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Abstract
Purpose We aimed to investigate the effects of reallocating sedentary time to an equal amount of light (LPA) or moderate-
to-vigorous intensity physical activity (MVPA) on cancer-related fatigue and health-related quality of life (HRQoL) in 
patients with breast cancer. We also aimed to determine the daily amount of sedentary time needed to be reallocated to LPA 
or MVPA to produce minimal clinically important changes in these outcomes.
Methods Pooled baseline data from three studies were used, including women with breast cancer who participated in the 
Phys-Can project. Fatigue was assessed with the Multidimensional Fatigue Inventory questionnaire (MFI; five dimensions, 
4–20 scale) and HRQoL with the European Organisation for Research and Treatment of Cancer quality of life questionnaire 
(EORTC QLQ-C30; 0–100 scale). Sedentary time and physical activity were measured with accelerometry. Isotemporal 
substitution modelling was used for the analyses.
Results Overall, 436 participants (mean age 56 years, fatigue 11 [MFI], HRQoL 66 [EORTC QLQ-C30], LPA 254 min/
day, MVPA 71 min/day) were included. Fatigue significantly decreased in two MFI dimensions when reallocating 30 min/
day of sedentary time to LPA: reduced motivation and reduced activity (β =  − 0.21). Fatigue significantly decreased in three 
MFI dimensions when reallocating 30 min/day of sedentary time to MVPA: general fatigue (β =  − 0.34), physical fatigue 
(β =  − 0.47) and reduced activity (β =  − 0.48). To produce minimal clinically important changes in fatigue (− 2 points on 
MFI), the amount of sedentary time needed to be reallocated to LPA was ≈290 min/day and to MVPA was ≥ 125 min/day. 
No significant effects were observed on HRQoL when reallocating sedentary time to LPA or MVPA.
Conclusions Our results suggest that reallocating sedentary time to LPA or MVPA has beneficial effects on cancer-related 
fatigue in patients with breast cancer, with MVPA having the greatest impact. In relatively healthy and physically active 
breast cancer populations, a large amount of time reallocation is needed to produce clinically important changes. Future 
studies are warranted to evaluate such effects in broader cancer populations.
Trial registration: NCT02473003 (10/10/2014) and NCT04586517 (14/10/2020).
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Background

Cancer-related fatigue, characterised by an excessive and 
persistent physical, cognitive and/or emotional exhaus-
tion, is identified by patients as one of the most distressing 
symptoms associated with cancer and its treatment [1]. It 
is also one of the most frequent symptoms in patients with 
breast cancer, affecting approximately 60–90% of patients 
during and following treatment [2], and having a strong 
negative impact on health-related quality of life (HRQoL) 
[3]. Despite the well-documented benefits of moderate-to-
vigorous intensity physical activity (MVPA) for improving 
cancer-related fatigue and HRQoL [4], patients with breast 
cancer tend to reduce their physical activity level after 
being diagnosed [5]. Whilst the majority do not meet the 
recommended physical activity guidelines (i.e. 150 min 
of MVPA) [6, 7], light-intensity physical activity (LPA) 
could be suggested as an alternative as exercising at this 
intensity has also been shown to improve health-related 
outcomes amongst patients with breast cancer [8–10]. 
In addition, performing LPA may be more feasible than 
MVPA for an inactive cancer population, particularly 
amongst those who are not able to engage in sufficient 
amounts of MVPA due to, e.g. treatment side effects and/
or physical limitations. Moreover, patients with breast can-
cer spend a large amount of time sedentary [5, 7]. Sed-
entary time (i.e. any waking behaviour characterised by 
a low-energy expenditure whilst in a sitting, reclining or 
lying posture [11]) has emerged as a risk factor for poor 
health and reducing this behaviour may improve health 
outcomes in patients with cancer [12]. Taken all together, 
there is an urgent need to understand the replacing effects 
of sedentary time with different intensity of physical activ-
ity on health outcomes to find more appropriate physical 
activity prescriptions accessible for patients who are cur-
rently not meeting physical activity guidelines. For exam-
ple, replacing sedentary time with LPA or MVPA could 
be a promising target for interventions to improve health 
in this population.

Isotemporal substitution modelling has been proposed 
as a method using cross-sectional data for analysing the 
effects of substituting time in one activity for another [13]. 
To date, a small number of studies have used this approach 
to explore the associations between sedentary time real-
location and different health outcomes in patients with 
breast cancer [14–16]. In those studies HRQoL/depres-
sion [14], body mass index (BMI) [15] and cognitive 
impairment [16] were examined and improvements in all 
the outcomes were reported when reallocating 30 min of 
sedentary time to MVPA. However, most of those studies 
had small samples [15, 16]. Furthermore, only one study 
has examined the effects of sedentary time reallocation on 

HRQoL in patients with breast cancer but the results did 
not reach clinically meaningful thresholds [14]. Moreo-
ver, no study has previously investigated such effects with 
focus on cancer-related fatigue, highlighting a need for 
further research. Further research is also needed to iden-
tify the thresholds of reallocation at which these effects 
are clinically meaningful. Such investigations will provide 
useful and complementary information on how to opti-
mise exercise recommendations and thereby future exer-
cise interventions aiming to improve cancer-related fatigue 
and HRQoL in patients with breast cancer.

In the present study, we aimed to investigate the effects 
of reallocating sedentary time to an equal amount of LPA 
or MVPA on cancer-related fatigue and HRQoL in patients 
with breast cancer, using isotemporal substitution modelling. 
We also aimed to determine the daily amount of sedentary 
time needed to be reallocated to LPA or MVPA to produce 
minimal clinically important changes in cancer-related 
fatigue and HRQoL. We hypothesised that reallocating sed-
entary time to an equal amount of LPA or MVPA would be 
beneficial for patients with breast cancer in terms of lower 
cancer-related fatigue and higher HRQoL. We also hypoth-
esised that sedentary time reallocation to MVPA would have 
a greater effect on cancer-related fatigue and HRQoL than 
LPA.

Methods

Participants and settings

In the present study, we used baseline data from the Physical 
training and Cancer (Phys-Can) project. This project consists 
of three studies: a randomised controlled trial (RCT) with 
a 2 × 2 factorial design (study 1) (NCT02473003) [17], an 
observational study (study 2) and a two-armed RCT (study 
3) (NCT04586517) [18]. Full details of individual study 
designs, recruitment processes and inclusion criteria have 
been previously described [17, 18]. Briefly, eligible patients 
were recruited at university hospitals in Sweden between 
September 2014 and September 2021. Patients were aged 
18 years or older, newly diagnosed with cancer (breast, 
colorectal or prostate cancer in studies 1 and 2, only breast 
cancer in study 3) and scheduled to undergo (neo-)adjuvant 
cancer treatment. Patients were excluded if they suffered 
from cognitive dysfunction (e.g. dementia or serious men-
tal illness), physical impairments and/or other diseases (e.g. 
cardiovascular or lung diseases) that could affect their ability 
to perform physical activity and exercise. The studies were 
approved by the Regional Ethical Review Board in Uppsala 
(Dnr 2014/249, Dnr 2016/230/2), and all participants signed 
informed consent.
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For the present study, we included those diagnosed with 
breast cancer with complete data at baseline, i.e. before 
starting (neo-)adjuvant cancer treatment. Data was pooled 
as the studies were similar in terms of inclusion criteria, 
context and assessment (timing and instruments) of the 
investigated variables.

Measures

Sedentary time and physical activity

Sedentary time and physical activity were assessed with 
SenseWear Armband mini (SWA) at baseline. The SWA is 
a monitor combining a tri-axial accelerometer with heat/
skin sensors, and has previously been validated in cancer 
survivors [19] and healthy adults [20, 21]. Participants 
were asked to wear the SWA 24 h a day for seven consecu-
tive days. To reflect 1 week of sedentary time and physical 
activity, data from the SWA were included in the analyses 
if the SWA was worn for at least 4 days [22], including one 
weekend day [23] with a wear time of at least 80%/day [24].

The Professional 8.1 Software was used to provide SWA 
wear time and minutes spent in different levels of Meta-
bolic Equivalent Task values (METs). Sedentary time, LPA 
and MVPA were determined using established cut-points 
of ≤ 1.5 METs [11], 1.6–2.9 METs and ≥ 3.0 METs, respec-
tively [25]. Daily time spent sedentary, in LPA and MVPA, 
was calculated separately by summing minutes during 
waking hours for each valid day, where the criterion for 
the relevant intensity was met. Sedentary time, LPA and 
MVPA (expressed in min/day) were then converted to units 
of 30 min (e.g. 15 min = 0.5, 30 min = 1 and 60 min = 2) to 
facilitate the interpretation of the results.

Cancer‑related fatigue

Cancer-related fatigue was assessed with the validated Mul-
tidimensional Fatigue Inventory questionnaire (MFI-20) [26] 
at baseline. The MFI is a 20-item scale designed to evaluate 
five dimensions of fatigue (subscales): general fatigue (i.e. 
general statements concerning an individual’s functioning), 
physical fatigue (i.e. physical sensation related to the feeling 
of tiredness), mental fatigue (i.e. cognitive symptoms related 
to fatigue), reduced motivation (i.e. lack of motivation to 
start any activity) and reduced activity (i.e. reduction in 
activity level) [27]. Participants were asked to indicate how 
true the 20 statements (items) had been for them over the 
last 7 days on a scale, ranging from 1 (“yes that is true”) to 
5 (“no that is not true”). A score for each subscale was then 
calculated, ranging from 4 to 20 with higher scores indicat-
ing higher fatigue. Minimal clinically important change was 
defined as − 2 points per subscale [28].

Health‑related quality of life

HRQoL was assessed with the subscale Global health status/
QoL of the validated European Organisation for Research 
and Treatment of Cancer quality of life questionnaire 
(EORTC QLQ-C30) [29] at baseline. The subscale com-
prises two items. Participants were asked to rate their overall 
health and overall quality of life during the past week on a 
scale, ranging from 1 (Very poor) to 7 (Excellent). The raw 
scores were then transformed into a 0–100 scale in which 
higher scores indicate higher HRQoL. Minimal clinically 
important change was defined as + 10 points [30].

Covariates

Data were collected at baseline. Demographic data were 
self-reported and included age (years), education level (Uni-
versity vs. No university) and comorbidities (One or more 
comorbidities vs. No comorbidities). BMI (kg/m2) was cal-
culated from measured height and weight by the study staff. 
Data about planned primary (neo-)adjuvant treatment were 
extracted from medical records. Due to the small propor-
tion of participants planned to receive radiation or endocrine 
therapy as primary (neo-)adjuvant treatment, the variable 
was dichotomised as Chemotherapy vs. No chemotherapy.

Statistical analysis

Descriptive characteristics are presented as mean and stand-
ard deviation (SD) for continuous variables and proportions 
as number (n) and percentage (%) for categorical variables.

Isotemporal substitution models were used to examine 
the effects of reallocating sedentary time to LPA or MVPA 
on cancer-related fatigue and HRQoL [31]. One model was 
run separately for each outcome. Each model included all 
exposures, except sedentary time, and a sum of time spent 
in all exposures (i.e. total time = sedentary + LPA + MVPA). 
Each model was adjusted for covariates: age, educa-
tion level, comorbidities, BMI, planned primary (neo-)
adjuvant treatment [32, 33] and study (Study 1 vs. Study 
2 vs. Study 3). An example of the model is as follows: 
HRQoL = LPA + MVPA + total time + covariates. The coeffi-
cients can be interpreted as the mean change in the outcome 
when reallocating 30 min/day of sedentary time to 30 min/
day of LPA or MVPA, whilst holding time spent in the other 
exposures constant.

To determine the daily amount of sedentary time needed 
to be reallocated to LPA or MVPA to produce minimal clini-
cally important changes, sedentary time reallocated (30 min) 
were divided by the unstandardised regression coefficients 
and multiplied by the minimal clinically important change 
for each outcome.
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The results are presented as unstandardised coefficients 
(β) with 95% confidence intervals (95% CI), and significance 
level set at 0.05. All statistical analyses were performed with 
SPSS (version 27).

Results

Participants

A total of 436 participants with breast cancer had complete 
data (accelerometer and questionnaires) at baseline and were 
therefore included in the present study. Participants’ charac-
teristics are presented in Table 1. Participants’ mean age was 
56 years (SD 11). The majority had undergone breast cancer 
surgery (88%), had a higher education (62%), at least one 
comorbidity (54%) and a normal BMI (50%). More than half 
of the participants were planned to receive chemotherapy as 
primary (neo-) adjuvant treatment (58%). Participants per-
formed LPA and MVPA on average 254 (SD 81) and 71 (SD 
48) min/day, respectively. They also spent on average 651 
(SD 112) min/day sedentary (Table 1).

Cancer‑related fatigue

Results for the isotemporal substitution models are presented 
in Fig. 1a–e. Fatigue significantly decreased in two MFI 
dimensions when reallocating 30 min/day of sedentary time 
to LPA, i.e. reduced motivation (β =  − 0.21, 95% CI [− 0.36 
to − 0.05], p = 0.008) and reduced activity (β =  − 0.21, 95% 
CI [− 0.38 to − 0.04], p = 0.018). Additionally, fatigue signif-
icantly decreased in three MFI dimensions when reallocating 
30 min/day of sedentary time to MVPA, i.e. general fatigue 
(β =  − 0.34, 95% CI [− 0.63 to − 0.05], p = 0.020), physical 
fatigue (β =  − 0.47, 95% CI [− 0.74 to − 0.20], p = 0.001) 
and reduced activity (β =  − 0.48, 95% CI [− 0.75 to − 0.22], 
p < 0.001) (Fig. 1).

The amount of sedentary time needed to be reallocated 
to LPA to produce minimal clinically important changes 
(i.e. − 2 points) was 290 min/day for reduced motivation 
and 291 min/day for reduced activity. For MVPA, the cor-
responding amount was 177 min/day for general fatigue, 
129  min/day for physical fatigue and 125  min/day for 
reduced activity.

Health‑related quality of life

No significant effects were observed on HRQoL when real-
locating 30 min/day of sedentary time to LPA (β =  − 0.29, 
95% CI [− 1.12 to 0.53], p = 0.486) or MVPA (β = 0.69, 95% 
CI [0.60 to 1.97], p = 0.295) (Fig. 1f). Due to the non-signifi-
cant results, the daily amount of sedentary time needed to be 

reallocated to LPA or MVPA to produce minimal clinically 
important changes was not calculated for HRQoL.

Discussion

The first aim of the present study was to examine how real-
location of sedentary time to LPA or MVPA affects fatigue 
and HRQoL in patients with breast cancer, using isotemporal 
substitution modelling. The second aim was to determine 
the daily amount of sedentary time needed to be reallocated 
to produce minimal clinically important changes in patients 
with breast cancer. Our results indicate that reallocating 
30 min/day of sedentary time to LPA or MVPA decreased 
the level of cancer-related fatigue but did not affect HRQoL. 
To produce minimal clinically important changes in fatigue 
(i.e. − 2 points), the amount of sedentary time needed to 
be reallocated to LPA was ≈290 min/day and to MVPA 
was ≥ 125 min/day.

In accordance with our hypotheses, reallocating seden-
tary time to either LPA or MVPA was beneficial in terms 
of lower fatigue, with the reallocation to MVPA having the 
greatest effects. This is somewhat in line with the results 
from two previous studies, using isotemporal substitution 
with data from 463 kidney cancer survivors [34] and 149 
non-Hodgkin lymphoma survivors [35]. In both stud-
ies, the authors found that reallocating sedentary time to 
MVPA was associated with lower fatigue, whilst one of 
the studies [34] also reported such effects when reallocat-
ing sedentary time to LPA. However, the amounts of time 
reallocation necessary to reach minimally clinical changes 
were lower compared to our findings: 65 min/day for LPA 
and 83 min/day for MVPA in the study of Tabaczynski 
et al. [34] and 30 min/day for MVPA in the study of Val-
lance et al. [35]. This discrepancy between the results from 
the above-mentioned studies and ours could be explained 
by the methodology used (fatigue was assessed with dif-
ferent questionnaires), the study samples having differ-
ent cancer diagnoses and the timing of the assessments 
(prior to adjuvant treatment vs. post-treatment). Indeed, 
it is possible that the different questionnaires did not cap-
ture fatigue in the same manner or amplitude and that the 
amount of sedentary time reallocation necessary to reach 
minimally clinical changes differs across diagnosis and 
cancer phases. Another possible explanation is that our 
study sample had relatively low levels of fatigue at base-
line, which may minimise the strength of the effects of 
reallocating sedentary time due to ceiling effects. Thus, 
it is possible that individuals with greater fatigue may 
experience clinical benefits with less daily sedentary time 
relocation to LPA or MVPA. Our results regarding the 
effect of reallocating sedentary time to LPA on cancer-
related fatigue add to the growing evidence that LPA is 
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Table 1  Baseline characteristics of the study participants

BMI: body mass index; VO2max: maximal volume of oxygen uptake; MVPA: moderate-to-vigorous intensity physical activity; LPA: light-inten-
sity physical activity; MFI: Multidimensional Fatigue Inventory; HRQoL: health-related quality of life; EORTC QLQ-C30: European Organisa-
tion for Research and Treatment of Cancer
a Data from the Physical training and Cancer (Phys-Can) project, consisting of three studies: an RCT with a 2 × 2 factorial design (study 1), 
observational study (study 2) and a two-armed RCT (study 3)
b Assessed with Exercise Stage Assessment Instrument (5 categories, 1 = no intention to be physically active and 5 = physically active longer than 
6 months)
c All participants planned for adjuvant treatment had undergone breast cancer surgery 4–6 weeks before the baseline measurements
d Higher scores indicate worse outcome
e Higher scores indicate better outcome

Total  samplea 
(n = 436)

Study 1 (n = 343) Study 2 (n = 58) Study 3 (n = 35)

Age, mean (SD) 56 (11) 56 (12) 57 (12) 53 (9)
High education (university), % 62 64 52 60
Living with partner, % 75 75 74 83
Occupation, %

  Working (part-time or full-time) 33 34 30 23
  On sick leave 41 39 36 66
  Retired 27 27 34 11

Comorbidities ≥ 1, % 54 56 50 37
Weight status, %

  Normal weight, BMI 18–24.9 kg/m2 50 51 43 48
  Pre-obese, BMI 25–29.9 kg/m2 34 32 43 37
  Obese, BMI > 29.9 kg/m2 16 17 14 14

Current exercise  habitsb, %
  Aerobic exercise since ≥ 6 months 39 34 62 47
  Resistance exercise since ≥ 6 months 20 19 24 27

VO2max, mL/kg/min (SD) 30 (7) 30 (7) 29 (7) 29 (7)
Stage of breast cancer, %

  Stage 0 (in situ) 4 5 2 0
  Stage 1 (T1N0M0) 52 54 65 21
  Stage 2 (T1-2N1M0, T2-3N0M0) 39 38 31 59
  Stage 3 (T1-2N2M0, T3N1-2M0) 5 4 0 21

Completed breast cancer  surgeryc, % 88 90 100 60
Planned primary (neo-)adjuvant treatment, %

  Chemotherapy 58 61 41 100
  Radiation therapy 32 31 42 0
  Endocrine therapy 9 8 18 0

MVPA, mean min/day (SD) 71 (48) 71 (48) 65 (35) 81 (58)
LPA, mean min/day (SD) 254 (81) 255 (84) 249 (81) 246 (56)
Sedentary time, mean min/day (SD) 651 (112) 649 (115) 664 (105) 645 (97)
Cancer-related fatigue (MFI, 4–20), mean (SD)d

  General fatigue 12 (4) 12 (4) 12 (4) 12 (4)
  Physical fatigue 12 (4) 12 (4) 12 (4) 11 (4)
  Reduced activity 11 (4) 11 (4) 11 (4) 10 (4)
  Reduced motivation 9 (4) 9 (4) 9 (4) 9 (4)
  Mental fatigue 10 (4) 10 (4) 10 (4) 10 (4)

HRQoL (EORTC QLQ-C30, 0–100), mean (SD)e 64 (19) 64 (20) 68 (19) 66 (19)
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beneficial for health amongst patients with cancer [8–10]. 
These results are of interest, especially for less physi-
cally active breast cancer populations as LPA may be a 
more feasible alternative than MVPA in this population. 
Contrary to our hypotheses, our findings suggest that the 
reallocation of sedentary time to LPA or MVPA does not 
have any effect on HRQoL. This is in contrast with find-
ings from a previous study involving 753 patients with 
breast cancer [14], where reallocating 30 min of seden-
tary time to MVPA was associated with improved physical 
and functional well-being. Those divergent results could 
be explained by the use of different measurement instru-
ments. Whilst in the present study, we used a subscale 
(Global health status/QoL of EORTC QLQ-C30) to assess 
HRQoL, Welch et  al. [14] used another questionnaire 

(i.e. Functional Assessment of Cancer Treatment-Breast 
[FACT-B]) consisting of different domains that may have 
captured more variations in the outcome. However, our 
results are similar to the study of Vallance et al. [35], 
where no significant effects on HRQoL were found when 
reallocating 30 min of sedentary time to physical activity 
in non-Hodgkin lymphoma survivors. The present study 
provides evidence in support of an LPA and MVPA pre-
scription for improving cancer-related fatigue in patients 
with breast cancer. Although a large amount of time real-
location is needed to produce clinically important changes 
in our study sample, our results indicate that (1) patients 
could be advised to replace sedentary time by either LPA 
or MVPA for improving cancer-related fatigue; (2) replac-
ing sedentary time with LPA only, which may be a more 

Fig. 1  Effects of reallocating 30 min/day of sedentary time to light-
intensity physical activity (LPA) or moderate-to-vigorous intensity 
physical activity (MVPA) on a–e different domains of cancer-related 
fatigue and f health-related quality of life (HRQoL), using isotem-
poral substitution modelling. Note that cancer-related fatigue was 
assessed with Multidimensional Fatigue Inventory (scale 4–20) and 

HRQoL with European Organisation for Research and Treatment of 
Cancer (scale 0–100). The vertical lines indicate the 95% confidence 
intervals. All models were adjusted for age, education level, comor-
bidities, body mass index, planned primary (neo-)adjuvant treatment 
and study
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feasible alternative in less physically active breast can-
cer populations, has a positive impact on cancer-related 
fatigue; and (3) for increased effects, an MVPA prescrip-
tion is preferred.

This study has several methodological strengths, includ-
ing a large sample and the objective measurement of 
sedentary time and physical activity via accelerometry. 
Additionally, the choice of analytical method (isotempo-
ral substitution modelling) allowed us to simultaneously 
study how reallocating sedentary time to LPA or MVPA 
affected fatigue and HRQoL in patients with breast cancer. 
We chose to analyse bouts of 30-min reallocation to com-
pare our results with other studies as the majority used this 
amount of time [14–16, 35]. It is also important to note that 
the length of the replaced bout (i.e. 30 min) does not affect 
the statistical significance of the results, only the strength 
of the associations. However, isotemporal substitution 
reflects the theoretical effects of reallocating one activity 
to another, rather than actual changes in behaviour. RCTs 
studying the effects of reducing actual sedentary time by 
increasing LPA or MVPA are therefore needed to confirm 
our results. This study also has limitations, including its 
cross-sectional design, limiting our ability to infer causal-
ity and the homogeneous study sample (i.e. mainly highly 
educated, physically active and relatively healthy women), 
restricting the generalisability of our results to broader can-
cer populations. It is also important to keep in mind that the 
outcome measures were collected prior to patients’ (neo-)
adjuvant treatment, i.e. when cancer-related fatigue and 
HRQoL might be less affected compared to the time dur-
ing and following (neo-)adjuvant treatment. Additionally, 
although we adjusted for potentially important covariates, 
our results may be subject to unmeasured confounding. For 
example, we did not have information on stage of cancer for 
all participants; however, we adjusted, instead, for planned 
primary (neo-)adjuvant treatment, which reflects the type 
of tumour.

Conclusions

Our results suggest that reallocating sedentary time to LPA 
or MVPA has beneficial effects on cancer-related fatigue 
in patients with breast cancer, with MVPA having the 
greatest impact. However, a large amount of time reallo-
cation is needed to produce clinically important changes 
in relatively healthy (e.g. low levels of fatigue) and physi-
cally active breast cancer populations. Future studies are 
therefore needed to evaluate such effects in broader cancer 
populations.

Acknowledgements The authors would like to thank the study partici-
pants for their dedication and time.

Author contribution All authors made substantial contributions to the 
conception and design of the study as well as the acquisition, analysis 
and interpretation of the data. The first draft of the manuscript was 
written by A. S. M. and all authors critically revised previous versions 
of the manuscript. All authors read and approved the final manuscript.

Funding Open access funding provided by Uppsala University. This 
study was part of the Phys-Can project, funded by the Swedish Cancer 
Society (grant numbers 150841, 160483, and 180356), the Swedish 
Research Council (grant number KDB/9514), the Nordic Cancer Union 
(2015) and The Oncology Department Foundations Research Fund in 
Uppsala (2016, 2017).

Data availability The data that support the findings of this study are 
available upon reasonable request.

Declarations 

Ethics approval This study was part of the Phys-Can project, approved 
by the Regional Ethical Review Board in Uppsala (EPN D-number 
2014/249 and 2016/230/2).

Consent to participate All the participants gave informed written con-
sent before participating and were guaranteed confidentiality.

Consent for publication Not applicable.

Competing interests The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Berger AM, Mooney K, Alvarez-Perez A, Breitbart WS, Carpenter 
KM, Cella D et al (2015) Cancer-related fatigue, version 2.2015. 
J Natl Compr Canc Netw. 13(8):1012–39

 2. Davis LE, Bubis LD, Mahar AL, Li Q, Sussman J, Moody L et al 
(2018) Patient-reported symptoms after breast cancer diagnosis 
and treatment: a retrospective cohort study. Eur J Cancer 101:1–11

 3. Bower JE (2014) Cancer-related fatigue—mechanisms, risk fac-
tors, and treatments. Nat Rev Clin Oncol 11(10):597–609

 4. Campbell KL, Winters-Stone KM, Wiskemann J, May AM, 
Schwartz AL, Courneya KS et al (2019) Exercise guidelines for 
cancer survivors: consensus statement from International Multi-
disciplinary Roundtable. Med Sci Sports Exerc 51(11):2375–2390

 5. Fassier P, Zelek L, Partula V, Srour B, Bachmann P, Touillaud M 
et al (2016) Variations of physical activity and sedentary behav-
ior between before and after cancer diagnosis: results from the 
prospective population-based NutriNet-Sante cohort. Medicine 
(Baltimore) 95(40):e4629

Page 7 of 8    151Supportive Care in Cancer (2023) 31:151

http://creativecommons.org/licenses/by/4.0/


1 3

 6. Thraen-Borowski KM, Gennuso KP, Cadmus-Bertram L (2017) 
Accelerometer-derived physical activity and sedentary time by 
cancer type in the United States. PLoS ONE 12(8):e0182554

 7. Boyle T, Vallance JK, Ransom EK, Lynch BM (2016) How seden-
tary and physically active are breast cancer survivors, and which 
population subgroups have higher or lower levels of these behav-
iors? Support Care Cancer 24(5):2181–2190

 8. Conroy DE, Wolin KY, Blair CK, Demark-Wahnefried W (2017) 
Gender-varying associations between physical activity intensity 
and mental quality of life in older cancer survivors. Support Care 
Cancer 25(11):3465–3473

 9. Blair CK, Morey MC, Desmond RA, Cohen HJ, Sloane R, Sny-
der DC et al (2014) Light-intensity activity attenuates func-
tional decline in older cancer survivors. Med Sci Sports Exerc 
46(7):1375–1383

 10. Sylvester BD, Ahmed R, Amireault S, Sabiston CM (2017) 
Changes in light-, moderate-, and vigorous-intensity physical 
activity and changes in depressive symptoms in breast cancer 
survivors: a prospective observational study. Support Care Cancer 
25(11):3305–3312

 11. Tremblay MS, Aubert S, Barnes JD, Saunders TJ, Carson V, 
Latimer-Cheung AE et al (2017) Sedentary Behavior Research 
Network (SBRN) — Terminology Consensus Project process and 
outcome. Int J Behav Nutr Phys Act 14(1):75

 12. Lynch BM, Dunstan DW, Vallance JK, Owen N (2013) Don’t take 
cancer sitting down: a new survivorship research agenda. Cancer 
119(11):1928–1935

 13. Mekary RA, Ding EL (2019) Isotemporal substitution as the gold 
standard model for physical activity epidemiology: why it is the 
most appropriate for activity time research. Int J Environ Res Pub-
lic Health 16(5):797

 14. Welch WA, Ehlers D, Gavin KL, Aguinaga S, Cottrell A, Nielsen 
A et al (2019) Effects of reallocating sedentary time with physical 
activity on quality of life indicators in breast cancer survivors. 
Psychooncology 28(7):1430–1437

 15. Boyle T, Vallance JK, Buman MP, Lynch BM (2017) Reallocating 
time to sleep, sedentary time, or physical activity: associations 
with waist circumference and body mass index in breast cancer 
survivors. Cancer Epidemiol Biomarkers Prev 26(2):254–260

 16. Ehlers DK, Fanning J, Salerno EA, Aguiñaga S, Cosman J, Sever-
son J et al (2018) Replacing sedentary time with physical activity 
or sleep: effects on cancer-related cognitive impairment in breast 
cancer survivors. BMC Cancer 18(1):685

 17. Berntsen S, Aaronson NK, Buffart L, Borjeson S, Demmelmaier 
I, Hellbom M et al (2017) Design of a randomized controlled 
trial of physical training and cancer (Phys-Can) — the impact 
of exercise intensity on cancer related fatigue, quality of life and 
disease outcome. BMC Cancer 17(1):218

 18. Strandberg E, Vassbakk-Svindland K, Henriksson A, Johans-
son B, Vikmoen O, Kudrén D et al (2021) Effects of heavy-load 
resistance training during (neo-)adjuvant chemotherapy on muscle 
cellular outcomes in women with breast cancer. Medicine (Balti-
more) 100(10):e24960

 19. Cereda E, Turrini M, Ciapanna D, Marbello L, Pietrobelli A, Cor-
radi E (2007) Assessing energy expenditure in cancer patients: a 
pilot validation of a new wearable device. JPEN J Parenter Enteral 
Nutr 31(6):502–507

 20. Johannsen DL, Calabro MA, Stewart J, Franke W, Rood JC, 
Welk GJ (2010) Accuracy of armband monitors for measuring 
daily energy expenditure in healthy adults. Med Sci Sports Exerc 
42(11):2134–2140

 21. Reece JD, Barry V, Fuller DK, Caputo J (2015) Validation of the 
SenseWear Armband as a measure of sedentary behavior and light 
activity. J Phys Act Health 12(9):1229–1237

 22. Trost SG, McIver KL, Pate RR (2005) Conducting accelerometer-
based activity assessments in field-based research. Med Sci Sports 
Exerc 37(11 Suppl):S531–S543

 23. Matthews CE, Ainsworth BE, Thompson RW, Bassett DR 
Jr (2002) Sources of variance in daily physical activity lev-
els as measured by an accelerometer. Med Sci Sports Exerc 
34(8):1376–1381

 24. Henriksen HB, Berntsen S, Paur I, Zucknick M, Skjetne AJ, Bøhn 
SK et al (2018) Validation of two short questionnaires assessing 
physical activity in colorectal cancer patients. BMC Sports Sci 
Med Rehabil 10:8

 25 Garber CE, Blissmer B, Deschenes MR, Franklin BA, Lamonte 
MJ, Lee IM et al (2011) American College of Sports Medicine 
position stand. Quantity and quality of exercise for developing 
and maintaining cardiorespiratory, musculoskeletal, and neuromo-
tor fitness in apparently healthy adults: guidance for prescribing 
exercise. Med Sci Sports Exerc 43(7):1334–59

 26. Hagelin CL, Wengstrom Y, Runesdotter S, Furst CJ (2007) The 
psychometric properties of the Swedish Multidimensional Fatigue 
Inventory MFI-20 in four different populations. Acta Oncol 
46(1):97–104

 27. Smets EM, Garssen B, Cull A, de Haes JC (1996) Application 
of the Multidimensional Fatigue Inventory (MFI-20) in cancer 
patients receiving radiotherapy. Br J Cancer 73(2):241–245

 28. Purcell A, Fleming J, Bennett S, Burmeister B, Haines T (2010) 
Determining the minimal clinically important difference crite-
ria for the Multidimensional Fatigue Inventory in a radiotherapy 
population. Support Care Cancer 18(3):307–315

 29. Aaronson NK, Ahmedzai S, Bergman B, Bullinger M, Cull A, 
Duez NJ et al (1993) The European Organization for Research 
and Treatment of Cancer QLQ-C30: a quality-of-life instrument 
for use in international clinical trials in oncology. J Natl Cancer 
Inst 85(5):365–376

 30. Cocks K, King MT, Velikova G, Martyn St-James M, Fayers PM, 
Brown JM (2011) Evidence-based guidelines for determination of 
sample size and interpretation of the European Organisation for 
the Research and Treatment of Cancer Quality of Life Question-
naire Core 30. J Clin Oncol 29(1):89–96

 31. Mekary RA, Willett WC, Hu FB, Ding EL (2009) Isotemporal 
substitution paradigm for physical activity epidemiology and 
weight change. Am J Epidemiol 170(4):519–527

 32. Ruiz-Casado A, Álvarez-Bustos A, de Pedro CG, Méndez-Otero 
M, Romero-Elías M (2021) Cancer-related fatigue in breast cancer 
survivors: a review. Clin Breast Cancer 21(1):10–25

 33. Hamer J, McDonald R, Zhang L, Verma S, Leahey A, Ecclestone 
C et al (2017) Quality of life (QOL) and symptom burden (SB) in 
patients with breast cancer. Support Care Cancer 25(2):409–419

 34. Tabaczynski A, Courneya KS, Trinh L (2020) Replacing sed-
entary time with physical activity and sleep: associations with 
quality of life in kidney cancer survivors. Cancer Causes Control 
31(7):669–681

 35. Vallance JK, Buman MP, Lynch BM, Boyle T (2017) Reallocating 
time to sleep, sedentary, and active behaviours in non-Hodgkin 
lymphoma survivors: associations with patient-reported outcomes. 
Ann Hematol 96(5):749–755

Publisher's note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

151   Page 8 of 8 Supportive Care in Cancer (2023) 31:151


	Reallocating sedentary time to physical activity: effects on fatigue and quality of life in patients with breast cancer in the Phys-Can project
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Participants and settings
	Measures
	Sedentary time and physical activity
	Cancer-related fatigue
	Health-related quality of life
	Covariates

	Statistical analysis

	Results
	Participants
	Cancer-related fatigue
	Health-related quality of life

	Discussion
	Conclusions
	Acknowledgements 
	References


