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able to work and maintain an expected lifestyle years af-
ter treatment. Many patients have problems with main-
taining their disability status, causing additional stress
and anxiety for these patients and their families.

Determining whether the etiology of fatigue is po-
tentially reversible and related to a treatment effect or an-
other unrelated cause often includes many confounding
issues. For example, for patients with anemia caused by
chemotherapy myelosuppression, fatigue may be caused
by or exacerbated by the anemia. Treatment of chemo-
therapy-induced anemia may improve or resolve fatigue.
Fatigue also may be attributable to depression related to
the diagnosis of malignancy. Again, addressing a known
cause that may improve the symptom should always be
considered.

Often CRF is not reported. If the patient does report
it, it may not be specifically addressed or treated. Patients
may be hesitant to relay this information due to the fear
of not receiving maximum cancer treatment. Patients
may believe that this is an expected symptom that is un-
treatable and they should cope with it. Also, patients may
believe they will be considered a “complainer” if they re-
port this symptom. In addition, patients are often anxious
because they may believe that this is a sign of recurrent
or advancing disease.

Health care providers may be hesitant to discuss fa-
tigue because of a lack of knowledge in this area and lim-
ited treatment options. Time constraints in busy
outpatient practices probably also play a role. For most pa-
tients and families, discussing CRF during the treatment
course is important and is best done at the initiation of
the treatment. Thus, patients and families can make ap-
propriate plans to deal with this entity.

Because of the impact of CRF, we designed a CRF
Clinic within our institution. By implementing this clinic
we wanted to address a variety of issues, including: Can we
improve our patients’ lives by targeting and potentially
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Abstract
Cancer-related fatigue (CRF) is the most prevalent symptom of can-
cer, occurring in 60% to 90% of patients and surpassing pain in fre-
quency. CRF may increase patients’ anxieties and hamper their quality
of life. We developed a CRF clinic in 1998 because we believed there
needed to be a more focused effort on the education, evaluation,
and treatment of CRF for our patients. Since then, we have gained
clinical insights into the planning, development, and evolution of
this endeavor. Our objective is to share our experiences and pro-
vide preliminary analysis of the first 123 patients evaluated in this
clinic. (JNCCN 2003;1:333–343).

Cancer-related fatigue (CRF) is defined as a persistent,
subjective sense of tiredness related to cancer or cancer
treatment that interferes with usual functioning.1 It is of-
ten described as an overwhelming tiredness despite ade-
quate rest,2 and it is not uncommon for patients with CRF
to describe feeling unrefreshed with morning wakening.

The importance of CRF is in that it is so common and
often has such a disturbing effect on patients’ and their
families’ lives. It is now the most prevalent symptom
among cancer patients, with an estimated incidence rang-
ing from 60% to 90%.3–6 In patients with metastatic dis-
ease, it exceeds 75%.1,5–7

Cancer-related fatigue may be present well beyond the
initial time of cancer treatment regardless of whether the
cancer is in remission or widely metastatic.8 This is espe-
cially difficult for patients cured of cancer but still un-
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decreasing their fatigue? Can we improve the knowl-
edge and further the education of health care providers
concerning the evaluation and treatment of CRF? Can
we develop appropriate ways to evaluate patients with
CRF, and will valid and reliable measures of CRF cor-
relate with the clinical evaluation? Finally, can we de-
velop innovative treatment plans and inspire others
to do the same? Although some of the answers are still
elusive, we continue to seek solutions to this problem
to improve the lives of our patients.

The goal of this article is to describe the design and
operational aspects of the clinic and to relay lessons
learned during the nearly 5 years of our clinic’s exis-
tence. We hope that this will inspire others to design
similar clinics or other processes so that CRF is ad-
dressed appropriately for our patients.

Clinic Objectives
Our initial clinic objectives in 1998 were to improve
our patients’ quality of life by decreasing fatigue; ed-
ucate healthcare providers, patients, and patients’ fam-
ilies about this entity; develop appropriate clinical
and diagnostic evaluation of this symptom; correlate
objective measures of fatigue with the clinical evalu-
ation; and develop innovative treatment plans. Our
objectives today are similar, although we believe they
are probably more realistic. We believe that although
we may not substantially decrease fatigue for all pa-
tients it is important to address and discuss the entity.
For some patients, quality of life is improved regard-
less. Patient feedback has relayed that the visibility of
the clinic, with health care providers interested and
available to address the symptom, have given consid-
erable relief and have decreased anxieties. In that as-
pect, we believe that our objective is now “to improve
our patients’ quality of life” by addressing fatigue. We
continue to work on innovative treatment plans, but
this remains a challenging objective given the limi-
tations of available options and funding resources.

Clinic Planning and Necessary Resources
It is extremely important to begin clinic planning by
identifying interested persons in multiple disciplines
who are willing to participate in both the planning
and clinic implementation phases. We began our clinic
design based on available resources. This may limit
the size and scope of the planned operation and should

be given considerable thought. The initiative should
always have a leader who is committed to seeing the
project through the planning, implementation, and
maintenance phases.

Clinic Personnel
Key personnel should be identified early in the planning
phase. Health care providers who will take responsi-
bility for evaluating the patients, such as physicians,
midlevel practitioners, a combination, or others should
be identified. We initially began with two physicians
with specialty training in general internal medicine
evaluating patients with each assigned an additional
half day of clinic. We used a clinic in which we already
had resources available (clinic nurse, scheduling clerk)
but that included available clinic rooms that were un-
derused on certain days. In this manner, we were able
to improve clinic volumes and better use available re-
sources. We initially began with a research nurse in-
terested in this project who was able to commit time.
After approximately one year, we transitioned to a mi-
dlevel provider who now spends approximately 50% of
her time in the clinic, but also participates in other de-
partmental patient care services and research activi-
ties. The number and type of personnel directly involved
in clinic services will depend on varying institutional
clinic designs. We also identified consultants from phys-
ical medicine and rehabilitation, psychiatry, neuropsy-
chology, pain management, nutrition, and physical and
occupational therapy who were interested in working
with our patients.

Our primary health care provider team consists of
the general internist and nurse practitioner (NP). This
has worked well in our experience. Our NP is essential
in our evaluation process and coordinates much of the
preclinical activity directly with our patients. In addi-
tion, she serves as a resource and patient liaison after
the visit. We initially planned for the NP to have a
CRF follow-up clinic with intermittent physician vis-
its after the initial evaluation by the physician.
Institutional billing issues prevented us from following
this plan, and our physicians evaluated the patient
with the NP at each follow-up visit. However, this lim-
itation was recently removed, and we believe that the
NP can evaluate many of our patients on most follow-
up visits, coordinating with the supervising physician.

Objective Measures
To ensure that we were using valid and reliable meas-
ures of fatigue and other symptoms, during our clinic
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planning we identified readily available and easily ad-
ministrable individual assessment tools (Table 1).
Although we chose these particular inventories, oth-
ers also may be appropriate. Recently, we noted that
anxiety is often apparent in our patients and we believe
it necessary to measure this objectively. Therefore, we
added the Beck Anxiety Inventory16 to the initial as-
sessment packet. These inventories should guide the
health care provider and help focus the evaluation;
however, they should be used in conjunction with the
clinical evaluation.

Patient Selection
The clinic began as a pilot program with limited re-
sources. We decided to focus our efforts on patients
with severe fatigue levels on the Brief Fatigue
Inventory (BFI)9 who were referred by physicians
within the institution. To test our operational pro-
cesses, we opened the clinic first to breast cancer
patients. When we were confident that our clinic lo-
gistics worked well in this homogeneous population,
we expanded to other groups, and now have an open

physician referral process. We have occasionally eval-
uated patients for CRF whose cancer care is managed
outside our institution (Fig. 1).

We also opened access to any referred patient re-
gardless of BFI score, whereas we had previously only
evaluated patients with a score of 6 or more. However,
despite reducing this requirement, the majority of pa-
tients we evaluate still have a BFI of 6 or more. The
infrequent patients with mild fatigue who undergo
clinic evaluation usually want reassurance concerning
persistent low levels of fatigue. For most patients with
lower scores, fatigue interference in routine activities
is minimal. In our experience, patients with BFI scores
under 6 have better outcomes than patients with more
severe fatigue.

Occasionally a patient contacts us directly for an
evaluation. We then contact the treating physician
for approval. We believe good communications with
the primary physician are extremely important.
Because cancer treatment plans may change over time,
physicians should be aware of various treatment plan-
ning and assessments that may be occurring so that the
overall care of the patient is managed appropriately.

Table 1 CRF Clinic Assessment Packet

Assessment Tool Name Entity Assessed Description

Brief Fatigue Inventory (BFI)9 Fatigue 9 questions
Score > 6 considered severe fatigue

Brief Pain Inventory (BPI)10 Pain 15 questions
Score 0, no pain; 10, worst pain

Beck Depression Inventory II (BDI-II)11 Depression 21 groups of statements
Score 0-13, minimal depression;
14-19, mild; 20-28, moderate; ³29, severe

Patient-Generated Subjective Nutrition Developed for the CRF Clinic;
Global Assessment of Nutrition (PG-SGA) Easy checklist for patients to answer

Brief Sleep Disturbance Scale (BSDS) Sleeping habits Developed by Pain Research Group
at UTMDACC; 6 questions
Score 22-29, mild sleep disturbance; 30-34,
moderate; ³35, severe 

M.D. Anderson Cancer-Related Multiple cancer-related Each  symptom rated on 11-point scale (0-10)
Symptom Inventory (MDASI)12 symptoms to indicate severity

Functional Status Index (FSI)13,14 Physical function or mobility 18 item questionnaire
Score of 54 is normal; score > 97 indicates
significant decrease in function

SF-12 Health Survey Standard Scoring15 Patient opinions on 11 questions
his/her health

*Beck Anxiety Inventory16 Anxiety 21 item scale
Score of 0-7 is minimal; score 8-15 mild;
16-25 moderate; 26-63 severe

*Recently added to assessment packet
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Patient Evaluation
The NP orders an initial diagnostic workup when the
consultation is scheduled, so that results are available
during or shortly after the initial evaluation (Table 2).
The initial evaluation is long and comprehensive. We
schedule 1.5 hours per patient; the initial 30 minutes
with the NP and the remaining hour with the physi-
cian. During the first 30 minutes, the NP meets with
the patient and reviews the assessment packet. If the
patient has questions concerning a specific item, the
NP tries to answer it. Also, during this time, some ini-
tial information is obtained and recorded. This infor-
mation is confirmed during the physician interview,
but this step often saves time during
the data-gathering phase. We have de-
signed a specific consultation form since
we initially began evaluating patients.
This form is intended to guide our
health care providers so that we do not
inadvertently forget to address an as-
pect of fatigue. For example, there are
areas under the History of Present
Illness labeled, “Onset of fatigue,”
“Duration,” “ Frequency,” “Pattern of
fatigue,” “Factors affecting fatigue,” and
“Associated symptoms.” We have also
included extent of disease and the
Zubrod performance score on our as-
sessment forms.17 These objective meas-
ures of disease and performance status

are helpful in assessing patients over time or when
comparing subgroups of patients undergoing assess-
ment and treatment for fatigue (Table 3).

On completion of the initial assessment by the NP,
the individual assessment tools are scored and the in-
formation is relayed to the physician. We designed a
patient flow sheet for recording assessment packet scores,
laboratory evaluations, vital signs, weight, height, al-
lergies, and medications that allows for easy access and
comparisons on follow-up visits. We also record fatigue
treatments initiated on this sheet (Figure 2).

Educational materials are made available to the
patient either during the nursing appointment or
directly after the physician evaluation. Energy
conservation tips and sleep hygiene techniques are
outlined and reviewed with patients (Tables 4–6).
Education provides patients and their families with a
better understanding of fatigue and helps them develop
strategies to deal with it. 

It is important for the physician to explain the
clinic objectives and relay realistic expectations con-
cerning treatment and outcomes. Patients and their
families must understand that the timeline for im-
provement, if it occurs, is generally weeks to months
and not days. Also, patients still undergoing cancer
treatment will experience fluctuations in levels of fa-
tigue that can be correlated with specific phases or
may be treatment specific. For example, patients re-
ceiving chemotherapy may experience increased fa-
tigue when white blood cell counts are at their nadir
(usually 10 to 14 days after the start of treatment);
also, patients receiving docetaxel may be especially
vulnerable to increased levels of fatigue. 

Table 2 CRF Clinic: Initial Diagnostic Workup
Test *Testing Window

Electrolytes (sodium, potassium, chloride, 2 weeks before appointment
bicarbonate)

Chemistry panel (creatinine, blood urea 2 weeks before appointment
nitrogen, glucose, magnesium, calcium,
phosphorus, total bilirubin, serum
transaminase, alkaline phosphatase,
lactic dehydrogenase, albumin, total protein)

Thyroid stimulating hormone (TSH) 1 month before appointment

Complete blood count (CBC) with differential 2 weeks before appointment 
and platelet count (for patients actively receiving

chemotherapy, CBC should be 
within 1 week of appointment)

*Patients do not have these tests ordered if results are available within the 
specified testing window.

Figure 1 Cancer-Related Fatigue Clinic Patient Referral.
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An accurate history should be obtained or verified
if obtained by another provider. Aspects of fatigue
should be addressed as previously noted. The impact
of fatigue should be addressed in terms of both physi-
cal and cognitive functioning.

Other important aspects of the patient history
should include the history of the cancer treatment,
extent of disease, and response to treatment, current
medications, existing comorbidities and status of each,
and assessment of current performance status.
Additional relevant information includes smoking,
alcohol and any illicit drug use, work history and re-
view of activity level, exercise tolerance and family
history.

Because fatigue can be associated with a multi-
tude of disease processes, the initial physical exami-
nation is comprehensive. The review of systems and

assessment packet may offer some guidance, but in our
experience a thorough physical examination is nec-
essary for most patients.

Treatment Assessment and Planning
Based on history, physical examination, assessment
packet scores, and diagnostic evaluation, a differential
diagnosis is formulated. For the majority of patients, fa-
tigue may be attributable to multiple etiologies.
However, the most difficult cases to treat are those with
minimal reversible influences. For example, in most
cases, the diagnostic evaluation is unremarkable or so
minimally abnormal that it is difficult to attribute se-
vere levels of fatigue to this etiology. More  frequently,
patients have moderate to severe depression, pain, or
sleep abnormalities. These associations have been pre-

Table 3 Nurse Practitioner and Physician Functions in the CRF Clinic*
Nurse Practitioner (NP) Physician

Before appointment Appointment day

Screens patient prior to appointment scheduling and Reviews medical record, scores from clinic assessment packet
obtains appropriate physician referral order as necessary and patient data obtained by NP 

Contacts patient to facilitate appointment scheduling and Discusses patient data with NP prior to patient evaluation
mailing of clinic assessment packet, schedules initial 
diagnostic work-up

Telephone reminder 1 to 2 days prior to appointment Evaluates patient; may verify portions of the patient data
obtained by the NP; examines the patient

Appointment day Formulates and discusses the treatment plan with the
patient, family and NP

Reviews assessment packet with patient, scores packet and Answers patient/family questions
relays findings to physician

Begins gathering of history, verifies medications, allergies, Orders additional diagnostic testing, consultations and
review of systems and records on consultation form medications as appropriate

May initiate patient education prior to physician exam and Discusses overall patient findings and plan with NP after
complete following the exam evaluation completed

Facilitates writing prescriptions for physician after exam After appointment

Answers additional patient/family questions Reviews additional work-up when completed and discusses
results with NP

Facilitates scheduling of additional diagnostic work up and
consultations

After appointment

May contact patient 1–2 weeks following evaluation, 
especially if begun on medications

Follows up and notifies the physician of results of 
additional diagnostic work up and consultations

Frequently receives patient calls and consults with 
physician as needed

May see patient in follow-up with physician supervision

*Functions based on initial consultation and not follow-up visit
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viously reported.18–21 It is often hard to determine
whether fatigue was the initial symptom or occurred
because of one or all of the other associated symptoms.
Care when eliciting the history may help to determine
the initiating symptom. However, for patients with sig-
nificant depression or pain, treatment of these specific
symptoms may significantly decrease fatigue with symp-
tom improvement. In a few cases, fatigue may com-
pletely resolve with treatment of associated symptoms.

Treatment planning may involve consultation with
other specialties and support services. For example, a pa-
tient with limited physical activity may need physical
medicine and rehabilitation as well as physical therapy
evaluations so that an initial exercise program can be

designed. The treatment plan
often involves initial exercise,
but this frequently depends on
the patient’s disease status, re-
sponse to treatment, present
activity level, and the status of
other comorbidities. Each
patient’s treatment plan is
unique and should be cus-
tomized to fit the individual’s
needs. A younger patient with
limited or cured disease may
be more apt to engage in an
exercise program than a pa-
tient with advanced disease
or other restrictive comor-
bidities.

It is necessary to com-
municate to the patient that
previous work in subgroups
of patients has shown exer-
cise benefits for some pa-
tients. Patients may feel it is
ludicrous for the physician to
prescribe exercise when they
complain of tiredness; an ex-
planation often helps them
adhere to the prescribed
treatment plan. It also is im-
portant, especially for pa-
tients with minimal or little
physical activity, to gradually
increase activity over time.
Patients who have not exer-
cised are unlikely to main-

tain the regimen if they overexert initially. Without
appropriate conditioning, patients also may delay fur-
ther exercise because of extreme muscle soreness or
more serious injuries.

Treatment plans often include multiple recom-
mendations. Patients and families should be encour-
aged to ask questions concerning the evaluation and
prescribed treatment plan, and time should be allot-
ted during the appointment for this interchange.
Patients and caregivers should be educated in energy
conservation, stress reduction, and distraction tech-
niques. Examples such as distributing tasks over longer
periods or prioritizing daily activity for an evening
outing should be discussed with the patient. It may be

Figure 2
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Patients with identifi-
able and correctable abnor
malities such as hypoka
lemia or hypomagnesemia
should receive appropriate
treatment. Fatigue should
be reassessed to determine
whether correction im-
proved the symptom.
Anemia, which often is
due to cancer treatment,
should be properly ad-
dressed. For cancer-related
anemia and fatigue, pa-
tients’ quality of life was
highest when hemoglobin
levels rose from 11 g/dL to
12 g/dL.4,22,23 Erythropoietin
may improve fatigue sig-
nificantly for these pa-
tients. We also have seen
improvement in fatigue af-
ter diagnosed infectious
processes were treated.

Nonpharmacologic
interventions may include
exercise programs, im-
proved sleep hygiene, nu-
tritional evaluation, and
restorative therapies. Sleep
disturbance associated
with fatigue is often diffi-
cult to manage. It may be
influenced by numerous
factors including daytime
naps, depression, anxiety,
certain medications, sleep
interruption due to in-
creased urination, and
evening food and bever-
age intake. A careful re-
view of these factors
should be performed for

patients with sleep disturbance.
Pharmacologic therapies also may be considered.

Some patients may benefit from beginning with edu-
cation, etiology-specific treatments, and nonpharma-
cologic interventions, and then initiating pharmacologic
therapy on a subsequent visit if significant improve-

Table 4 Ways to Conserve Energy

Ways to Conserve Energy 

Planning and Organizing

� Alternate tasks that take lots of energy with those that take less.

� Plan activities daily as well as weekly to better alternate tasks.

� Delegate as much as possible. It helps you get tasks done and it makes those who want to
help feel useful.

� Eliminate steps or tasks that are not essential by combining chores or errands.

� Arrange your household so that most activities can be done on one floor.

� Organize ahead of time so you don’t have to rush.

Pacing

� Balance activities so you alternate resting and doing.

� Stop to rest before you get tired even if it means stopping in the middle of a task.

� Try to avoid spurts of activity; this can drain energy.

� Pace activities on good days as well as bad days.

� Develop a routine, to prevent overdoing.

Positioning

� Sit to do things whenever possible

� Use assistive devices: walkers, scooters, canes, handrails, crutches, grab bars. Assistive 
devices and adaptive equipment can save energy by allowing you to do things without
having to bend or reach.

� Avoid heavy lifting (such as children, pots and pans, and laundry).

� Use carts or wagons to move things from room to room and place to place.

� Wear a fanny pack, carpenter’s belt, or jacket or sweater with pockets to carry things.

Prioritizing

� Focus on things you enjoy doing.

� Be realistic with yourself.

When You’re Too Tired to Eat

� When just the thought of cooking or eating a meal makes you tired, try these hints to
save energy.

� Let others help prepare or bring food. Family or friends usually like to help!

� Use canned, frozen, or other prepared foods, or try ordering out.

� On days when you feel well, cook extra food and freeze in small containers. Reheat
frozen food on days when you’re tired.

� Ask your doctor, nurse, or social worker about community resources that deliver prepared
meals.

� Eat small, frequent meals rather than several large meals each day. 

� Have snack foods readily available.

� If you’re really exhausted, put some favorite foods and beverages in a cooler with ice next
to you  as you rest.

� Make quick meals with a microwave or blender.

appropriate to suggest that patients ask for help from
others. Patients may do this only when instructed by
their physician that it is an appropriate alternative. At
times, patients may benefit from writing their daily
activities so that they can focus efforts on strategies for
particular times of day when fatigue is greatest.

Data from Donovan E: Patient information sheet: Suggestions for energy conservation, with 
permission (Copyright, 1997, Eileen Donovan at M. D. Anderson Cancer Center.)
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Table 5 Ways to Preserve Energy
Ways to Preserve Energy

Basic Activities

Bathing and Grooming

� Wash your hair in the shower rather than over a sink.

� Use a terry robe instead of towels to dry off.

� Use organizers to keep things within reach.

� Use a chair in the shower or tub.

� Use a long-handled sponge or brush to reach your back
and feet.

� Rest elbows on counter or dressing table to avoid lean-
ing unsupported.

� Use a long handled brushes or combs to avoid holding
your arms overhead.

� Use liquid soap or soap on a rope.

� Use an elevated toilet seat.

Dressing

� Wear loose clothes that are easier to put on and off.

� Bring your foot to your knee to put on socks and shoes
so you won’t have to lean over.

� Wear slip-on shoes or shoes with Velcro closures or elas-
tic shoe-laces.

� Use a long handled shoe horn or sock aid.

� Fasten your bra in front and then turn it around.

� Wear clothes that button in front rather than pullovers
or clothes that button in the back.

� Use a reacher or dressing stick to help with zippers in
back. 

Advanced Activities Housework

� Spread tasks out over the week or month.

� Hire help.

� Use long-handled dusters, mops, dust pans.

� Use automatic washer and dryer if possible.

� Use lightweight iron.

Shopping

� Make a list.

� Organize your shopping list by store aisle.

� Request assistance in stores.

� Have groceries delivered if possible.

� Shop at less busy times.

Meal Preparation

� Assemble all ingredients before starting.

� Use mixes or pre-packaged foods.

� Use cookware you can serve from.

� Use small, lightweight appliances.

� Use labor saving devices.

� Buy utensils that fit comfortably in the hand.

� Store frequently used items at chest level to minimize
bending and reaching.

� Line ovens and drip pans with foil for easier cleanup.

� Let dishes soak rather than scrubbing them.

� Let dishes air dry.

� Use a dishwasher.

Table 5 Continued
Childcare

� Plan activities or outings at a place that will allow you
to sit or lie.

� Take advantage of day-care programs.

� Teach children to make a game out of household
chores.

Work

� Plan work around your best times of the day.

� Organize work centers so that equipment is within easy
reach.

� Create short cuts.

� Take rest breaks.

� Work part time if possible.

Leisure

� Plan activities that allow you to sit or lie down.

� Plan social events at peak energy times.

Data from Donovan E: Patient information sheet: Suggestions
for energy conservation, with permission (Copyright, 1997,
Eileen Donovan at M. D. Anderson Cancer Center.)

ment does not occur. Patients are often hesitant to take
another medication. In addition, they may be more apt
to initiate medication or continue with follow-up eval-
uations once they establish a more trusting relation-
ship with the provider. Also, stimulants should not be
prescribed for patients with uncontrolled hypertension,
known cardiac arrhythmias, or underlying cardiac is-
chemia. When prescribing these medications, the physi-
cian should outline the daily dose administration
because if the patient forgets and takes the noon dose
later in the day or evening, fatigue and sleep disruption
may be exacerbated. We also communicate to our pa-
tients that there are few if any well-controlled trials
with most of the available pharmacologic agents used
to treat fatigue. However, anecdotal evidence suggests
it may be helpful for some patients.

A Cancer-Related Fatigue Clinic

The University of Texas M. D. Anderson Cancer
Center Experience
We began evaluating patients in this clinic in July
1998. Presently, over 150 patients have been evaluated
in the clinic. Of the initial 123 patients evaluated
from July 1998 through April 2002, the median age was
54 (range, 23 to 85 years); 75% were women. Over half
of the patients had Zubrod performance scores less



to be depressed, 48% had uncontrolled pain, and 43%
had sleep disturbances. These diagnoses were made
by the physician evaluator and based on the symptom
assessment tool and the clinical evaluation.

Overall, 61% of patients were prescribed med-
ications at their initial evaluation. The most fre-
quent medications given were antidepressants,
stimulants, and pain medications. In over 40%,
exercise was prescribed at the initial visit. Further
consultation was necessary in 61% and included
consultations to psychiatry, relaxation and self-hyp-
nosis, and pain services.

Lessons Learned
Our experiences in evaluating patients with CRF have
emphasized the following aspects.

Cancer-related fatigue may affect patients long
after their cancer is cured and their cancer treatment
has been completed. It is especially difficult for pa-
tients who no longer have cancer but have substan-
tial fatigue causing disability. Because CRF has only
recently been accepted as a diagnosis, it is particularly
important to help educate insurers of this entity and
to advocate for our patients in these circumstances.

It is difficult to draw conclusions from the het-
erogeneous group of patients evaluated in our clinic,
because multiple factors contribute to and influence
the development of fatigue. Patients are seen at vary-
ing follow-up times and receive individualized treat-
ment plans dependent on evaluation results. Patient
outcomes should reflect the variability in patient fac-
tors and treatment plans.

During the initial evaluation, a frank and realis-
tic discussion should outline the present knowledge of
fatigue, expected time frames for improvement, and a
specific treatment plan. Patient and family interac-
tions with the health care provider should be
encouraged and continued at follow-up visits.
Appropriate educational material should be discussed
and given to the patient for home review.

Most patients with CRF experience fluctuations
in their course, especially if they are still receiving
cancer treatment or have other major medical or psy-
chosocial events. Valid and reliable measures of CRF
should be used to obtain a baseline level and then
used to gauge responsiveness to treatment.

The majority of patients have anxieties and fear
that CRF is present because of recurrence or progres-
sion of the cancer. It should be emphasized that in an
overwhelming majority of patients this is not the case.
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than or equal to 1 (good status), and the most com-
mon cancer diagnosis was breast cancer. Over 90% of
these patients either no longer had cancer or had sta-
ble disease, and 46% of patients were receiving can-
cer treatment. In addition to fatigue, other symptoms
patients experienced included depression, anxiety, in-
somnia, myalgias and arthralgias, and pain as docu-
mented by the systems review by the physician.

The initial evaluations included a BFI, BPI, and
BDI-II median score of 7 (severe), 7 (severe), and 19
(mild), respectively. Over 50% of patients were noted

Table 6 Good Sleep Hygiene

Good Sleep Hygiene

During the Day

� Exercise regularly. Even a 20-minute walk during the
day can help you relax. Don’t exercise in the evening.

� Limit naps if you can. If you must nap, limit your nap to
30 minutes.

Before Bedtime

� Avoid alcohol, caffeine, chocolate and nicotine in the
late afternoon and evening.

� Limit liquids in the evening before going to bed.

� Turn off the TV 1 hour before bedtime. Listen to quiet
music or take a warm bath. 

� If you worry or “can’t turn your brain off” when you
try to sleep, make a list of things you need to do before
you go to bed and then stop thinking about them.

At Bedtime

� Go to bed and get up at the same time every day, even
on weekends.

� A bedtime snack of warm milk, turkey or a banana may
make you sleepy.

� Use your bedroom only for sleep and sex, no reading,
watching TV, or working.

� If you are a “clock watcher,” turn your the clock so that
you cannot see its face.

� To fall asleep, lie in the position that you normally find
yourself in when you wake up.

� Go to bed at the same time with your spouse.

If You Can’t Fall Asleep

� If you haven’t fallen asleep in 15 minutes, go to an-
other room. Listen to quiet music. Avoid things that
stimulate your mind (TV, exciting books). Reading self-
help books may help you feel drowsy. Go back to bed
when you feel sleepy. If you still can’t fall asleep, get up
again and repeat as necessary.

If You Wake Up During The Night

� If you can’t get back to sleep, follow the procedure
above (If You Can’t Fall Asleep).

Data from Donovan E: Patient information sheet: Good sleep
hygiene, with permission.
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After it is clearly established that CRF is not due to
recurrence or progression of cancer, this should be re-
layed to the patient and family.

Patients frequently require an extensive evaluation
including a complete history, review of systems, phys-
ical examination, diagnostic studies, and objective as-
sessment of associated symptoms. Easily reversible
causes should be initially addressed to determine
whether fatigue improves or resolves with treatment.

Because multiple factors usually contribute to the
patient’s CRF, treatment usually requires a multidis-
ciplinary approach. Physicians working with nurses,
physical therapists, psychiatrists, and others are needed
to combat this symptom.

We should continue to develop well-designed,
controlled clinical trials to address management and
treatment of CRF. Research also is needed to allow
for a better understanding of the pathophysiology for
this symptom. This may help to minimize the numer-
ous influences including psychosocial factors that may
affect results and conclusions.

Conclusions
Because CRF is so common, distressing, and poten-
tially treatable, health care providers and institu-
tions should develop ways to appropriately address
this issue in their patients. The plan will be de-
pendent on the available resources, specific patient
characteristics (cancer diagnosis, extent of disease,
response to treatment, treatment type, comorbidi-
ties, and so forth), and patient volumes. Patient ed-
ucation should occur early and may relieve some of
the anxiety when the symptom occurs. We should
continue to encourage and stimulate research of the
pathophysiology of CRF because this may be the best
hope for future treatment. Well-designed random-
ized clinical trials testing interventions should af-
ford health care providers with more objective data
in treatment planning.

References
1. Mock V, Atkinson A, Barsevick A et al. NCCN cancer-re-

lated fatigue clinical practice guidelines in oncology.
Oncology 2000;14:151–161.

2. Cella D, Davis K, Breitbart W et al. Cancer-related fatigue:
prevalence of proposed diagnostic criteria in a United States
sample of cancer survivors. J Clin Oncol 2001;19:
3385–3391.

3. Cella D, Peterman A, Passik S et al. Progress toward guidelines
for the management of fatigue. Oncology 1998;12: 369–377.

4. Demetri GD, Kris M, Wade J, et al. Quality of life benefit in
chemotherapy patients treated with epoetin alfa is inde-
pendent of disease response or tumor type: results from a
prospective community oncology study. J Clin Oncol 1998;
16:3412–3425.

5. Glaus A, Crow R, Hammond S. A qualitative study to ex-
plore the concept of fatigue/tiredness in cancer patients and
in healthy individuals. Support Care Cancer 1996;4:82–96.

6. Mock V, Dow KH, Meores C et al. Effects of exercise on fa-
tigue, physical functioning, and emotional distress during ra-
diation therapy for breast cancer. Oncol Nurs Forum
1997;24:991–1000.

7. Bloom JR, Fobair P, Grintz E et al. Psychosocial outcomes of
cancer: a comparative analysis of Hodgkin’s disease and tes-
ticular cancer. J Clin Oncol 1998;1:979–988.

8. Broeckel JA, Jacobsen P, Horton J et al. Characteristics and
correlates of fatigue after adjuvant chemotherapy for breast
cancer. J Clin Oncol 1998;16:1689–1696.

9. Mendoza TR, Wang XS, Cleeland CS et al. The rapid as-
sessment of fatigue in cancer patients. Cancer 1999;85:
1186–1196.

10. Cleeland CS, Ryan KM. Pain assessment: Global use of the
brief pain inventory. Ann Acad Med Singapore 1994;
23:129–138.

11. Steer RA, Beck AT, Brown G et al. Self-reported depressive
symptoms that differentiate recurrent-episode major depres-
sion from dysthymic disorders. J Clin Psychol 1987;
43:246–250.

12. Cleeland CS, Mendoza TR, Wang SX et al. Assessing symp-
tom distress in cancer patients. The M D Anderson Symptom
Inventory. Cancer 2000;89:1634–1646.

13. Harvey RF, Jellinek HM. Functional performance assessment:
a program approach. Arch Phys Med Rehabil 1981;62:
456–460.

14. Harvey RF, Jellinek HM. Patient profiles: utilization in func-
tional performance assessment. Arch Phys Med Rehabil
1983;64:268–271.

15. Stewart AL, Hays RD, Ware JF Jr. The MOS short-form gen-
eral health survey. Reliability and validity in a patient pop-
ulation. Med Care 1988;26:724–735.

16. Beck AT, Epstein N, Brown G et al. An inventory for meas-
uring clinical anxiety: psychometric properties. J Consult
Clin Psychol 1988;56:893–897.

17. Zubrod CG, Schneiderman M, Frei E et al. Appraisal of
methods for the study of chemotherapy of cancer in man:
comparative therapeutic trial of nitrogen mustard and
trimethylene thiophosphoramide. J Chronic Dis 1960; 11:7.

18. Escalante CP, Grover T, Johnson BA et al. A fatigue clinic
in a comprehensive cancer center: design and experiences.
Cancer 2001;92(Suppl 6):1708–1713.

19. Berger AM, SN, W. An explanatory model of fatigue in
women receiving adjuvant breast cancer chemotherapy. Nurs
Res 2001;50:42–52.

http://www.ingentaconnect.com/content/external-references?article=/0732-183X^282001^2919L.3385[aid=5265547]
http://www.ingentaconnect.com/content/external-references?article=/0890-9091^281998^2912L.369[aid=5265548]
http://www.ingentaconnect.com/content/external-references?article=/0732-183X^281998^2916L.3412[aid=1519130]
http://www.ingentaconnect.com/content/external-references?article=/0941-4355^281996^294L.82[aid=5265549]
http://www.ingentaconnect.com/content/external-references?article=/0190-535X^281997^2924L.991[aid=4790552]
http://www.ingentaconnect.com/content/external-references?article=/0732-183X^281998^2916L.1689[aid=1153996]
http://www.ingentaconnect.com/content/external-references?article=/0008-543X^281999^2985L.1186[aid=5265551]
http://www.ingentaconnect.com/content/external-references?article=/0304-4602^281994^2923L.129[aid=4987884]
http://www.ingentaconnect.com/content/external-references?article=/0021-9762^281987^2943L.246[aid=3026309]
http://www.ingentaconnect.com/content/external-references?article=/0003-9993^281981^2962L.456[aid=3524412]
http://www.ingentaconnect.com/content/external-references?article=/0003-9993^281983^2964L.268[aid=5265553]
http://www.ingentaconnect.com/content/external-references?article=/0022-006X^281988^2956L.893[aid=698764]
http://www.ingentaconnect.com/content/external-references?article=/0021-9681^281960^2911L.7[aid=1154885]
http://www.ingentaconnect.com/content/external-references?article=/0029-6562^282001^2950L.42[aid=5265554]
http://www.ingentaconnect.com/content/external-references?article=/0890-9091^282000^2914L.151[aid=5265555]
http://www.ingentaconnect.com/content/external-references?article=/0732-183X^282001^2919L.3385[aid=5265547]
http://www.ingentaconnect.com/content/external-references?article=/0732-183X^281998^2916L.3412[aid=1519130]
http://www.ingentaconnect.com/content/external-references?article=/0190-535X^281997^2924L.991[aid=4790552]
http://www.ingentaconnect.com/content/external-references?article=/0008-543X^281999^2985L.1186[aid=5265551]
http://www.ingentaconnect.com/content/external-references?article=/0304-4602^281994^2923L.129[aid=4987884]
http://www.ingentaconnect.com/content/external-references?article=/0021-9762^281987^2943L.246[aid=3026309]
http://www.ingentaconnect.com/content/external-references?article=/0008-543X^282000^2989L.1634[aid=5265552]
http://www.ingentaconnect.com/content/external-references?article=/0003-9993^281981^2962L.456[aid=3524412]
http://www.ingentaconnect.com/content/external-references?article=/0003-9993^281983^2964L.268[aid=5265553]
http://www.ingentaconnect.com/content/external-references?article=/0025-7079^281988^2926L.724[aid=191660]
http://www.ingentaconnect.com/content/external-references?article=/0022-006X^281988^2956L.893[aid=698764]
http://www.ingentaconnect.com/content/external-references?article=/0029-6562^282001^2950L.42[aid=5265554]


20. Jacobsen PB, Hann DM, Azarello LM et al. Fatigue in women
receiving adjuvant chemotherapy for breast cancer: charac-
teristics, course and correlates. J Pain Symptom Manage
1999;18:233–242.

21. Dodd MJ, Miaskowski C, Paul SM. Symptom cluster and
their effects on the functional status of patients with cancer.
Oncol Nurs Forum 2001;28:465–470.

22. Cleeland CS, Demetri GD, JG et al. Identifying hemoglobin
level for optional quality of life: Results of an incremental analy-
sis (Abstr). Proc Am Soc Clin Oncol 1999;18:574A, 2215.

23. Glaspy J, Bukowski R, Steinberg D et al. Import of therapy

http://www.ingentaconnect.com/content/external-references?article=/0885-3924^281999^2918L.233[aid=5265556]
http://www.ingentaconnect.com/content/external-references?article=/0885-3924^281999^2918L.233[aid=5265556]
http://www.ingentaconnect.com/content/external-references?article=/0190-535X^282001^2928L.465[aid=5265558]

