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Methods
The Cancer Fatigue Clinic applies an outpatient
diagnostic workup (anticancer treatment history,
ESAS /5], Single-ltem-Fatigue [7], BFI [6], DICRFS [13],
Distress-T [12], WHODAS /18], HADS [8j, BAI [9;, BDI
[10], Self-Efficacy-Expectation [16], Coherence [17],
Screening-PTBS [11], Five-Time-Sit- To-Stand [14];
Cofactors incl. Labs; NeuroPSychological
Examination [715]), advice on MMFI [19] (number of
MMFI-Elements), social aspects (living, financial and
vocational situation, and insurance-medicine aspects.

Protocol-based (EKOS 2024-02085) data extracted
from anonymized medical letters was analyzed
(descriptive, Pearson, Anova, paired T-Test [SPSS)).

Cancer Fatigue Clinic
(Locations: Oncology Schaffhausen, Oncology KS Minsterlingen, Sargans)
Special consultation hours for people severely affected by survivorship fatigue

Listening and hearing, building trust
Diagnostics (medical history, examination, assessments, co-factors, referrals)

Background

Fatigue is the leading symptom of cancer survivors [1] with a
substantial risk of disability. Cancer-related fatigue (CRF) is an
experience of a subjective, persistent, feeling of tiredness,
weakness, or lack of energy, which is not proportional to recent
physical activity (as normal human experience) and is not alleviated
through sleep or rest (as normal human experience). Cancer
survivors suffering from CRF are therefore very often confronted
with lack-of-understanding from non-cancer experienced people,
which contributes to distress and also financial and vocational
injustices. Phenomenologically CRF is characterized by physical
(muscular), emotional, and cognitive components of fatigue, in
individually variable degree and combination. CRF can have a major
iImpact on patients’ functioning and QoL. The evidence [2,3,4] for
full multimodal intervention is still scarce since such complex trials
are missing. The most effective CRF interventions are physical
exercise and psychological interventions, there is increasing data on
Mind-Body interventions, nutrition and sleep.

Recommendations for current screening, diagnosis and management of CRF

Patients shall be screened in routine care by simple assessment tools for fatigue (e.g., ESAS [§]), then
assessed for impact of fatigue (e.g., Brief Fatigue Inventory [6]) and of fatigue domains (e.g., Single-ltem-
Fatigue [7]), and finally a list of possible reversible causes for fatigue shall be checked and treated (e.qg.,
dehydration, hypercalcemia, hypothyroidism, anemia, anxiety/ depression {HADS [8], BAI [9], BDI [10]},
PTBS [11], social factors {Distress Thermometer [12]}). Then a diagnosis of cancer-related fatigue (CRF)
applies the DICRFS (Diagnostic Interview for Cancer Related Fatigue [713]), physical function test (e.g.
Five-Times-Sit-To-Stand) [714]) and a neuropsychological examination [15], amended by patients’
perception of self-management abilities [716] incl. coherence [17] and disability [18] .

Counselling (including psychoeducation) and multimodal («7 pillars») treatment

Understanding and acceptance Enerqy reserves, perception Energy investment
Recognising, reducing/eliminating Energy drainers, promoting Energy sources

Changing habits, ‘here and now’, “for what’, ‘who am l/who will | become’

Medicines/drugs (mainly Co-factors), prescriptions & referrals to therapists
Coordination of therapists, detailed reports

Possible cost approval for inpatient oncological rehabilitation
Review insurance law issues (especially |1V, daily sickness allowance)

Management of CRF shall be multimodal (Multi-Modal-Fatigue-Intervention: 7 typical MMFls) and include
(a) physical exercise (endurance- and strength training), (b) nutrition with protein-rich diet & anti-
inflammatory diet, (c) psychological and creative therapies to cope with disability, trauma, and
(unconscious) emotions, (d) physical therapies (e.g., massage, acupressure), (e) Mind-Body interventions
(e.g., yoga, mindfulness meditation, body scan, PMR, conscious breathing), (f) energy conservation and
self-management enhancing psychoeducative and cognitive-behavioral interventions, (g) social work
support and insurance advice, and (h) consider pharmacological treatment in few indications [79].

Duration of consultation: 75—120 minutes (possibly with breaks)

Number of patients: 209
Inclusion 143 (110 Female, 33 male; age 55 [median, mean], range 18-83
Exclusion 66 40 Psychiatric disease, 1 Fibromyalgia
5 Active Tumor, 6 no Tumor disease
14 missing dates of CFC
Cancer Fatigue Clinic First Consultation 1.5.2020 — 20.12.2024
Number of Consultations 3 (median, range 2-12 visits), 3.9 (mean)

Results 108 patients; 79% female, 54 years;
72 % Breast Cancer; 84% Chemotherapy

Study population: 108 Patients with 2 or more Assessments
Time between First CFC and next CFC Visit (n=70) 70 days (median, range 14-533), 93 days (mean)

. Prior Tumor before the latest tumor 15

. Tumor Type: 3 Lung incl. Adeno, SCC, SCLC, Mesohelioma (#1)
4 Upper Gl incl. Pancreas & Gallbladder, (#2)
8 Lower (CRC, Anal) (#3)

Objectives
To investigate which factors collected in a specialized Cancer Fatigue Clinic

(assessments, social circumstances, occupation and work, medical diagnoses) can Time between First and last CFC

245 days (median, range 22-1112 days), 326 days (mean)
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