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Signifcance: Evening fatigue and depressive symptoms are associated with several negative outcomes for patients with cancer.
However, the contribution of BOTH fatigue and depressive symptoms to patient outcomes remains unknown. Tis study
identifed subgroups of patients with distinct joint evening fatigue AND depressive symptom profles and evaluated for diferences
in demographic and clinical characteristics, levels of stress (i.e., global, cancer-specifc, and cumulative life) and resilience, and the
severity of common symptoms.
Methods: Outpatients (n� 1334) completed the Lee Fatigue Scale and Center for Epidemiological Studies-Depression scale six
times over two cycles of chemotherapy. Demographic and clinical characteristics, stress and resilience, and other common
symptoms were assessed at enrollment. Joint evening fatigue and depressive symptom profles were identifed using latent profle
analysis. Profle diferences were assessed using parametric and nonparametric tests.
Results: Five profles were identifed (i.e., Low Evening Fatigue and Low Depression [Both Low: 20.0%], Moderate Evening
Fatigue and Low Depression [Moderate Fatigue and Low Depression: 39.3%], Increasing and Decreasing Evening Fatigue and
Depression [Both Increasing–Decreasing: 5.3%], Moderate Evening Fatigue and Moderate Depression [Both Moderate: 27.6%],
High Evening Fatigue and High Depression [Both High: 7.8%]). Compared to the Both Low and Moderate Fatigue and Low
Depression classes, the Both Moderate and Both High classes were less likely to be married, more likely to report depression, had
a lower functional status, and had worse comorbidity profle. Both Moderate and Both High classes had higher levels of global,
cancer-specifc, and cumulative life stress and lower resilience.
Conclusions: Multiple risk factors for higher levels of evening fatigue AND depressive symptoms during chemotherapy were
identifed, including lower functional status, higher comorbidity burden, lower levels of resilience, and higher global, cancer-
specifc, and cumulative life stress. Tese risk factors may be used to identify patients at greatest risk for poorer outcomes and to
prescribe interventions to decrease these symptoms.
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1. Introduction

Fatigue associated with cancer or its treatment is a highly
complex and multidimensional symptom. Described as
subjective “tiredness or exhaustion” that is unrelated to
activity, it encompasses physical, emotional, and/or cogni-
tive domains [1] and is characterized by diurnal variation
[2–4]. Notably, fatigue levels are positively correlated with
depressive symptoms [5–12]. While fatigue is a hallmark
symptom ofmajor depressive disorder [13], fatigued patients
may become depressed over time due to the negative
consequences of fatigue. Both symptoms are common
during cancer treatment with fatigue and clinically relevant
depression occurring in 62% [14] and 27% [15] of patients,
respectively. Individually, fatigue and depressive symptoms
are associated with higher rates of unemployment [16, 17], as
well as decrements in functional status [18–20] and quality
of life [6, 21], and increased severity of other common
cancer-related symptoms [22, 23]. Despite the strong evi-
dence to suggest that these symptoms are related and have
several negative outcomes, the prevalence and risk factors
for BOTH fatigue and depressive symptoms in oncology
patients remain unknown.

Te use of patient-centered analytic approaches (e.g.,
latent profle analysis [LPA] and latent growth mixture
modeling) to identify subgroups of patients with distinct
fatigue AND depressive symptom profles may help clarify
this complexity. In addition, patient-centered approaches
can be used to identify risk factors for more severe symptom
experiences or trajectories.

Relatively few longitudinal studies used a patient-
centered analytic approach to identify risk factors for fa-
tigue [2–4, 24–26] or depressive symptoms [27–29] in pa-
tients receiving chemotherapy. In the two longitudinal
studies that used latent growth mixture modeling to identify
subgroups of breast cancer patients with distinct fatigue
trajectory profles across a cycle of chemotherapy [24, 25],
three fatigue profles were identifed. In the frst study [25],
while no demographic or clinical diferences were identifed
among the three classes, compared to the low fatigue class,
the transient and high fatigue classes had higher depressive
symptoms. In the second study [24], compared to the mild
decreasing class, the high moderate decreasing class was
more likely to have received doxorubicin.

In our LPAs of patients with heterogeneous cancer types
that considered diurnal variations in fatigue [3, 4], four
distinct morning (i.e., Very Low, Low, High, Very High) and
evening (i.e., Low, Moderate, High, Very High) fatigue
classes were identifed across two cycles of chemotherapy. In
terms of morning fatigue [4], distinct risk factors for the
Very High class included higher body mass index, not being
married or partnered, living alone, and having a lower
annual household income. For evening fatigue, distinct risk
factors for the Very High class included having childcare
responsibilities, breast cancer, and high blood pressure [3].
For both morning and evening fatigue, common risk factors
for the Very High classes were younger age, being female,
lower functional status, higher comorbidity burden, and
a self-reported diagnosis of depression. In addition, for both

morning and evening fatigue, the Very High classes had
signifcantly lower levels of morning and evening energy and
attentional function and higher levels of morning and
evening fatigue, trait and state anxiety, sleep disturbance,
both cancer and noncancer pain, and depressive symptoms.

In terms of depressive symptoms, using latent growth
mixture modeling, one study identifed two depressed mood
symptom trajectories (i.e., consistently mild and consistently
moderate for cycle two; consistently mild and moderate
improving for cycle three) over two cycles of chemotherapy
in women with breast cancer [27]. Receipt of doxorubicin
during cycle three was the only risk factor that was identifed
for the moderate improving depressive class. A second study
that used latent growth mixture modeling identifed four
depressive symptom trajectories (i.e., low-stable, recovering,
high-recovering, high-stable) from prior to 12months after
chemotherapy in women with breast cancer [28]. While no
demographic or clinical risk factors were evaluated, com-
pared to the low-stable class, the other three classes had
higher physical symptom distress.

Using LPA, our team identifed four distinct depressive
symptom profles (i.e., None, Subsyndromal, Moderate, and
High) across two cycles of chemotherapy [29]. Compared to
the None class, risk factors for the High class were not being
married or partnered, living alone, and having a lower
annual household income. In addition, the High class had
a higher number of comorbid conditions and self-reported
a diagnosis of depression. Notably, the High class had
signifcantly lower levels of morning and evening energy and
attentional function and higher trait and state anxiety, sleep
disturbance, both cancer and noncancer pain, and morning
and evening fatigue.

While these studies provide important information on
the risk factors for fatigue or depressive symptoms, the
majority of these studies were conducted among women
with breast cancer [24, 25, 27, 28]. Furthermore, none of the
studies provide information on fatigue AND depressive
symptom joint profles and their risk factors. Tis evaluation
is important given that fatigue and depression may co-occur
due to shared mechanisms (e.g., dysregulation of in-
fammatory, neuroendocrine, and/or stress pathways [30]).
In the setting of a stress exposure, activation of the sym-
pathetic nervous system results in the release of adrenaline,
noradrenaline, and corticotrophin-releasing hormone [31].
In parallel and in the setting of chronic stress, repeated
activation of the hypothalamic–pituitary–adrenal axis re-
sults in glucocorticoid resistance over time [30]. Both of
these processes lead to the production of proinfammatory
cytokines which are associated with tumor progression [31]
and sickness behavior symptoms (e.g., fatigue, depression,
anxiety, and pain) [30]. Given the uncertainty and fnancial
burden that are associated with a cancer diagnosis and its
accompanying treatments, heightened stress among patients
with cancer is expected. However, patients’ perceptions and
responses to these stressful experiences vary due to a variety
of factors, including their appraisal of the stressor(s), cu-
mulative life stress, and resilience. Given that stress [31] and
resilience [32] are modifable, an improved understanding of
how various types of stress and resilience impact the severity
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of evening fatigue AND depressive symptoms will inform
the development of tailored interventions.

Relatively few studies have evaluated the contribution
of global, cancer-specifc, and cumulative life stress or
resilience to the severity of fatigue [12, 33, 34] or depressive
symptoms [29, 35–38] in patients receiving chemotherapy.
In one study that used growth mixture modeling to identify
four trajectories of cancer-specifc stress over 12months
(i.e., recovery, resilience, chronic, and severely chronic)
[35], compared to the resilient and recovery classes, the
chronic class had higher depressive symptoms. In our LPA
of evening fatigue [34], compared to the Low class, the Very
High evening fatigue class had signifcantly higher levels of
global, cancer-specifc, and cumulative life stress. Similarly,
in our LPA of depressive symptoms [29], global, cancer-
specifc, and cumulative life stress varied signifcantly
across the four depressive symptom classes (i.e.,
None < Subsyndromal <Moderate <High). In addition,
decrements in levels of resilience diferentiated the classes
(i.e., None > Subsyndromal>Moderate >High). Despite
the strength of these studies, none of them evaluated for the
impact of various types of stress on the severity of both
evening fatigue AND depressive symptoms. Terefore,
across two cycles of chemotherapy in a large sample of
patients with cancer (n � 1334), the study purposes were to
identify subgroups of patients with distinct joint evening
fatigue AND depressive symptom profles and evaluate for
diferences among the subgroups in demographic and
clinical characteristics, levels of stress (i.e., global, cancer-
specifc, cumulative life) and resilience, and the severity of
common symptoms.

2. Methods

2.1. Patients and Settings. Tis study is part of a large,
longitudinal study of the symptom experience of oncology
outpatients receiving chemotherapy [39–44]. Eligible pa-
tients were ≥ 18 years of age; had a diagnosis of breast,
gastrointestinal, gynecological, or lung cancer; had received
chemotherapy within the preceding four weeks; were
scheduled to receive at least two additional cycles of che-
motherapy; were able to read, write, and understand English;
and gave written informed consent. Patients were recruited
from two comprehensive cancer centers, one Veterans Af-
fairs hospital, and four community-based oncology pro-
grams during their frst or second cycle of chemotherapy.

2.2. Study Procedures. Te study was approved by the In-
stitutional Review Board at each of the study sites. Of the
2234 patients approached, 1343 consented to participate.
Te major reason for refusal was being overwhelmed with
their cancer treatment. Patients completed evening fatigue
and depressive symptom questionnaires a total of six times
over two chemotherapy cycles (i.e., prior to chemotherapy
administration, approximately 1 week after chemotherapy
administration, and approximately 2 weeks after chemo-
therapy administration). All of the other measures were
completed at enrollment (i.e., prior to the second or third

cycle of chemotherapy). A total of 1334 patients completed
the evening fatigue and depression measures and were in-
cluded in this analysis.

2.3. Instruments

2.3.1. Demographic and Clinical Measures. Patients com-
pleted demographic and smoking history questionnaires, the
Karnofsky Performance Status (KPS) scale [45], the Self-
Administered Comorbidity Questionnaire [46], and the
Alcohol Use Disorders Identifcation Test [47]. Te toxicity
of each patient’s chemotherapy regimen was rated using the
MAX2 score [48]. Medical records were reviewed for disease
and treatment information.

2.3.2. Evening Fatigue Measure. Te Lee Fatigue Scale (LFS)
consists of 18 items designed to assess physical fatigue and
energy on a 0 to 10 numeric rating scale [49]. Total fatigue
and energy scores are calculated as the mean of the 13 fatigue
items and the fve energy items, respectively. Higher scores
indicate greater fatigue severity and higher levels of energy.
Using separate LFS questionnaires, patients were asked to
rate each item based on how they felt within 30min of
awakening (i.e., morning fatigue and morning energy) and
prior to going to bed (i.e., evening fatigue and evening
energy). Te LFS has established cutof scores for clinically
meaningful levels of fatigue (i.e., ≥ 3.2 for morning fatigue
and ≥ 5.6 for evening fatigue) and energy (i.e., ≤ 6.2 for
morning energy and ≤ 3.5 for evening energy) [50]. It was
chosen for this study because it is relatively short, easy to
administer, and has well-established validity and reliability
[49, 51]. In addition, while fatigue and depression are
correlated, we accounted for this relationship when selecting
our instruments. Specifcally, the LFS provides a measure of
physical fatigue and not mood or depressive symptom-
atology. In the current study, the Cronbach’s alphas were
0.96 for morning and 0.93 for evening fatigue and 0.95 for
morning and 0.93 for evening energy.

2.3.3. Depressive Symptoms Measure. Te 20-item Center
for Epidemiological Studies-Depression scale (CES-D)
evaluates the major symptoms in the clinical syndrome of
depression [52]. A total score can range from 0 to 60, with
scores of ≥ 16 indicating the need for individuals to seek
clinical evaluation for depression. Te CES-D has well-
established validity and reliability [52, 53]. Of note, as
a measure of depression, the CES-D has few somatic
symptoms. In the current study, Cronbach’s alpha was 0.89.

2.3.4. Stress and Resilience Measures. Te 14-item Perceived
Stress Scale (PSS) was used as a measure of global perceived
stress according to the degree that life circumstances are
appraised as stressful over the course of the previous week
[54]. Te PSS has well-established validity and reliability
[55]. In this study, its Cronbach’s alpha was 0.85.

Te 22-item Impact of Event Scale-Revised (IES-R) was
used to measure cancer-related distress [56]. Patients rated
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each item based on how distressing each potential difculty
was for them during the past week “with respect to their
cancer and its treatment.”Tree subscales evaluate perceived
levels of intrusion, avoidance, and hyperarousal. Sum scores
of ≥ 24 indicated clinically meaningful post-traumatic
symptomatology, and scores of ≥ 33 indicated probable
post-traumatic stress disorder (PTSD) [57]. Te IES-R has
well-established validity and reliability [57]. In this study, the
Cronbach’s alpha for the IES-R total score was 0.92.

Te 30-item Life Stressor Checklist-Revised (LSC-R) is
an index of lifetime trauma exposure (e.g., being mugged
and sexual assault) [58].Te total LSC-R score is obtained by
summing the total number of events endorsed. If patients
endorsed an event, they were asked to indicate how much
that stressor afected their life in the past year. Tese re-
sponses were averaged to yield a mean “Afected” score. In
addition, a PTSD sum score was created based on the
number of positively endorsed items (out of 21) that refect
the Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition PTSD Criteria A for having experienced
a traumatic event. Te LSC-R has demonstrated good to
moderate test–retest reliability and good criterion-related
validity with diverse populations [59].

Te 10-item Connor–Davidson Resilience Scale (CDRS)
evaluates a patient’s personal ability to handle adversity [60].
Total scores range from 0 to 40, with higher scores indicative
of higher self-perceived resilience. Te normative adult
mean score in the United States is 31.8 (±5.4) [61].Te CDRS
has well-established validity and reliability in oncology
patients [62–64]. In this study, its Cronbach’s alpha was 0.90.

2.3.5. Other Symptom Measures. An evaluation of other
common symptoms was done using valid and reliable in-
struments. Te symptoms and their respective measures
were state and trait anxiety (Spielberger State–Trait Anxiety
Inventories [65]), sleep disturbance (General Sleep Distur-
bance Scale [50]), cognitive function (Attentional Function
Index [66]), and pain (Brief Pain Inventory [67]).

2.4. Data Analysis. Descriptive statistics and frequency
distributions were generated for sample characteristics at
enrollment using IBM SPSS Statistics Version 29 (IBM
Corporation, Armonk, NY). LPA was used to identify
subgroups of patients with distinct joint evening fatigue and
depressive symptom profles over six assessments, using the
patients’ scores on the LFS and CES-D. Tis approach
provides a profle description of these two symptoms with
two profles over time. Te LPA was performed using Mplus
version 8.4 [68].

In order to incorporate expected correlations among the
repeated measures of the same variable and cross-
correlations of the series of the two variables (i.e., LFS
evening fatigue and CES-D scores), we included covariance
parameters among measures at the same occasion and those
that were one or two occasions apart. Covariances of each
variable with the other at the same assessments were in-
cluded in the model. Autoregressive covariances were es-
timated with a lag of two with the same measures and with

a lag of one for each variable’s series with the other variable.
We limited the covariance structure to a lag of two to ac-
commodate the expected reduction in the correlations that
would be introduced by two chemotherapy cycles within
each set of three measurement occasions and to reduce
model complexity [69].

Estimation was carried out with full information
maximum likelihood with standard error and a chi-square
test that are robust to non-normality and nonindependence
of observations (“estimator �MLR”). Model ft was eval-
uated to identify the solution that best characterized the
observed latent class structure with the Bayesian in-
formation criterion (BIC), Vuong–Lo–Mendell–Rubin
likelihood ratio test (VLRM), entropy, and latent class
percentages that were large enough to be reliable [70].
Missing data were accommodated for with the use of the
expectation–maximization algorithm [71].

Diferences among the joint evening fatigue and de-
pression classes in demographic and clinical characteristics,
stress and resilience measures, and symptom severity scores
at enrollment were evaluated using parametric and non-
parametric tests. Bonferroni corrected p value of < 0.005 was
considered statistically signifcant for the pairwise contrasts
(i.e., 0.05/10 possible pairwise contrasts).

3. Results

3.1. LPA. Table 1 displays the ft indices for the one- through
six-class solutions. Te fve-class solution was selected be-
cause the BIC for that solution was lower than the BIC for
the four-class solution. In addition, the VLMR likelihood
ratio test was signifcant for the fve-class solution, indicating
that fve classes ft the data better than four classes. Although
the BIC was smaller for the six-class than for the fve-class
solution, the VLMR was not signifcant for the six-class
solution, indicating that too many classes were extracted.

Classes were named based on the clinically meaningful
cutof scores for evening fatigue and depression and the
symptom severity score patterns over time. As shown in
Figure 1, the scores for the Low Evening Fatigue and Low
Depression (Both Low, 20.0%), Moderate Evening Fatigue
and Low Depression (Moderate Fatigue and Low De-
pression, 39.3%), Moderate Evening Fatigue and Moderate
Depression (Both Moderate, 27.6%), and High Evening
Fatigue and High Depression (Both High, 7.8%) classes
remained relatively stable across the two cycles of chemo-
therapy. For the Increasing and Decreasing Evening Fatigue
and Depression class (Both Increasing–Decreasing, 5.3%),
severity scores increased sharply at assessments two and fve
(i.e., assessments following chemotherapy administration)
and decreased to enrollment levels at assessments three,
four, and six.

3.2. Diferences in Demographic and Clinical Characteristics.
Compared to the Both Low class, the Both High class was
younger; more likely to be female; less likely to be married or
partnered; more likely to live alone; and more likely to have
a lower annual household income (Table 2). In addition,
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Table 1: Latent profle solutions and ft indices for one through six classes for the Lee Evening Fatigue and Center for Epidemiological
Studies-Depression scores.

Model LL AIC BIC Entropy VLMR
1 Class −35922.37 71,960.73 72,262.09 n/a n/a
2 Class −35258.07 70,658.15 71,027.06 0.86 1328.58+

3 Class −34875.12 69,918.24 70,354.70 0.82 765.91+

4 Class −34624.41 69,442.81 69,946.82 0.81 501.43+

5 Classa −34505.12 69,230.24 69,801.79 0.81 238.57∗
6 Class −34414.08 69,074.17 69,713.27 0.82 ns
Note: VLMR�Vuong–Lo–Mendell–Rubin likelihood ratio test for the K vs. K− 1 model.
Abbreviations: AIC�Akaike Information Criterion, BIC�Bayesian Information Criterion, LL� log-likelihood, n/a�not applicable, and ns�not signifcant.
aTe 5-class solution was selected because the BIC for that solution was lower than the BIC for the 4-class solution. In addition, the VLMR was signifcant for
the 5-class solution, indicating that fve classes ft the data better than four classes. Although the BIC was smaller for the 6-class than for the 5-class solution,
the VLMR was not signifcant for the 6-class solution, indicating that too many classes were extracted.
+p< 0.00005.
∗p< 0.05.
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Figure 1: Continued.
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compared to the Both Low class, the Both High class had
lower KPS scores; a higher number of comorbid conditions;
was more likely to self-report a diagnosis of depression or
back pain; more likely to have breast cancer; and less likely to
have gastrointestinal cancer. In terms of antiemetic regimen,
the Both High class was less likely than the Both Low class to
receive a serotonin receptor antagonist and steroid and was
more likely to receive a neurokinin-1 receptor antagonist
and two other antiemetics.

Compared to the Both Low class, the Both Moderate class
was younger; more likely to be female; less likely to bemarried
or partnered; and more likely to live alone. In addition,
compared to the Both Low class, the Both Moderate class had
lower KPS scores; higher number of comorbid conditions;
was more likely to self-report a diagnosis of depression; and
less likely to have gastrointestinal cancer.

Compared to the Both Low class, the Both Increa-
sing–Decreasing class was younger; more likely to be female;
had more years of education; lower KPS scores; higher MAX2
scores; was less likely to self-report high blood pressure; less
likely to have gastrointestinal cancer; more likely to have
breast cancer; and more likely to self-report depression.

3.3. Diferences in Stress and Resilience Measures.
Signifcant diferences in PSS total scores were found
among the fve latent classes in the expected pattern (i.e.,
Both Low<Moderate Fatigue and Low Depression<Both
Increasing–Decreasing<Both Moderate <Both High; Ta-
ble 3). Compared to the Both Low class, the Both Moderate
and Both High classes reported higher intrusion, avoid-
ance, hyperarousal, and total IES-R scores; higher afected
sum, PTSD sum, and total LSC-R scores; and lower CDRS
total scores. Compared to the Both Low class, the Both
Increasing–Decreasing, Both Moderate, and Both High
classes reported higher intrusion, hyperarousal, and total
IES-R scores; and higher afected sum, PTSD sum, and total
LSC-R scores.

3.4. Diferences in Common Symptoms. Signifcant difer-
ences in depressive symptoms, trait and state anxiety, and
morning fatigue were found among the fve latent classes in
the expected pattern (i.e., Both Low <Moderate Fatigue
and Low Depression<Both Increasing-Decreasing< Both
Moderate <Both High; Table 4). Compared to the Both
Low class, the other four classes reported higher levels of
depressive symptoms; higher trait and state anxiety; higher
morning and evening fatigue; higher sleep disturbance;
higher mean pain interference; lower levels of evening
energy; and lower attentional function. Compared to the
Both Low class, the Both Increasing–Decreasing, Both
Moderate, and Both High classes reported lower levels of
morning energy. Compared to the Both Low class, the Both
Moderate and Both High classes reported higher worst pain
intensity scores. In addition, compared to the Both Low
and Moderate Fatigue and Low Depression classes, the
Both Moderate and Both High classes were more likely to
report both noncancer and cancer pain.

4. Discussion

Tis study is the frst to identify distinct joint profles of
evening fatigue AND depressive symptoms across two cycles
of chemotherapy and evaluate for diferences in de-
mographic and clinical characteristics, levels of stress and
resilience, and the severity of common symptoms. Of note,
35.4% of the sample exceeded the clinically meaningful
thresholds for evening fatigue [50] AND depressive symp-
toms [52] which underscores the importance of assessing
these symptoms concurrently.

While four distinct symptom profles were identifed in
our previous LPAs of evening fatigue [3] and depressive
symptoms [29], when combined in a joint analysis, fve
distinct profles were identifed (Figure 1). Consistent with
these studies [3, 29] and our LPAs of evening fatigue in
patients with gastrointestinal [2] and gynecological [26]
cancers, four of the fve evening fatigue and depressive
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Figure 1: Changes in evening fatigue ([PMF], left y-axis) AND depressive symptom ([DEP], right y-axis) scores over two cycles of
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symptom profles that were identifed in this study remained
relatively stable across two cycles of chemotherapy (i.e., Both
Low, Moderate Fatigue and Low Depression, Both Mod-
erate, Both High). However, in studies that used latent
growth mixture modeling to identify fatigue or depressive
symptom trajectories over single cycles of chemotherapy, the
results varied [24, 25, 27, 28]. For example, in two studies
that evaluated for average fatigue or depressive symptom
trajectories over a single cycle of chemotherapy in the same
sample of women with breast cancer [24, 27], depressive
symptom trajectories remained relatively stable [27] while
the fatigue trajectories for two classes increased over the frst
week following chemotherapy and then decreased over the
second week [24]. In another study of women with breast
cancer [25], fatigue trajectories increased in the frst few days
following chemotherapy and then decreased over the next
week. Tese inconsistencies may be due to diferences in
symptom measures (e.g., evening fatigue vs. average fatigue
severity), analytic method (i.e., latent growth mixture
modeling and LPA), timing of the assessments, and
cancer types.

It is interesting to note that while evening fatigue and
depressive symptom severity scores had similar levels of
severity (e.g., low evening fatigue AND low depression for
the Both Low class) for four of the fve profles, the severity
levels were not concordant for the Moderate Fatigue and
Low Depression class. Tis fnding suggests that while
evening fatigue and depression are related, these two
symptoms are distinct.

While not identifed in our studies of evening fatigue
[3] or depressive symptom [29] profles, when these two
symptoms were modeled together, a Both Increa-
sing–Decreasing class was identifed. Tis class’s symptom
severity scores peaked in the week following the receipt of
chemotherapy (i.e., assessments two and four). Most no-
table was the change in depressive scores from sub-
syndromal to high levels. Similar trajectories were
identifed in three studies in women with breast cancer that
evaluated daily fatigue [24, 25] or depressive symptoms
[27] over a cycle of chemotherapy and in our previous LPA
of nausea [72] that identifed an Increasing–Decreasing
nausea class across the two cycles of chemotherapy.
Common fndings across these studies were that patients in
the Both Increasing–Decreasing class were more likely to
be female [72] and have a more toxic chemotherapy reg-
imen (i.e., MAX2 index [72], receipt of doxorubicin [24]).
For example, in this study, compared to the other four
classes, MAX2 index scores were signifcantly higher for the
Both Increasing–Decreasing class. It is possible that these
patterns occur as a result of an acute immune response
following the administration of chemotherapy. Specifcally,
systemic chemotherapy triggers the production of proin-
fammatory cytokines in the periphery. Ten, through
signaling to aferent pathways, additional proinfammatory
cytokines are produced in the brain which result in the
expression of sickness behavior symptoms, including fa-
tigue and depression [73]. Additional research is needed to
confrm these fndings.

4.1. Demographic and Clinical Characteristics. Consistent
with our previous LPAs on evening fatigue [2, 3, 26] and
depression [29], compared to the Both Low class, the other
four classes were more likely to be younger and female
(Table 5). Tis fnding is consistent with another study of
women with breast cancer that found younger age was
a predictor of severe fatigue 2 years after diagnosis [74].
However, in two systematic reviews [14, 23], while female
gender was identifed as a risk factor for fatigue and de-
pression, associations between these symptoms and age were
inconclusive. Tis inconsistent fnding may be due to het-
erogeneity in the instruments that were used to assess fatigue
and depression. Specifcally, the authors of one of the re-
views stated that due to the heterogeneity in the fatigue
measures, they were unable to evaluate overall relationships
between specifc dimensions of fatigue and patient
characteristics [14].

Compared to the Both Low class, the Both Moderate and
Both High classes were less likely to be married or partnered,
more likely to live alone, and either less likely to be employed
or have a lower annual household income.Tese fndings are
consistent with our prior report of depressive symptom
profles [29], and three studies of oncology patients receiving
chemotherapy that reported that being unmarried [8, 75],
living alone [76], or being employed less than full-time [75]
were associated with more severe depressive symptoms. In
contrast, these relationships were not identifed across our
analyses of evening fatigue [2, 3, 26]. Being unmarried or
living alone may decrease one’s household income and may
be a proxy for social support which has a known relationship
with depression [23, 77]. Given the negative efects of social
isolation on mental and physical health [77], assessment of
patients’ social support network is important in order to
provide referrals to appropriate social services.

In terms of clinical characteristics, compared to the Both
Low class, the other four classes had signifcantly lower KPS
scores. Tese fndings are consistent with our previous re-
ports on evening fatigue [2, 3, 26] and depressive symptom
[29] profles and in other studies of fatigue [20] and de-
pressive symptoms [75] in oncology patients receiving
chemotherapy. Of note, KPS scores for the Both Increa-
sing–Decreasing, Both Moderate, and Both High classes
were in the 70 s, which is indicative of inability to maintain
normal activity or to work [45]. While exercise is one of the
primary interventions that is recommended to reduce both
fatigue [78] and depressive symptoms [79], patients with
moderate and severe evening fatigue and depressive
symptoms may be unable to implement an exercise program
on their own. It is likely that these patients will need referrals
to physical and occupational therapy to maintain and/or
improve physical function to ensure success. It is interesting
to note that in this study, exercising on a regular basis was
not a protective risk factor for more severe evening fatigue
and depressive symptoms. Tis fnding may be due to the
fact that characteristics of the exercise program that may
infuence its efectiveness in reducing fatigue [78] and de-
pressive [79] symptoms (e.g., type, dose, intensity, and
quality) were not captured in this study.

12 European Journal of Cancer Care



Ta
bl

e
5:
C
ha
ra
ct
er
ist
ic
s
as
so
ci
at
ed

w
ith

m
em

be
rs
hi
p
in

th
e
ot
he
r
fo
ur

ev
en
in
g
fa
tig

ue
A
N
D

de
pr
es
sio

n
la
te
nt

cl
as
se
s
co
m
pa
re
d
to

th
e
Lo

w
Ev

en
in
g
Fa
tig

ue
an
d
Lo

w
D
ep
re
ss
io
n
C
la
ss
.

C
ha

ra
ct
er
is
tic

a
M
od

er
at
e
Fa

tig
ue

an
d

Lo
w

D
ep
re
ss
io
n

Bo
th

In
cr
ea
si
ng

–D
ec
re
as
in
g

Bo
th

M
od

er
at
e

Bo
th

H
ig
h

D
em

og
ra
ph
ic
ch
ar
ac
te
ris
tic
s

Yo
un

ge
r
ag
e

■
■

■
■

M
or
e
ye
ar
s
of

ed
uc
at
io
n

■
M
or
e
lik

el
y
to

be
fe
m
al
e

■
■

■
Le
ss

lik
el
y
to

be
m
ar
ri
ed

or
pa
rt
ne
re
d

■
■

M
or
e
lik

el
y
to

liv
e
al
on

e
■

■
Le
ss

lik
el
y
to

be
em

pl
oy
ed

■
M
or
e
lik

el
y
to

ha
ve

a
lo
w
er

an
nu

al
in
co
m
e

■
M
or
e
lik

el
y
to

be
W
hi
te

■
■

Le
ss

lik
el
y
to

be
A
sia

n
or

Pa
ci
fc

Is
la
nd

er
■

Le
ss

lik
el
y
to

be
Bl
ac
k

■
■

Cl
in
ic
al

ch
ar
ac
te
ris
tic
s

Lo
w
er

K
ar
no

fs
ky

Pe
rf
or
m
an
ce

St
at
us

sc
or
es

■
■

■
■

H
ig
he
r
nu

m
be
r
of

co
m
or
bi
d
co
nd

iti
on

s
■

■
H
ig
he
r
co
m
or
bi
di
ty

bu
rd
en

(S
C
Q

sc
or
e)

■
■

H
ig
he
r
M
A
X
2
sc
or
es

■
Le
ss

lik
el
y
to

se
lf-
re
po

rt
hi
gh

bl
oo

d
pr
es
su
re

■
M
or
e
lik

el
y
to

se
lf-
re
po

rt
de
pr
es
sio

n
■

■
■

M
or
e
lik

el
y
to

se
lf-
re
po

rt
ba
ck

pa
in

■
M
or
e
lik

el
y
to

ha
ve

br
ea
st

ca
nc
er

■
■

Le
ss

lik
el
y
to

ha
ve

ga
st
ro
in
te
st
in
al

ca
nc
er

■
■

■
■

Le
ss

lik
el
y
to

re
ce
iv
e
a
se
ro
to
ni
n
re
ce
pt
or

an
ta
go
ni
st

an
d
st
er
oi
d

■
M
or
e
lik

el
y
to

re
ce
iv
e
a
N
K
-1

re
ce
pt
or

an
ta
go
ni
st

an
d
tw
o
ot
he
r
an
tie
m
et
ic
s

■

European Journal of Cancer Care 13



Ta
bl

e
5:

C
on

tin
ue
d.

C
ha

ra
ct
er
is
tic

a
M
od

er
at
e
Fa

tig
ue

an
d

Lo
w

D
ep
re
ss
io
n

Bo
th

In
cr
ea
si
ng

–D
ec
re
as
in
g

Bo
th

M
od

er
at
e

Bo
th

H
ig
h

St
re
ss

an
d
re
sil
ie
nc
e
m
ea
su
re
s

H
ig
he
r
Pe
rc
ei
ve
d
St
re
ss

Sc
al
e
sc
or
e

■
■

■
■

H
ig
he
r
Im

pa
ct

of
Ev

en
t
Sc
al
e-
Re

vi
se
d
to
ta
ls
co
re

■
■

■
H
ig
he
r
Im

pa
ct

of
Ev

en
t
Sc
al
e-
Re

vi
se
d
in
tr
us
io
n
sc
or
e

■
■

■
H
ig
he
r
Im

pa
ct

of
Ev

en
t
Sc
al
e-
Re

vi
se
d
av
oi
da
nc
e
sc
or
e

■
■

H
ig
he
r
Im

pa
ct

of
Ev

en
t
Sc
al
e-
Re

vi
se
d
hy
pe
ra
ro
us
al

sc
or
e

■
■

■
H
ig
he
r
Li
fe

St
re
ss
or

C
he
ck
lis
t-
Re

vi
se
d
to
ta
ls
co
re

■
■

■
H
ig
he
r
Li
fe

St
re
ss
or

C
he
ck
lis
t-
Re

vi
se
d
af

ec
te
d
su
m

sc
or
e

■
■

■
H
ig
he
r
Li
fe

St
re
ss
or

C
he
ck
lis
t-
Re

vi
se
d
PT

SD
su
m

sc
or
e

■
■

■
Lo

w
er

C
on

no
r–
D
av
id
so
n
Re

sil
ie
nc
e
Sc
al
e
to
ta
ls
co
re

■
■

Sy
m
pt
om

ch
ar
ac
te
ris
tic
s

H
ig
he
r
de
pr
es
siv

e
sy
m
pt
om

s
■

■
■

■
H
ig
he
r
tr
ai
t
an
xi
et
y

■
■

■
■

H
ig
he
r
st
at
e
an
xi
et
y

■
■

■
■

H
ig
he
r
m
or
ni
ng

fa
tig

ue
■

■
■

■
H
ig
he
r
ev
en
in
g
fa
tig

ue
■

■
■

■
Lo

w
er

m
or
ni
ng

en
er
gy

■
■

■
Lo

w
er

ev
en
in
g
en
er
gy

■
■

■
■

H
ig
he
r
sle

ep
di
st
ur
ba
nc
e

■
■

■
■

Lo
w
er

at
te
nt
io
na
lf
un

ct
io
n

■
■

■
■

H
ig
he
r
w
or
st

pa
in

in
te
ns
ity

sc
or
e

■
■

H
ig
he
r
m
ea
n
pa
in

in
te
rf
er
en
ce

sc
or
e

■
■

■
■

A
bb

re
vi
at
io
ns
:N

K
-1

�
ne
ur
ok

in
in
-1
,P

TS
D

�
po

st
-t
ra
um

at
ic

st
re
ss

di
so
rd
er
,a

nd
SC

Q
�
Se
lf-
A
dm

in
ist
er
ed

C
om

or
bi
di
ty

Q
ue
st
io
nn

ai
re
.

a C
om

pa
ri
so
ns

ar
e
do

ne
w
ith

th
e
Lo

w
Ev

en
in
g
Fa
tig

ue
an
d
Lo

w
D
ep
re
ss
io
n
C
la
ss
.

14 European Journal of Cancer Care



Compared to the other three classes, the Both Moderate
and Both High classes had a signifcantly higher number of
comorbid conditions and a higher comorbidity burden.
Similar fndings were reported in our previous analyses of
evening fatigue [2, 3, 26] and depressive symptom [29]
profles. In addition, in our recent study that evaluated the
symptom experience of patients with low and high multi-
morbidity [80], patients with high multimorbidity reported
higher levels of fatigue and depressive symptoms and were
more likely to self-report a diagnosis of depression. It is
interesting to note that only two comorbid conditions dif-
ferentiated the Both Low and Both High classes (i.e., self-
reported history of depression and back pain). Tis fnding
may suggest that the presence of multiple, comorbid con-
ditions may contribute more to the severity of evening fa-
tigue AND depressive symptoms than individual comorbid
conditions alone.

In terms of specifc cancer diagnoses, the Both Increa-
sing–Decreasing and Both High classes were more likely to
have a diagnosis of breast cancer while the Both Low class
was more likely to have a type of gastrointestinal cancer.
While these fndings are consistent with our report on
evening fatigue profles [3], in our other analysis of de-
pressive symptom profles [29], cancer type did not difer-
entiate the subgroups. Tese fndings may be related to
gender. For example, in our prior LPA of evening fatigue
among patients with gastrointestinal cancer [2], female
gender was a risk factor for more severe levels of evening
fatigue. Additional evaluations of evening fatigue and de-
pressive symptom profles in samples of patients with other
cancer types that are not gender specifc may help clarify this
relationship.

In terms of treatment-specifc risk factors, only the type
of antiemetic regimen diferentiated the Both Low and Both
High classes. While the reason for this fnding is not entirely
clear, it may be related to treatment for specifc cancer types
(i.e., breast vs. gastrointestinal). Alternatively, given that the
presence of a higher number of comorbid conditions is
associated with a higher symptom burden [80], clinicians
may prescribe stronger antiemetic regimens to patients in
the Both High class because of their higher comorbidity
burden.

4.2. Stress and Resilience. Global perceived stress scores
increased in a stepwise fashion across the joint evening
fatigue and depressive symptom profles (i.e., Both Low-
<Moderate Fatigue and Low Depression< Both Increa-
sing–Decreasing<Both Moderate <Both High). In terms
of cancer-related distress at enrollment, IES-R scores for
the Both Moderate class indicate post-traumatic stress
symptomatology, while scores for the Both High class
indicate probable PTSD. Similar patterns and clinically
meaningful levels of general and cancer-specifc stress were
found in our previous LPA of depressive symptoms [29]. It
is interesting to note that in our prior evaluation of evening
fatigue profles and stress [34], the mean PSS levels for the
High and Very High evening fatigue classes were lower
than those for the Both Moderate and Both High classes in

this analysis. Similarly, IES-R scores for the High and Very
High evening fatigue classes were below the threshold for
probable PTSD [34]. Taken together, these fndings suggest
that general and cancer-specifc stress may have larger
impacts on depressive symptoms than physical symptoms
such as evening fatigue.

Consistent with our previous analyses of evening fatigue
[34] and depressive symptom profles [29], the Both High
class reported a signifcantly higher number of stressful life
events at enrollment as compared to patients in the other
four classes.Tese fndings are consistent with prior research
in patients with breast cancer that reported cumulative
lifetime stress is associated with higher levels of fatigue and/
or depressive symptoms [81, 82].

Consistent with our previous analysis on depressive
symptom profles [29], the Both Moderate and Both High
classes had signifcantly lower levels of resilience at en-
rollment as compared to the other three classes. In addition,
CDRS total scores for the Both Moderate and Both High
classes indicated clinically meaningful decrements in resil-
ience [83].Tese fndings are consistent with other studies of
oncology patients receiving cancer treatment that reported
lower levels of resilience were associated with higher levels of
fatigue [84, 85] and depressive symptoms [37, 82]. Fur-
thermore, the resilience scores for the Both Increa-
sing–Decreasing, Both Moderate, and Both High classes
were below the U.S. population norms [61]. Taken together,
these fndings support the hypothesis that greater resilience
may protect against decrements in physical and mental
health among patients receiving cancer treatment.

Interventions aimed at building resilience and reducing
stress in patients with cancer may help to mitigate these
negative symptom trajectories [32]. For example, cognitive
behavioral therapy-based interventions provide patients
with the skills to adjust to stressful experiences through
cognitive restructuring, behavioral activation, and relaxation
[31]. Given the growing body of the literature that supports
the efcacy of these interventions, recent guidelines from the
American Society for Clinical Oncology and the Society for
Integrative Oncology recommend cognitive behavioral
therapy and mindfulness-based stress reduction in-
terventions for treatment of cancer-related fatigue [78] and
depression [79] during cancer treatment.

4.3. Common Co-Occurring Symptoms. Te severity of de-
pressive symptoms, trait and state anxiety, and morning
fatigue increased in a stepwise fashion across the evening
fatigue and depressive symptom profles (i.e., Both Low-
<Moderate Fatigue and Low Depression<Both Increa-
sing–Decreasing<Both Moderate<Both High). Prior
research using factor analysis supports the co-occurrence of
these symptoms as a symptom cluster [86] and supports the
hypothesis that evening fatigue and depressive symptoms
share common underlying mechanism(s). Ongoing in-
vestigation into the ways in which various types of stress
impact the severity of these symptoms as well as their re-
sponse to stress reduction and resilience-building in-
terventions are needed.
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From a clinical perspective, the Increasing–Decreasing,
Both Moderate, and Both High classes had subsyndromal to
clinically meaningful levels of depressive symptoms, mod-
erate-to-severe pain [87], and clinically meaningful levels of
trait and state anxiety, morning and evening fatigue,
morning and evening energy, sleep disturbance, and
moderate-to-low attentional function. Tese fndings sug-
gest that, for over 40% of the sample, symptoms common to
oncology patients are inadequately treated. Assessment of
fatigue and depressive symptom severity during clinical
visits will help identify patients at greatest risk for this higher
symptom burden.

4.4. Limitations. Several limitations warrant consideration.
Te primary reason patients refused to participate in this
study were feeling overwhelmed with their cancer treatment.
Terefore, fndings from this study may underestimate
evening fatigue and depressive symptoms in patients re-
ceiving chemotherapy. Given that oncology patients may
experience post-traumatic growth during the course of their
cancer treatment [32], evaluations of stress and resilience
measures over time in relationship to evening fatigue and
depressive symptoms are needed. In addition, information
on concurrent treatment for depression during the study
period was not available. Finally, given that the sample was
primarily white, female, well-educated, and reported
a moderate-to-high household income, these fndings may
not generalize to all patients with cancer.

5. Conclusions

In conclusion, through the identifcation of subgroups of
patients with distinct joint evening fatigue AND depressive
symptom profles, several risk factors for more severe evening
fatigue AND depressive symptom experiences were eluci-
dated. Cliniciansmay use these risk factors to identify patients
at greatest risk for poorer outcomes. Notably, patients with
more severe evening fatigue AND depressive symptom
profles had low functional status and high comorbidity
burden. Clinicians need to take these factors into account
when prescribing interventions to treat these symptoms. For
example, referrals to physical or occupational therapy may
improve patient outcomes when exercise is prescribed. Given
that patients with more severe evening fatigue and depressive
symptoms reported higher levels of general, cancer-specifc,
and cumulative life stress and lower resilience, it supports the
hypothesis that dysregulation of stress pathways may con-
tribute to the severity of these symptoms. In addition to
exercise, cognitive behavioral therapy or mindfulness-based
stress reduction may help patients build resilience, improve
their stress levels, and reduce the severity of evening fatigue
and depressive symptoms.

Data Availability Statement

Data for this study are available upon reasonable request
from Dr. Christine A. Miaskowski following the completion
of a data transfer agreement with the University of Cal-
ifornia, San Francisco.

Conflicts of Interest

Te authors declare no conficts of interest.

Funding

Tis study was funded by a grant from the National Cancer
Institute (CA134900). Dr. Christine A. Miaskowski is an
American Cancer Society Clinical Research Professor. Dr.
Carolyn S. Harris has been supported by a grant from the
National Cancer Institute (CA286967). Dr. Joosun Shin has
been supported by the Mittelman Family Fund Fellowship
for Integrative Terapy. Tis material is the result of the
work supported with resources at the VA Portland Health
Care System. Te content is solely the responsibility of the
authors and does not necessarily represent the ofcial views
of the National Institutes of Health, the U.S. Department of
Veterans Afairs, or the United States Government.

References

[1] A. M. Berger, K. Mooney, A. Alvarez-Perez, et al., “Cancer-
Related Fatigue, Version 2.2015,” Journal of the National
Comprehensive Cancer Network 13, no. 8 (2015): 1012–1039,
https://doi.org/10.6004/jnccn.2015.0122.

[2] Y. Lin, D. E. Bailey, S. L. Docherty, et al., “Distinct Morning
and Evening Fatigue Profles in Gastrointestinal Cancer
During Chemotherapy,” BMJ Supportive & Palliative Care 13,
no. e2 (2023): e373–e381, https://doi.org/10.1136/bmjspcare-
2021-002914.

[3] F. Wright, B. A. Cooper, Y. P. Conley, et al., “Distinct Evening
Fatigue Profles in Oncology Outpatients Receiving Chemo-
therapy,” Fatigue: Biomedicine, Health&Behavior 5, no. 3 (2017):
131–144, https://doi.org/10.1080/21641846.2017.1322233.

[4] F. Wright, L. B. Dunn, S. M. Paul, et al., “Morning Fatigue
Severity Profles in Oncology Outpatients Receiving Che-
motherapy,” Cancer Nursing 42, no. 5 (2019): 355–364,
https://doi.org/10.1097/NCC.0000000000000626.

[5] F. Dsilva, P. Singh, and A. Javeth, “Determinants of Cancer-
Related Fatigue Among Cancer Patients: A Systematic Re-
view,” Journal of Palliative Care 38, no. 4 (2023): 432–455,
https://doi.org/10.1177/08258597221131133.

[6] K. L. Byar, A. M. Berger, S. L. Bakken, and M. A. Cetak,
“Impact of Adjuvant Breast Cancer Chemotherapy on Fa-
tigue, Other Symptoms, and Quality of Life,” Oncology
Nursing Forum 33, no. 1 (2006): E18–E26, https://doi.org/
10.1188/06.ONF.E18-E26.

[7] H. S. Jim, B. Small, L. A. Faul, J. Franzen, S. Apte, and
P. B. Jacobsen, “Fatigue, Depression, Sleep, and Activity
during Chemotherapy: Daily and Intraday Variation and
Relationships Among Symptom Changes,” Annals of Be-
havioral Medicine 42, no. 3 (2011): 321–333, https://doi.org/
10.1007/s12160-011-9294-9.

[8] D. L. Kelly, G. S. Yang, A. R. Starkweather, U. Siangphoe,
P. Alexander-Delpech, and D. E. Lyon, “Relationships Among
Fatigue, Anxiety, Depression, and Pain and Health-
Promoting Lifestyle Behaviors in Women With Early-Stage
Breast Cancer,” Cancer Nursing 43, no. 2 (2020): 134–146,
https://doi.org/10.1097/NCC.0000000000000676.

[9] E. J. Shim, D. Jeong, D. Jung, et al., “Do Posttraumatic Stress
Symptoms Predict Trajectories of Sleep Disturbance and
Fatigue in Patients With Breast Cancer? A Parallel-Process

16 European Journal of Cancer Care

http://doi.org/10.6004/jnccn.2015.0122
http://doi.org/10.1136/bmjspcare-2021-002914
http://doi.org/10.1136/bmjspcare-2021-002914
http://doi.org/10.1080/21641846.2017.1322233
http://doi.org/10.1097/NCC.0000000000000626
http://doi.org/10.1177/08258597221131133
http://doi.org/10.1188/06.ONF.E18-E26
http://doi.org/10.1188/06.ONF.E18-E26
http://doi.org/10.1007/s12160-011-9294-9
http://doi.org/10.1007/s12160-011-9294-9
http://doi.org/10.1097/NCC.0000000000000676


Latent Growth Model,” Psycho-Oncology 31, no. 8 (2022):
1286–1293, https://doi.org/10.1002/pon.5923.

[10] H. Y. Tsai, C. J. Wang, M. Mizuno, R. Muta, S. J. Fetzer, and
M. F. Lin, “Predictors of Cancer-Related Fatigue in Women
With Breast Cancer Undergoing 21 Days of a Cyclic Che-
motherapy,”Worldviews on Evidence-Based Nursing 19, no. 3
(2022): 211–218, https://doi.org/10.1111/wvn.12573.

[11] S. Y. Ho, K. J. Rohan, J. Parent, F. A. Tager, and
P. S. McKinley, “A Longitudinal Study of Depression, Fatigue,
and Sleep Disturbances as a Symptom Cluster in Women
With Breast Cancer,” Journal of Pain and Symptom Man-
agement 49, no. 4 (2015): 707–715, https://doi.org/10.1016/
j.jpainsymman.2014.09.009.

[12] R. T. Ho, T. T. Kwan, I. K. Cheung, et al., “Association of
Fatigue With Perceived Stress in Chinese Women With Early
Stage Breast Cancer Awaiting Adjuvant Radiotherapy,” Stress
and Health 31, no. 3 (2015): 214–221, https://doi.org/10.1002/
smi.2548.

[13] A. American Psychiatric and American Psychiatric Associa-
tion DSMTF, Diagnostic and Statistical Manual of Mental
Disorders: DSM-5, 5th edition (Arlington, VA: American
Psychiatric Association, 2013).

[14] M. Al Maqbali, M. Al Sinani, Z. Al Naamani, K. Al Badi, and
M. I. Tanash, “Prevalence of Fatigue in Patients With Cancer:
A Systematic Review and Meta-Analysis,” Journal of Pain and
Symptom Management 61, no. 1 (2021): 167–189.e14, https://
doi.org/10.1016/j.jpainsymman.2020.07.037.

[15] A. M. Krebber, L. M. Bufart, G. Kleijn, et al., “Prevalence of
Depression in Cancer Patients: AMeta-Analysis of Diagnostic
Interviews and Self-Report Instruments,” Psycho-Oncology 23,
no. 2 (2014): 121–130, https://doi.org/10.1002/pon.3409.

[16] A. Dumas, I. Vaz Luis, T. Bovagnet, et al., “Impact of Breast
Cancer Treatment on Employment: Results of a Multicenter
Prospective Cohort Study (CANTO),” Journal of Clinical
Oncology 38, no. 7 (2020): 734–743, https://doi.org/10.1200/
JCO.19.01726.

[17] K. Behringer, H. Goergen, H. Muller, et al., “Cancer-Related
Fatigue in Patients With and Survivors of Hodgkin Lym-
phoma: Te Impact on Treatment Outcome and Social Re-
integration,” Journal of Clinical Oncology 34, no. 36 (2016):
4329–4337, https://doi.org/10.1200/JCO.2016.67.7450.

[18] J. A. Suskin, S. M. Paul, A. R. Stuckey, et al., “Trajectories of
Depressive Symptoms Among Patients Undergoing Che-
motherapy for Breast, Gastrointestinal, Gynecological, or
Lung Cancer,” Cancer Nursing (2024): https://doi.org/
10.1097/NCC.0000000000001380.

[19] A. Hurria, E. Soto-Perez-de-Celis, J. B. Allred, et al.,
“Functional Decline and Resilience in Older Women Re-
ceiving Adjuvant Chemotherapy for Breast Cancer,” Journal
of the American Geriatrics Society 67, no. 5 (2019): 920–927,
https://doi.org/10.1111/jgs.15493.

[20] H. P. Huang, F. H. Wen, T. Y. Yang, et al., “Te Efect of a 12-
Week Home-BasedWalking Program on Reducing Fatigue in
Women With Breast Cancer Undergoing Chemotherapy: A
Randomized Controlled Study,” International Journal of
Nursing Studies 99 (2019): 103376, https://doi.org/10.1016/
j.ijnurstu.2019.06.007.

[21] A. Calvo-Schimmel, M. J. Hammer, A. A. Wright, et al.,
“Worse Depression Profles Are Associated With Higher
Symptom Burden and Poorer Quality of Life in Patients With
Gynecologic Cancer,” Cancer Nursing 47, no. 6 (2024):
E404–E414, https://doi.org/10.1097/NCC.0000000000001296.

[22] Y. Ma, B. He, M. Jiang, et al., “Prevalence and Risk Factors of
Cancer-Related Fatigue: A Systematic Review and Meta-

Analysis,” International Journal of Nursing Studies 111
(2020): 103707, https://doi.org/10.1016/j.ijnurstu.2020.103707.

[23] S. Wen, H. Xiao, and Y. Yang, “Te Risk Factors for De-
pression in Cancer Patients Undergoing Chemotherapy:
a Systematic Review,” Supportive Care in Cancer 27, no. 1
(2019): 57–67, https://doi.org/10.1007/s00520-018-4466-9.

[24] M. Whisenant, B. Wong, S. A. Mitchell, S. L. Beck, and
K. Mooney, “Distinct Trajectories of Fatigue and Sleep Dis-
turbance in Women Receiving Chemotherapy for Breast
Cancer,” Oncology Nursing Forum 44, no. 6 (2017): 739–750,
https://doi.org/10.1188/17.ONF.739-750.

[25] D. U. Junghaenel, J. Cohen, S. Schneider, A. R. Neerukonda,
and J. E. Broderick, “Identifcation of Distinct Fatigue Tra-
jectories in Patients with Breast Cancer Undergoing Adjuvant
Chemotherapy,” Supportive Care in Cancer 23, no. 9 (2015):
2579–2587, https://doi.org/10.1007/s00520-015-2616-x.

[26] D. A. Asakitogum, J. J. Nutor, M. J. Hammer, et al., “Distinct
Morning and Evening Fatigue Profles in Patients with Gy-
necologic Cancers Receiving Chemotherapy,” Oncology
Nursing Forum, In press.

[27] M. Whisenant, B. Wong, S. A. Mitchell, S. L. Beck, and
K.Mooney, “Trajectories of DepressedMood andAnxietyDuring
Chemotherapy for Breast Cancer,” Cancer Nursing 43, no. 1
(2020): 22–31, https://doi.org/10.1097/NCC.0000000000000670.

[28] W. W. Lam, I. Soong, T. K. Yau, et al., “Te Evolution of
Psychological Distress Trajectories in Women Diagnosed
With Advanced Breast Cancer: A Longitudinal Study,” Psy-
cho-Oncology 22, no. 12 (2013): 2831–2839, https://doi.org/
10.1002/pon.3361.

[29] K. Oppegaard, J. Shin, C. S. Harris, et al., “Higher Stress and
Symptom Severity Are Associated With Worse Depressive
Symptom Profles in Patients Receiving Chemotherapy,”
European Journal of Oncology Nursing 58 (2022): 102031,
https://doi.org/10.1016/j.ejon.2021.102031.

[30] M. Ravi, A. H. Miller, and V. Michopoulos, “Te Immunology
of Stress and the Impact of Infammation on the Brain and
Behaviour,” BJPsych Advances 27, no. 3 (2021): 158–165,
https://doi.org/10.1192/bja.2020.82.

[31] M. H. Antoni, P. I. Moreno, and F. J. Penedo, “Stress
Management Interventions to Facilitate Psychological and
Physiological Adaptation and Optimal Health Outcomes in
Cancer Patients and Survivors,” Annual Review of Psychology
74, no. 1 (2023): 423–455, https://doi.org/10.1146/annurev-
psych-030122-124119.

[32] A. Seiler and J. Jenewein, “Resilience in Cancer Patients,”
Frontiers in Psychiatry 10 (2019): 208, https://doi.org/10.3389/
fpsyt.2019.00208.

[33] M. M. Pertl, D. Hevey, S. Collier, K. Lambe, and
A. M. O’Dwyer, “Predictors of Fatigue in Cancer Patients
before and after Chemotherapy,” Journal of Health Psy-
chology 19, no. 6 (2014): 699–710, https://doi.org/10.1177/
1359105313477675.

[34] F. Wright, K. M. Kober, B. A. Cooper, et al., “Higher Levels of
Stress and Diferent Coping Strategies Are Associated With
Greater Morning and Evening Fatigue Severity in Oncology
Patients Receiving Chemotherapy,” Supportive Care in Cancer
28, no. 10 (2020): 4697–4706, https://doi.org/10.1007/s00520-
020-05303-5.

[35] J. Singer and K.M. Carpenter, “Trajectories of Cancer-Specifc
Stress in Cancer Patients: A Latent GrowthMixture Analysis,”
Journal of Behavioral Medicine 46, no. 4 (2023): 689–698,
https://doi.org/10.1007/s10865-023-00396-9.

[36] S. Teng, M. Wang, B. Han, et al., “Te Relationship Between
Post-Traumatic Stress and Negative Emotions in Patients

European Journal of Cancer Care 17

http://doi.org/10.1002/pon.5923
http://doi.org/10.1111/wvn.12573
http://doi.org/10.1016/j.jpainsymman.2014.09.009
http://doi.org/10.1016/j.jpainsymman.2014.09.009
http://doi.org/10.1002/smi.2548
http://doi.org/10.1002/smi.2548
http://doi.org/10.1016/j.jpainsymman.2020.07.037
http://doi.org/10.1016/j.jpainsymman.2020.07.037
http://doi.org/10.1002/pon.3409
http://doi.org/10.1200/JCO.19.01726
http://doi.org/10.1200/JCO.19.01726
http://doi.org/10.1200/JCO.2016.67.7450
http://doi.org/10.1097/NCC.0000000000001380
http://doi.org/10.1097/NCC.0000000000001380
http://doi.org/10.1111/jgs.15493
http://doi.org/10.1016/j.ijnurstu.2019.06.007
http://doi.org/10.1016/j.ijnurstu.2019.06.007
http://doi.org/10.1097/NCC.0000000000001296
http://doi.org/10.1016/j.ijnurstu.2020.103707
http://doi.org/10.1007/s00520-018-4466-9
http://doi.org/10.1188/17.ONF.739-750
http://doi.org/10.1007/s00520-015-2616-x
http://doi.org/10.1097/NCC.0000000000000670
http://doi.org/10.1002/pon.3361
http://doi.org/10.1002/pon.3361
http://doi.org/10.1016/j.ejon.2021.102031
http://doi.org/10.1192/bja.2020.82
http://doi.org/10.1146/annurev-psych-030122-124119
http://doi.org/10.1146/annurev-psych-030122-124119
http://doi.org/10.3389/fpsyt.2019.00208
http://doi.org/10.3389/fpsyt.2019.00208
http://doi.org/10.1177/1359105313477675
http://doi.org/10.1177/1359105313477675
http://doi.org/10.1007/s00520-020-05303-5
http://doi.org/10.1007/s00520-020-05303-5
http://doi.org/10.1007/s10865-023-00396-9


With Breast Cancer: Te Mediating Role of Emotion Regu-
lation,” Journal of Psychosocial Oncology 40, no. 4 (2022):
506–518, https://doi.org/10.1080/07347332.2021.1950885.

[37] M. Arefan, K. Asgari-Mobarake, M. Fazilatpour, V. Zanguri,
and M. Akrami, “Proposing and Evaluating a Model of De-
pression, Stress, Resilience and Spirituality in Relation to Pain
in Women With Breast Cancer: Investigating the Mediating
Role of Mindfulness,” European Journal of Oncology Nursing
62 (2023): 102268, https://doi.org/10.1016/j.ejon.2023.102268.

[38] Y. Liu, S. S. Wen, Y. Chen, J. W. Zheng, and H. M. Xiao,
“Cognitive Appraisal and Depression in Cancer Patients
Undergoing Chemotherapy: Mediation by Perceived Stress
and Self-Efcacy,” Supportive Care in Cancer 31, no. 10 (2023):
614, https://doi.org/10.1007/s00520-023-08075-w.

[39] C. S. Harris, K. M. Kober, B. Cooper, et al., “Symptom
Clusters in Oncology Outpatients: Stability and Consistency
Across a Cycle of Chemotherapy,” BMJ Supportive & Palli-
ative Care 13, no. e3 (2023): e1198–e1211, https://doi.org/
10.1136/spcare-2022-003785.

[40] C. Miaskowski, B. A. Cooper, M. Melisko, et al., “Disease and
Treatment Characteristics Do Not Predict Symptom Occur-
rence Profles in Oncology Outpatients Receiving Chemo-
therapy,” Cancer 120, no. 15 (2014): 2371–2378, https://
doi.org/10.1002/cncr.28699.

[41] K. R. Oppegaard, S. J. Mayo, T. S. Armstrong, et al., “Adverse
Childhood Experiences and Higher Levels of Stress Are
Associated With the Co-Occurrence of Cancer-Related
Cognitive Impairment and Anxiety,” Seminars in Oncol-
ogy Nursing 39, no. 6 (2023): 151513, https://doi.org/10.1016/
j.soncn.2023.151513.

[42] L. Morse, K. M. Kober, C. Viele, et al., “Subgroups of Patients
Undergoing Chemotherapy With Distinct Cognitive Fatigue
and Evening Physical Fatigue Profles,” Supportive Care in
Cancer 29, no. 12 (2021): 7985–7998, https://doi.org/10.1007/
s00520-021-06410-7.

[43] K. Oppegaard, An Evaluation of Co-Occurring Cancer-Related
Cognitive Impairment and Anxiety in Patients Receiving
Chemotherapy Using Latent Variable Modeling and Pathway
Impact Analysis (ProQuest: UCSF, 2023).

[44] J. Shin, K. Oppegaard, A. Calvo-Schimmel, et al., “Distinct
Worst Pain Profles in Oncology Outpatients Undergoing
Chemotherapy,” Cancer Nursing 46, no. 3 (2023): 176–188,
https://doi.org/10.1097/NCC.0000000000001095.

[45] D. Karnofsky, Performance Scale, eds. G. T. Kennealey and
M. S. Mitchell (New York: Plenum Press, 1977).

[46] O. Sangha, G. Stucki, M. H. Liang, A. H. Fossel, and J. N. Katz,
“Te Self-Administered Comorbidity Questionnaire: A New
Method to Assess Comorbidity for Clinical and Health Ser-
vices Research,” Arthritis Care & Research 49, no. 2 (2003):
156–163, https://doi.org/10.1002/art.10993.

[47] M. J. Bohn, T. F. Babor, and H. R. Kranzler, “Te Alcohol Use
Disorders Identifcation Test (AUDIT): Validation of
a Screening Instrument for Use in Medical Settings,” Journal
of Studies on Alcohol 56, no. 4 (1995): 423–432, https://
doi.org/10.15288/jsa.1995.56.423.

[48] M. Extermann, M. Bonetti, G. W. Sledge, P. J. O’Dwyer,
P. Bonomi, and A. B. Benson, “MAX2—a Convenient Index
to Estimate the Average Per Patient Risk for Chemotherapy
Toxicity,” European Journal of Cancer 40, no. 8 (2004):
1193–1198, https://doi.org/10.1016/j.ejca.2004.01.028.

[49] K. A. Lee, G. Hicks, and G. Nino-Murcia, “Validity and
Reliability of a Scale to Assess Fatigue,” Psychiatry Research
36, no. 3 (1991): 291–298, https://doi.org/10.1016/0165-
1781(91)90027-m.

[50] B. S. Fletcher, S. M. Paul, M. J. Dodd, et al., “Prevalence,
Severity, and Impact of Symptoms on Female Family Care-
givers of Patients at the Initiation of Radiation Terapy for
Prostate Cancer,” Journal of Clinical Oncology 26, no. 4
(2008): 599–605, https://doi.org/10.1200/JCO.2007.12.2838.

[51] C. Miaskowski and K. A. Lee, “Pain, Fatigue, and Sleep
Disturbances in Oncology Outpatients Receiving Radiation
Terapy for Bone Metastasis: a Pilot Study,” Journal of Pain
and Symptom Management 17, no. 5 (1999): 320–332, https://
doi.org/10.1016/s0885-3924(99)00008-1.

[52] L. S. Radlof, “Te CES-D Scale: A Self-Report Depression
Scale for Research in the General Population,” Applied Psy-
chological Measurement 1, no. 3 (1977): 385–401, https://
doi.org/10.1177/014662167700100306.

[53] T. J. Sheehan, J. Fifeld, S. Reisine, and H. Tennen, “Te Mea-
surement Structure of the Center for Epidemiologic Studies
Depression Scale,” Journal of Personality Assessment 64, no. 3
(1995): 507–521, https://doi.org/10.1207/s15327752jpa6403_9.

[54] S. Cohen, T. Kamarck, and R. Mermelstein, “A Global
Measure of Perceived Stress,” Journal of Health and Social
Behavior 24, no. 4 (1983): 385–396, https://doi.org/10.2307/
2136404.

[55] B. T. Cuevas, D. C. Hughes, D. L. Parma, et al., “Motivation,
Exercise, and Stress in Breast Cancer Survivors,” Supportive
Care in Cancer 22, no. 4 (2014): 911–917, https://doi.org/
10.1007/s00520-013-2038-6.

[56] D. S. Weiss and C. R. Marmar, Te Impact of Event Scale-
Revised (New York, NY: Guilford Press, 1996).

[57] M. Creamer, R. Bell, and S. Failla, “Psychometric Properties of
the Impact of Event Scale-Revised,” Behaviour Research and
Terapy 41, no. 12 (2003): 1489–1496, https://doi.org/10.1016/
j.brat.2003.07.010.

[58] J. Wolfe and R. Kimmerling, Gender Issues in the Assessment
of Posttraumatic Stress Disorder, eds. J. P. Wilson and
T. M. Keane (New York: Guilford, 1997).

[59] J. J. Mahoney, D. G. Tompson-Lake, K. Cooper,
C. D. Verrico, T. F. Newton, and R. De La Garza, “A
Comparison of Impulsivity, Depressive Symptoms, Lifetime
Stress and Sensation Seeking in Healthy Controls Versus
Participants With Cocaine or Methamphetamine Use Dis-
orders,” Journal of Psychopharmacology 29, no. 1 (2015):
50–56, https://doi.org/10.1177/0269881114560182.

[60] L. Campbell-Sills andM. B. Stein, “Psychometric Analysis and
Refnement of the Connor-Davidson Resilience Scale (CD-
RISC): Validation of a 10-Item Measure of Resilience,”
Journal of Traumatic Stress 20, no. 6 (2007): 1019–1028,
https://doi.org/10.1002/jts.20271.

[61] L. Campbell-Sills, D. R. Forde, and M. B. Stein, “De-
mographic and Childhood Environmental Predictors of
Resilience in a Community Sample,” Journal of Psychiatric
Research 43, no. 12 (2009): 1007–1012, https://doi.org/
10.1016/j.jpsychires.2009.01.013.

[62] S. E. Markovitz, W. Schrooten, A. Arntz, and M. L. Peters,
“Resilience as a Predictor for Emotional Response to the
Diagnosis and Surgery in Breast Cancer Patients,” Psycho-
Oncology 24, no. 12 (2015): 1639–1645, https://doi.org/
10.1002/pon.3834.

[63] A. R. Rosenberg, K. L. Syrjala, P. J. Martin, et al., “Resilience,
Health, and Quality of Life Among Long-Term Survivors of
Hematopoietic Cell Transplantation,” Cancer 121, no. 23
(2015): 4250–4257, https://doi.org/10.1002/cncr.29651.
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