic
regression model was assessed using the AUC.
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4. Discussion
4.1. Summary of the Main Results

The discrepancy between the identification of CRF by either the ICD-10 diagnostic
criteria or the BFI-T and the number of patients receiving fatigue-related management
may be due to an imperfect diagnostic algorithm for CRF. In our study cohort, 48.9%
of the patients denied having fatigue according to the the BFI-T questionnaire. When
evaluating the same cohort using the ICD-10 diagnostic criteria, 47.4% denied having
fatigue. Moreover, if analyzed in the same cohort regarding ever receiving “fatigue-related
management,” only 22.1% of patients never received fatigue-related management.

Although there are established diagnostic criteria for CRF according to the ICD-10
or the NCCN guidelines [27], it can be difficult for cancer patients to distinguish CRF
from general fatigue, mental discomfort, or sleep disturbances in a precise manner. In our
cohort, 52.6% of the patients had ICD-10-diagnosed fatigue when counting non-cancer-
related fatigue and CRF together. This ratio is compatible with the proposed ratio from
other relevant studies [8]. Regardless of the CRF identified by either diagnostic approach,
a physician should provide resources or assistance actively, for those patients who seek
multiple types of fatigue-related management (>5), as these patients may suffer from more
profound CRF than others.

Poort et al. found no significant differences in the development of CRF between
patients with endometrial and ovarian cancer [29], and Sekse et al. did not notice a consid-
erable difference between the gynecological cancer types and the development of CRF [10].
Moreover, there has been limited research on the relationship between cancer type and
CRF, and most of the results that have been obtained have been inconclusive.

Our study proposed a five-item predictive model for helping physicians identify those
patients that may seek more fatigue-related management. The five-item predictive model
demonstrated an outstanding performance with an AUC of 0.9438. Our predictive model
may be the first model to identify gynecological cancer patients who require more fatigue-
related management. Our study also showed that patients with endometrial and cervical
cancers had a significantly higher probability of developing CRF.

4.2. The Other Predictive Model

There has been limited research on predictive models for CRF. Among female cancer
patients, most of the proposed predictors for CRF were developed for breast cancer patients.
Haghighat et al. conducted a prospective study with 112 breast cancer patients, suggesting
that depression, anxiety, and pain were significant predictors of CRF [30]. Von Ah et al.
proposed that mood disturbance was the most important predictor of CRF before, during,
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and after adjuvant therapy in breast cancer patients [31]. Schultz et al. indicated that
a higher tumor grade and insomnia were predictors of significant CRF in breast cancer
patients [19]. On the other hand, a predictive CRF model has also been proposed for
patients of all cancer types. Hwang et al. proposed a multidimensional predictive model
for CRF, including sadness, drowsiness, pain, poor appetite, irritability, and dyspnea. The
AUC of the multidimensional model was 0.88 [32]. Agarwal et al. evaluated 110 patients
with advanced cancer and suggested that pain, physical function, ECOG performance
status score, tiredness, and albumin levels were independent predictors of CRF [18]. Unlike
the above predictors, we proposed a predictive model that incorporated data that can
be collected easily from the patients’ clinical information without the use of additional
questionnaires., which significantly facilitates the evaluation of CRF in clinical practice.

4.3. Results in the Context of Published Literature

Poort et al. reported that 48.0% of patients with gynecological cancer experienced
clinically significant fatigue after surgery. Although the prevalence slightly decreased
1 year later, it was still 39.0% [29]. Jewett et al. also illustrated that 53.6% of the patients
with gynecological cancer considered fatigue to be the most common problem in their
lives [33]. CRF can significantly impair the patients’ quality of life. Liavaag et al. reported
that CRF may contribute to more somatic and mental morbidities. These patients also had
significantly higher anxiety scores and poorer body image, contributing to an increased
use of sedatives and antidepressants [34]. Moreover, there is a connection between CRF
and sleep disturbance; however, the exact mechanism or causality remains unknown.
While it is easy to infer that patients with CRF can fall asleep easily, several factors can
influence their sleep quality negatively. Factors that may impair sleep quality include
somatic discomfort, cancer-related treatment, emotional discomfort, and an imbalance
between sleep opportunities and sleep ability [35].

4.4. Treatment for Cancer-Related Fatigue

Available treatment for CRF includes exercise, psychological management, and the use
of pharmacological agents. The patients who perceive that physical activity may increase
their discomfort following cancer treatment may be inhibited from regular activity, which
is called the “fear of movement,” with the decreased activity further triggering CRF [36]. It
has been established that exercise can lead to the most considerable symptom improvement
in patients with CRF [37]. Meneses-Echávez et al. reviewed nine studies that addressed
the efficacy of exercise for treating CRF and proposed that supervised aerobic exercise was
effective in patients with CRF [38]. Cramp et al. also indicate that more significant benefits
can be achieved when exercise is done during or after adjuvant cancer therapy. Patients
with breast cancer and prostate cancer may benefit from exercise; however, there are no
significant benefits for patients with hematological cancer [39]. Carroll et al. showed that
hematopoietic agents, corticosteroids, and psychostimulants were commonly used pharma-
cological agents for patients with CRF [40]. Minton et al. indicate that methylphenidate was
the only identified beneficial psychostimulant for patients with CRF in the meta-analysis,
resulting in a mean decreased fatigue score of 0.30 (95% CI = −0.54 to −0.05; p = 0.02). They
also indicated that erythropoietin may benefit CRF patients with anemia. It was found that
compared to the use of a placebo, erythropoietin resulted in a mean decreased fatigue score
of 0.3 (95% CI = −0.46 to −0.29; p = 0.008) [41]. On the basis of current evidence, the efficacy
of psychological interventions for CRF is controversial. Jacobsen et al. have suggested
that psychological interventions are helpful for patients with CRF [42], while Poort et al.
systemically reviewed a wide range of psychosocial interventions for CRF, which included
education, cognitive-behavioral therapies (such as changing thoughts and emotions), and
supportive group therapies; however, this investigation provided inconclusive results
due to study bias, the heterogeneity of the study design, and the small sample size of the
enrolled studies [43].
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4.5. Strengths and Weaknesses

Although the proposed prediction model demonstrated outstanding performance,
there were still some limitations to this study. Only 190 patients from one tertiary medical
center were enrolled in this study. The limited number of cases may have yielded bias
in the analysis and the development of the model for identifying patients seeking more
fatigue-related management. Despite these limitations, our study had several strengths.
This study focused only on CRF in patients with gynecological cancer. This study identified
the risk factors of patients seeking multiple fatigue-related management and proposed
a predictive model aimed at helping physicians recognize these patients. This model was
efficient and not time-consuming for physicians because the information required was
based primarily on patients’ clinical information.

4.6. Implications for Practice and Future Research

A prospective study may be necessary in the future to validate the actual performance
of the proposed prediction model. If patients have all the risk factors for seeking more
fatigue-related management, resources or assistance should be actively provided to them
to alleviate their poor quality of life.

5. Conclusions

There is a discrepancy among the different diagnostic approaches for CRF. In our study
cohort, on the basis of the ICD-10 diagnostic criteria, 42.6% of the patients had non-cancer-
related fatigue, and 10% had CRF, while on the basis of the BFI-T questionnaire, 51.0%
had fatigue. However, 77.9% of the cohort had ever received fatigue-related management.
Further analysis showed that the patients with endometrial/cervical cancer, FIGO stage > I,
ECOG performance status score ≥ 1, an inadequate cancer treatment response, and those
who received cancer treatment in the past week had a higher probability of receiving more
fatigue-related management. The five-item predictive model that was developed from
these factors may help physicians recognize patients who might seek more fatigue-related
management efficiently, indicating their profound symptoms of CRF, and that management
for alleviating CRF should be provided promptly for these patients.

Author Contributions: Conceptualization and design of the work, Y.-W.W., Y.-C.O., H.L., K.-S.H.,
H.-C.F., C.-H.W., Y.-Y.C., S.-W.H., H.-P.T. and C.-C.T.; data acquisition, analysis, and interpretation,
Y.-C.O., H.L., K.-S.H., H.-C.F., C.-H.W. and C.-C.T.; drafting the manuscript and revising it critically
for important intellectual content, Y.-W.W., K.-S.H., S.-W.H. and C.-C.T.; final approval of the version
to be published, Y.-W.W., H.-P.T. and C.-C.T. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki. The present study was approved by the Ethics Committee and the Institutional Review
Board of KCGMH (study number: CRF-CGMH01, IRB number: 201900669B0).

Informed Consent Statement: Informed consent was obtained from all enrolled patients.

Data Availability Statement: The datasets used in the current study are available from the corre-
sponding author upon reasonable request.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Taiwan Cancer Registry Annual Report 2019. Available online: https://www.hpa.gov.tw/Pages/Detail.aspx?nodeid=269&pid=

14913 (accessed on 20 January 2023).
2. Ferlay, J.; Colombet, M.; Soerjomataram, I.; Dyba, T.; Randi, G.; Bettio, M.; Gavin, A.; Visser, O.; Bray, F. Cancer incidence and

mortality patterns in Europe: Estimates for 40 countries and 25 major cancers in 2018. Eur. J. Cancer 2018, 103, 356–387. [CrossRef]
[PubMed]

https://www.hpa.gov.tw/Pages/Detail.aspx?nodeid=269&pid=14913
https://www.hpa.gov.tw/Pages/Detail.aspx?nodeid=269&pid=14913
http://doi.org/10.1016/j.ejca.2018.07.005
http://www.ncbi.nlm.nih.gov/pubmed/30100160


Cancers 2023, 15, 2181 12 of 13

3. National Comprehensive Cancer Network [NCCN guideline]. Uterine Neoplasm (Version 1. 2023). Available online: https:
//www.nccn.org/professionals/physician_gls/pdf/uterine.pdf (accessed on 20 January 2023).

4. National Health Research Institute. Taiwan Cooperative Oncology Group Clinical Practice Guideline of Gynaecologic Oncology.
Available online: https://tcog.nhri.org.tw/wp-content/uploads/2020/05/100gogpg.pdf (accessed on 20 January 2023).

5. National Comprehensive Cancer Network Clinical Practice Guideline in Oncology. Cervical Cancer. Available online: https:
//www.nccn.org/professionals/physician_gls/pdf/cervical.pdf (accessed on 19 December 2018).

6. NCCN Clinical Practice Guideline in Oncology, Ovarian Cancer Including Fallopian Tube Cancer and Primary Peritoneal
Cancer. Version 1.2020—11 March 2020. Available online: https://www.nccn.org/professionals/physician_gls/pdf/ovarian.pdf
(accessed on 20 January 2023).

7. Hofman, M.; Morrow, G.R.; Roscoe, J.A.; Hickok, J.T.; Mustian, K.M.; Moore, D.F.; Wade, J.L.; Fitch, T.R. Cancer patients’
expectations of experiencing treatment-related side effects. Cancer 2004, 101, 851–857. [CrossRef] [PubMed]

8. Barsevick, A.M.; Cleeland, C.S.; Manning, D.C.; O’Mara, A.M.; Reeve, B.B.; Scott, J.A.; Sloan, J.A. ASCPRO Recommendations for
the Assessment of Fatigue as an Outcome in Clinical Trials. J. Pain Symptom Manag. 2010, 39, 1086–1099. [CrossRef]

9. Minton, O.; Berger, A.; Barsevick, A.; Cramp, F.; Goedendorp, M.; Mitchell, S.A.; Stone, P.C. Cancer-related fatigue and its impact
on functioning. Cancer 2013, 119, 2124–2130. [CrossRef]

10. Sekse, R.J.T.; Hufthammer, K.O.; Vika, M.E. Fatigue and quality of life in women treated for various types of gynaecological
cancers: A cross-sectional study. J. Clin. Nurs. 2014, 24, 546–555. [CrossRef]

11. Hofman, M.; Ryan, J.L.; Figueroa-Moseley, C.D.; Jean-Pierre, P.; Morrow, G.R. Cancer-Related Fatigue: The Scale of the Problem.
Oncologist 2007, 12, 4–10. [CrossRef]

12. Curt, G.A.; Breitbart, W.; Cella, D.; Groopman, J.E.; Horning, S.J.; Itri, L.M.; Johnson, D.H.; Miaskowski, C.; Scherr, S.L.;
Portenoy, R.K.; et al. Impact of Cancer-Related Fatigue on the Lives of Patients: New Findings From the Fatigue Coalition.
Oncologist 2000, 5, 353–360. [CrossRef]

13. Mock, V.; Atkinson, A.; Barsevick, A.; Cella, D.; Cimprich, B.; Cleeland, C.; Donnelly, J.; Eisenberger, M.A.; Escalante, C.; Hinds, P.; et al.
NCCN Practice Guidelines for Cancer-Related Fatigue. Oncology 2000, 14, 151–161.

14. Luckett, T.; King, M.; Butow, P.; Friedlander, M.; Paris, T. Assessing Health-Related Quality of Life in Gynecologic Oncology.
Int. J. Gynecol. Cancer 2010, 20, 664–684. [CrossRef]

15. Seyidova-Khoshknabi, D.; Walsh, D.; Davis, M.P. Review Article: A Systematic Review of Cancer-Related Fatigue Measurement
Questionnaires. Am. J. Hosp. Palliat. Med. 2010, 28, 119–129. [CrossRef]

16. Wang, X.S.; Woodruff, J.F. Cancer-related and treatment-related fatigue. Gynecol. Oncol. 2014, 136, 446–452. [CrossRef] [PubMed]
17. Bower, J.E. Cancer-related fatigue—Mechanisms, risk factors, and treatments. Nat. Rev. Clin. Oncol. 2014, 11, 597–609. [CrossRef]

[PubMed]
18. Garg, R.; Agarwal, S.; Minhas, V.; Bhatnagar, S.; Mishra, S.; Kumar, V.; Bharati, S.J.; Gupta, N.; Khan, M.A. To assess the prevalence

and predictors of cancer-related fatigue and its impact on quality of life in advanced cancer patients receiving palliative care in
a tertiary care hospital: A cross-sectional descriptive study. Indian J. Palliat. Care 2020, 26, 523–527. [CrossRef] [PubMed]

19. Schultz, S.L.; Dalton, S.O.; Christensen, J.; Carlsen, K.; Ross, L.; Johansen, C. Factors correlated with fatigue in breast cancer
survivors undergoing a rehabilitation course, Denmark, 2002–2005. Psycho-Oncology 2010, 20, 352–360. [CrossRef] [PubMed]

20. Hinz, A.; Weis, J.; Brähler, E.; Härter, M.; Geue, K.; Ernst, J. Fatigue in cancer patients: Comparison with the general population
and prognostic factors. Support. Care Cancer 2020, 28, 4517–4526. [CrossRef]

21. Taiwan Society of Cancer Palliative Medicine. Management of Cancer-Related Fatigue—A Guide for Taiwan. Available
online: https://www.wecare.org.tw/wp-content/uploads/2017/11/Cancer-Fatigue-%E7%AC%AC%E4%BA%8C%E5%88%
B7%E6%89%8B%E5%86%8A.pdf (accessed on 4 July 2022).

22. Mendoza, T.R.; Wang, X.S.; Cleeland, C.S.; Morrissey, M.; Johnson, B.A.; Wendt, J.K.; Huber, S.L. The Rapid Assessment of Fatigue
Severity in Cancer Patients: Use of the Brief Fatigue Inventory. Cancer 1999, 85, 1186–1196. [CrossRef]

23. Yanez, B.; Pearman, T.; Lis, C.; Beaumont, J.; Cella, D. The FACT-G7: A rapid version of the functional assessment of cancer
therapy-general (FACT-G) for monitoring symptoms and concerns in oncology practice and research. Ann. Oncol. 2013, 24,
1073–1078. [CrossRef]

24. McCorkle, R.; Young, K. Development of a symptom distress scale. Cancer Nurs. 1978, 1, 373–378. [CrossRef]
25. Aoun, S.M.; Monterosso, L.; Kristjanson, L.J.; McConigley, R. Measuring Symptom Distress in Palliative Care: Psychometric

Properties of the Symptom Assessment Scale (SAS). J. Palliat. Med. 2011, 14, 315–321. [CrossRef]
26. Chen, H.W.; Lin, I.H.; Chen, Y.J.; Chang, K.H.; Wu, M.H.; Su, W.H.; Huang, G.C.; Lai, Y.L. A novel infusible botanically-derived

drug, PG2, for cancer-related fatigue: A phase II double-blind, randomized placebo-controlled study. Clin. Investig. Med. 2012, 35,
1–11. [CrossRef]

27. Berger, A.M.; Mooney, K.; Alvarez-Perez, A.; Breitbart, W.S.; Carpenter, K.M.; Cella, D.; Cleeland, C.; Dotan, E.; Eisenberger,
M.A.; Escalante, C.P.; et al. Cancer-Related Fatigue, Version 2.2015. J. Natl. Compr. Cancer Netw. 2015, 13, 1012–1039. [CrossRef]
[PubMed]

28. Lee, S.; Lee, D.K. What is the proper way to apply the multiple comparison test? Korean J. Anesthesiol. 2020, 73, 572. [CrossRef]
[PubMed]

29. Poort, H.; De Rooij, B.H.; Uno, H.; Weng, S.; Ezendam, N.P.M.; Van De Poll-Franse, L.; Wright, A.A. Patterns and predictors of
cancer-related fatigue in ovarian and endometrial cancers: 1-year longitudinal study. Cancer 2020, 126, 3526–3533. [CrossRef]

https://www.nccn.org/professionals/physician_gls/pdf/uterine.pdf
https://www.nccn.org/professionals/physician_gls/pdf/uterine.pdf
https://tcog.nhri.org.tw/wp-content/uploads/2020/05/100gogpg.pdf
https://www.nccn.org/professionals/physician_gls/pdf/cervical.pdf
https://www.nccn.org/professionals/physician_gls/pdf/cervical.pdf
https://www.nccn.org/professionals/physician_gls/pdf/ovarian.pdf
http://doi.org/10.1002/cncr.20423
http://www.ncbi.nlm.nih.gov/pubmed/15305419
http://doi.org/10.1016/j.jpainsymman.2010.02.006
http://doi.org/10.1002/cncr.28058
http://doi.org/10.1111/jocn.12647
http://doi.org/10.1634/theoncologist.12-S1-4
http://doi.org/10.1634/theoncologist.5-5-353
http://doi.org/10.1111/IGC.0b013e3181dad379
http://doi.org/10.1177/1049909110381590
http://doi.org/10.1016/j.ygyno.2014.10.013
http://www.ncbi.nlm.nih.gov/pubmed/25458588
http://doi.org/10.1038/nrclinonc.2014.127
http://www.ncbi.nlm.nih.gov/pubmed/25113839
http://doi.org/10.4103/IJPC.IJPC_223_19
http://www.ncbi.nlm.nih.gov/pubmed/33623316
http://doi.org/10.1002/pon.1739
http://www.ncbi.nlm.nih.gov/pubmed/20878834
http://doi.org/10.1007/s00520-019-05260-8
https://www.wecare.org.tw/wp-content/uploads/2017/11/Cancer-Fatigue-%E7%AC%AC%E4%BA%8C%E5%88%B7%E6%89%8B%E5%86%8A.pdf
https://www.wecare.org.tw/wp-content/uploads/2017/11/Cancer-Fatigue-%E7%AC%AC%E4%BA%8C%E5%88%B7%E6%89%8B%E5%86%8A.pdf
http://doi.org/10.1002/(SICI)1097-0142(19990301)85:5&lt;1186::AID-CNCR24&gt;3.0.CO;2-N
http://doi.org/10.1093/annonc/mds539
http://doi.org/10.1097/00002820-197810000-00003
http://doi.org/10.1089/jpm.2010.0412
http://doi.org/10.25011/cim.v35i1.16100
http://doi.org/10.6004/jnccn.2015.0122
http://www.ncbi.nlm.nih.gov/pubmed/26285247
http://doi.org/10.4097/kja.d.18.00242.e1
http://www.ncbi.nlm.nih.gov/pubmed/33271011
http://doi.org/10.1002/cncr.32927


Cancers 2023, 15, 2181 13 of 13

30. Haghighat, S.; Akbari, M.E.; Holakouei, K.; Rahimi, A.; Montazeri, A. Factors predicting fatigue in breast cancer patients. Support.
Care Cancer 2003, 11, 533–538. [CrossRef]

31. Von Ah, D.M.; Kang, D.-H.; Carpenter, J.S. Predictors of Cancer-Related Fatigue in Women With Breast Cancer Before, During,
and After Adjuvant Therapy. Cancer Nurs. 2008, 31, 134–144. [CrossRef]

32. Hwang, S.S.; Chang, V.T.; Rue, M.; Kasimis, B. Multidimensional independent predictors of cancer-related fatigue. J. Pain Symptom
Manag. 2003, 26, 604–614. [CrossRef]

33. Jewett, P.I.; Teoh, D.; Petzel, S.; Lee, H.; Messelt, A.; Kendall, J.; Hatsukami, D.; Everson-Rose, S.A.; Blaes, A.H.; Vogel, R.I.
Cancer-Related Distress: Revisiting the Utility of the National Comprehensive Cancer Network Distress Thermometer Problem
List in Women With Gynecologic Cancers. JCO Oncol. Pr. 2020, 16, e649–e659. [CrossRef]

34. Liavaag, A.H.; Dorum, A.; Fossa, S.D.; Tropé, C.; Dahl, A.A. Controlled study of fatigue, quality of life, and somatic and mental
morbidity in epithelial ovarian cancer survivors: How lucky are the lucky ones? J. Clin. Oncol. 2007, 25, 2049–2056. [CrossRef]

35. Medysky, M.E.; Temesi, J.; Culos-Reed, S.N.; Millet, G. Exercise, sleep and cancer-related fatigue: Are they related? Neurophysiol.
Clin. 2017, 47, 111–122. [CrossRef]

36. Velthuis, M.J.; Bussche, E.V.D.; May, A.M.; Gijsen, B.C.M.; Nijs, S.; Vlaeyen, J.W.S. Fear of movement in cancer survivors:
Validation of the Modified Tampa Scale of Kinesiophobia-Fatigue. Psycho-Oncology 2011, 21, 762–770. [CrossRef]

37. Mustian, K.M.; Alfano, C.M.; Heckler, C.; Kleckner, A.S.; Kleckner, I.R.; Leach, C.R.; Mohr, D.; Palesh, O.G.; Peppone, L.J.;
Piper, B.F.; et al. Comparison of Pharmaceutical, Psychological, and Exercise Treatments for Cancer-Related Fatigue. JAMA Oncol.
2017, 3, 961–968. [CrossRef] [PubMed]

38. Meneses-Echávez, J.F.; González-Jiménez, E.; Ramírez-Vélez, R. Effects of supervised exercise on cancer-related fatigue in breast
cancer survivors: A systematic review and meta-analysis. BMC Cancer 2015, 15, 77. [CrossRef] [PubMed]

39. Cramp, F.; Byron-Daniel, J. Exercise for the management of cancer-related fatigue in adults. Cochrane Database Syst. Rev. 2012,
11, CD006145. [CrossRef] [PubMed]

40. Carroll, J.K.; Kohli, S.; Mustian, K.M.; Roscoe, J.A.; Morrow, G.R. Pharmacologic Treatment of Cancer-Related Fatigue. Oncologist
2007, 12, 43–51. [CrossRef]

41. Minton, O.; Richardson, A.; Sharpe, M.; Hotopf, M.; Stone, P. A Systematic Review and Meta-Analysis of the Pharmacological
Treatment of Cancer-Related Fatigue. Gynecol. Oncol. 2008, 100, 1155–1166. [CrossRef] [PubMed]

42. Jacobsen, P.B.; Donovan, K.A.; Vadaparampil, S.T.; Small, B.J. Systematic review and meta-analysis of psychological and
activity-based interventions for cancer-related fatigue. Health Psychol. 2007, 26, 660–667. [CrossRef] [PubMed]

43. Poort, H.; Peters, M.; Bleijenberg, G.; Gielissen, M.F.; Goedendorp, M.M.; Jacobsen, P.; Verhagen, S.; Knoop, H. Psychosocial
interventions for fatigue during cancer treatment with palliative intent. Cochrane Database Syst. Rev. 2017, 7, CD012030. [CrossRef]
[PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1007/s00520-003-0473-5
http://doi.org/10.1097/01.NCC.0000305704.84164.54
http://doi.org/10.1016/S0885-3924(03)00218-5
http://doi.org/10.1200/JOP.19.00471
http://doi.org/10.1200/JCO.2006.09.1769
http://doi.org/10.1016/j.neucli.2017.03.001
http://doi.org/10.1002/pon.1971
http://doi.org/10.1001/jamaoncol.2016.6914
http://www.ncbi.nlm.nih.gov/pubmed/28253393
http://doi.org/10.1186/s12885-015-1069-4
http://www.ncbi.nlm.nih.gov/pubmed/25885168
http://doi.org/10.1002/14651858.cd006145.pub3
http://www.ncbi.nlm.nih.gov/pubmed/23152233
http://doi.org/10.1634/theoncologist.12-S1-43
http://doi.org/10.1093/jnci/djn250
http://www.ncbi.nlm.nih.gov/pubmed/18695134
http://doi.org/10.1037/0278-6133.26.6.660
http://www.ncbi.nlm.nih.gov/pubmed/18020836
http://doi.org/10.1002/14651858.CD012030.pub2
http://www.ncbi.nlm.nih.gov/pubmed/28708236

	Introduction 
	Materials and Methods 
	Participants 
	Measures 
	Statistics 

	Results 
	Discussion 
	Summary of the Main Results 
	The Other Predictive Model 
	Results in the Context of Published Literature 
	Treatment for Cancer-Related Fatigue 
	Strengths and Weaknesses 
	Implications for Practice and Future Research 

	Conclusions 
	References

