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treated with medication such as erythropoietin-stimulating 
agents (ESAs) or transfusions. (For announcements on ESA 
use in cancer, go to http://www.fda.gov/cder/drug/in-
fopage/RHE/default.htm ”.) Sleeping problems common 
among cancer patients can also make fatigue worse. 
Other causes of fatigue include nausea and vomiting from 

interactions among medications you may be taking; your 
body using more energy to recover from cancer; 

health conditions that reduce energy levels 
(eg, thyroid or other metabolic problems, 

respiratory problems); poor diet and nutri-
tion; depression, stress, and anxiety; and 
not getting enough exercise.

Practical Tips for Patients
•  “Manage” your energy. Start by keep-

ing a diary to track your own fatigue and 
energy patterns. Then you can plan the best times 

to perform activities as well as the times to conserve your 
energy. Ask loved ones to help with diffi  cult activities.  

• Exercise . Exercise (especially aerobic exercise) has 
been shown to help control cancer-related fatigue. In ad-
dition to its many health benefi ts, exercise helps to fi  ght 
depression and improve feelings of wellness. Talk to your 
practitioner before starting an exercise program.  

•  Make a healthy diet a priority . Recovering from 
cancer requires increased attention to a healthy balance 
of fl uids, protein, fat, and fi  ber. Ask for a referral to a 
dietician for advice about nutrition that can help you to 
feel more energetic and maintain a healthy weight.

• Get rest when you need it . Take short naps—no lon-
ger than 45 minutes—not long ones, which can actually 
lower your energy level. Talk to your practitioner about 
steps you can take to promote better sleep. 

• Engage in “attention-restoring activities.”  Activities 
like walking, gardening, birdwatching, and arts and crafts 
can improve concentration and problem-solving skills.

• Talk to a professional counselor or therapist about 
stress and depression . Depression and fatigue are often 
related, so reducing depression may alleviate fatigue. 

 I N F O R M A T I O N  F O R  P A T I E N T S

Fatigue in People With Cancer
Understanding cancer-related fatigue

Cancer-related fatigue, a common and upset-
ting problem that can occur during and after cancer 
treatment, can have physical, mental, and emotional 
aspects. It can occur months or even years after 
cancer treatment ends and is typically more severe 
than fatigue experienced by people without cancer. 
      The important thing to know is that you do not have 
to “just live with” fatigue. If you are experiencing 
fatigue, tell your doctors and nurses about 
it. Many factors can contribute to fatigue, 
and some of them can be changed. Your 
health care providers can work with you 

Symptoms of Cancer-
Related Fatigue
•  Lack of energy
•  Extreme tiredness
•  Diffi culty walking short distances or climbing stairs
•  Diffi culty making decisions and concentrating
•  Diffi culty doing ordinary daily tasks

What causes cancer-related fatigue?
Many cancer medications and treatments, including 

chemotherapy and radiation as well as bone marrow 
transplant and some types of immunotherapy, can cause 
fatigue. Another common cause of fatigue is anemia, or 
low levels of oxygen-carrying red blood cells. In certain 

Written by Jacqueline Syrop and reviewed by Anna Schwartz, FNP, PhD, FAAN.
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Fight Fatigue!
•  “Manage” your energy

•  Exercise

•  Make a healthy diet a priority

•  Get rest when you need it

•  Engage in “attention-restoring activities”

•  Talk to a counselor about stress and depression
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D iagnosis and treatment of 
cancer are potential trau-
matic stressors.[1 ,2 ] Oth-

ers may include but are not limited 
to interpersonal violence, military 
combat, natural and man-made 
disasters, and displacement.[2] In 
response to the intense fear, help-
lessness, terror, and uncertainty 
that traumatic stressors can pro-
voke, post-trauma symptoms (PTS) 
classically develop in three clusters: 
re-experiencing, avoidance/numb-
ing, and hyperarousal.[2] 

Table 1 highlights PTS that sur-
vivors of pediatric and adult cancer 
may experience. In adolescents and 
young adults, a sense of biological 
fragility and foreshortened future, 
narrowing interests, and living for 
the day are typical PTS.[3] PTS 
triggers—cues that recall the trau-
ma—include sensory experiences 
in the clinical setting, interactions 
with providers, and cancer-related 

information.[4] Characteristic PTS 
can be normative self-protective 
responses to trauma. Psychopathol-
ogy, that is, post-traumatic stress 
disorder (PSTD), is implied when 
a number of symptoms in each 
cluster persist beyond 1 month and 
cause clinically signifi cant distress 
or impaired function.[2] 

Lifetime prevalence of PTSD in 
the adult population in the US is 
estimated at 8%.[2] In the general 
population, those at higher risk for 
PTSD after a potentially traumatic 
event are adolescents and young 
adults[3]; females[5]; and people 
with previous exposure to 
trauma, lower levels of social 
support, or a family history 
of depression in a fi rst-degree 
relative.[2] 

The National Cancer 
Institute reports the incidence 
of full PTSD at 3% to 4% in 
early-stage patients recently 
diagnosed to 35% in patients 
evaluated after treatment. The rate 
of subsyndromal PTSD-like symp-
toms (not meeting full diagnostic 
criteria for PTSD) is higher, from 
20% in early-stage cancer patients 
to 80% in people with recurrent 
cancer.[6] 

PATIENT OVERVIEWS

Patient 1

DS is a 25-year-old white female 
diagnosed at age 17 with localized 
osteosarcoma after a 1-month his-

She was enrolled on a childhood 
cancer clinical trials group protocol 
that involved several cycles of cis-
platin, methotrexate, and adriamy-
cin; tumor resection plus allograft; 
and further chemotherapy with the 
same agents. DS completed treat-
ment in 1 year with no signifi  cant 

lowed by the treating oncologist 
for recurrence, then transferred to 
long-term follow-up (LTFU). 

DS came to LTFU clinic alone. 
In the examination room, she was 
fl ushed and sweating, which she 
attributed to not sleeping well the 

previous night. Although she did 
not recall many details, having been 
rendered “out of it” by antiemetic 
agents, DS was noticeably short of 
breath when recounting the basics 
of her cancer experience. She was 
currently applying to graduate 
school in a health profession, hav-
ing determined this career path as a 
result of her cancer experience.

 DS identifi ed her main sources 
of support as her family and her re-
ligion, especially during treatment, 
when her peers were busy with 
school and social activities. Interim 

Post-Trauma Symptoms 
in Cancer Survivors

TRIGGERS include sensory 
experiences in the clinical 
setting, interactions with 
providers, cancer-related 
information 

Sheila Judge Santacroce is Associate Pro-
fessor, School of Nursing and Advanced 
Practice Nurse, HEROS Program, Division 
of Pediatric Hematology-Oncology, School 
of Medicine, Yale University, New Haven, 
Connecticut. 

Sheila Judge Santacroce, 
PhD, APRN, CPNP
Yale University 
School of Medicine
New Haven, Connecticut

11OCTOBER 2008 • www.cancernetwork.com

Financial Disclosure: The authors have no signifi  cant fi nancial inter-
est or other relationship with the manufacturers of any products or 
providers of any service mentioned in this article.

The person diagnosed with cancer typically is 
confronted with a variety of diffi  cult challenges. 
Treatment for cancer can be physically arduous, it 
generally disrupts patients’ social and work life, 

and it may even limit their ability to care for themselves 
or live independently for some period of time. In ad-
dition to these physical and functional burdens, cancer 
patients often face fears of death or disability, and may 
be prone to feelings of isolation or depression. 

Not surprisingly, many patients show signs of de-
pressed mood or acute stress reactions at some point 
during their diagnosis and treatment.[1,2] Given 
the physical, economic, and psychological burdens 

experienced by cancer patients during treatment, it 
is perhaps a testament to human resilience and the 
quality of care and social support that patients receive 
that most adapt to these challenges and have a positive 
psychological outcome. Studies of long-term cancer 

signifi cant psychological distress, though they may be 

by cancer.[1]
While most long-term survivors will not have sig-

nifi cant psychological distress related to their cancer, 
there is a sizable minority of cancer survivors who will. 
This article focuses on understanding the psychological 
challenges cancer survivors may face, and how nurses 
and other medical providers can recognize and respond 
to these issues. With more than 12 million cancer sur-

Addressing 
Psychological 
Challenges After 
Cancer: A Guide 
for Clinical Practice

ABSTRACT   While the completion of therapy is an important milestone in the successful 
treatment of cancer, many survivors fi  nd themselves facing a variety of psychological 
challenges after their treatment ends. This article highlights some of the most common 
psychological challenges after cancer therapy such as depression, anxiety, fatigue, and 
sexual dysfunction. Common risk factors for these challenges will be reviewed and 
methods for assessing survivors’ psychosocial functioning in the context of a medical 
visit will be discussed. This article also will provide guidance on how to access resources 
and educational information, and how to make an appropriate referral for follow-up 
when these psychological challenges are identifi ed.
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Chronic health problems, such as diabetes or exces-
sive use of alcohol, also can cause or contribute to a 
neuropathy. 

Peripheral neuropathy associated with chemotherapy 

Practical Tips for Patients
•    Having the right diagnosis is essential.

•   If you are in active treatment, not only 
may your regimen need adjustment, but 

also the symptom needs to be treated.
•   Make sure that you are not us-
ing toxic substances. For example, 
alcohol is toxic to nerves: just 1 or 2 
drinks may make the neuropathic pain 

worse.
•   If you have diabetes, be sure your 

blood sugar levels are under control. 
(Sugar can be a toxin to nerves.)

•   
types of medications are needed to manage nerve dam-
age pain (eg, antidepressants, anticonvulsants, topical  
local anesthetics, opioids).
• Non-drug measures are important too, and include 
relaxation therapy, meditation, acupuncture, and 
TENS, or transcutaneous nerve stimulation. 
•  Physical and occupational  therapy can be extremely 
helpful.
•  If your pain is not being well controlled, ask to be 
referred to a pain management team.
•  Pay extra attention to your feet if that is the area of 
your neuropathy. At least once a week, use a hand-held 
mirror to inspect them for sores or open wounds.
•  Pay attention  to your shoes. Neuropathy often causes 
foot symptoms. Your physiatrist, physical therapist, or             
occupational therapist should be able to advise you on 
shoes and foot care.
• Pay attention to your hands if that is the area of 
your neuropathy. If they feel clumsy or weak, consider 
buying household tools (eg, knives, hammers) with 
wide grips. 

I N F O R M A T I O N  F O R  P A T I E N T S

Peripheral Neuropathy and Cancer 
Understanding Your Symptoms
People living with cancer may experience nerve pain 
often described as tingling, burning, or numbness. 
Problems with coordination also may be present.  
These symptoms may be associated with a peripheral 
neuropathy. In this condition, nerves outside the brain 
and spinal cord have been damaged, often by the 
cancer treatments themselves. 

Sometimes symptoms are temporary and 
gradually decrease after cancer treatment 
is completed. Sometimes they persist and 
require ongoing medical attention. 

In some patients the neuropathy 

it occurs in several nerves. Condi-
tions not associated with cancer 
may cause peripheral neuropathy, so
it is very important to get a proper diagno-
sis for this condition.

What causes peripheral 
neuropathy? 

In people with cancer, peripheral neuropathy is usu-
ally caused by damage to nerves from surgery; radiation 
treatment; or, most commonly, chemotherapy. 

It also can be caused by a tumor pressing on or 

such as shingles.  

Written by Jacqueline Syrop and reviewed by Nessa Coyle, RN, PhD.
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Call Your Physician or Nurse . . . 

>  It is important to let your physician or nurse  
 know if you are experiencing tingling,   
 burning, or numbness either before, during,  
 or after treatment. 

>  Do not self-medicate under the assumption  
 that these symptoms are to be expected,  
 and do not stop any treatment on your own. 
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Drug Essentials
Small Molecule Multitargeted 
TKI Therapy

Approved Drugs:  Sorafenib (Nexavar, for RCC, 
HCC), Sunitinib (Sutent, for RCC, GIST)

Class:  Small molecule multitargeted tyrosine kinase 
inhibitors (TKIs)

Indications

Sorafenib is indicated for the treatment of patients with 
advanced renal cell cancer, and patients with unresect-
able hepatocellular cancer. Sunitinib  is indicated for the 
treatment of patients with advanced renal cell cancer, and 
patients with gastrointestinal stromal tumor (GIST) after 
disease progression on imatinib mesylate (Gleevec).

Mechanism of Action

Sorafenib inhibits a number of tyrosine kinases, including 
Raf kinase, an enzyme in the RAS pathway, as well as the 
vascular endothelial growth factor receptor (VEGFR)-2 
and platelet-derived growth factor receptor (PDGFR)-  
pathways, so not only does it block angiogenesis, but it 
also blocks cell proliferation via the RAS pathway. Simi-
larly, sunitinib also has antitumor and antiangiogenesis 
activity through blockade of multiple targets. It inhibits 
PDGFR-  and , VEGFR-1,-2, and -3, stem cell factor 
receptor (KIT), fms-like tyrosine kinase-3 (FLT-3), colony 
stimulating factor receptor Type 1 (CSF-1R), and the glial 
cell-line derived neurotrophic factor receptor (RET).

Metabolism

Sorafenib reaches peak plasma levels in 3 hours after oral 
dosing. Mean elimination half-life is 25–48 hours. Steady 
state is reached in 7 days with daily dosing. If drug is given 
with a high-fat meal, bioavailability is signifi  cantly re-
duced. Drug is highly protein bound, and metabolized by 
liver cytochrome P450 enzyme CYP3A4, and glucuronida-
tion is mediated by the UGT1A9 pathway. Drug is primar-

Adverse Reactions by System for both 
 ed

(most common are in boldface type)

CNS : Depression, paresthesias; sunitinib: rare 
seizures, reversible posterior leukoencephalopathy 
syndrome (RPLS).
CV:  Hypertension,  hemorrhage; sorafenib: 
rare transient ischemic attack, arrhythmia, 
thromboembolism, myocardial infarction, angina; 
sunitinib: swelling, including pedal edema, QTc 
prolongation (dose-dependent). 
GI:  Diarrhea , constipation, nausea, vomiting, 
anorexia, stomatitis, hypoalbuminemia;  sunitinib : 
taste changes, dyspepsia.
GU:  sorafenib: rare acute renal failure.
Hematologic:  Bleeding, anemia , neutropenia, 
thrombocytopenia, lymphopenia.
Metabolic:  Elevated lipase, amylase, transient 
increases in AST, ALT;  serum phosphate;  
sunitinib:  AST/ALT, alkaline phosphatase,  total 
bilirubin, indirect bilirubin, creatinine, uric acid, 
changes in potassium and sodium, decreased thyroid 
function, weight loss. 
Musculoskeletal:  arthralgia, myalgia.
Respiratory:  sorafenib: hoarseness.
Reproductive:  sorafenib: erectile dysfunction.
Skin:  Hand-foot syndrome, rash;  sunitinib: skin 
discoloration, depigmentation of hair strands, hair 
loss, delayed wound healing.  
Other:  Fatigue, abdominal pain, weakness, asthenia.
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