
Symptom Clusters in Patients Receiving Chemotherapy: A 
Systematic Review

Carolyn S. Harris, RN, BSN1, Kord M. Kober, PhD1, Yvette P. Conley, PhD2, Anand A. 
Dhruva, MD3, Marilyn Hammer, RN, PhD4, Christine A. Miaskowski, RN, PhD1,3

1School of Nursing, University of California, San Francisco, CA, USA

2School of Nursing, University of Pittsburgh, Pittsburgh, PA, USA

3School of Medicine, University of California, San Francisco, CA, USA

4Dana-Farber Cancer Institute, Boston, MA, USA

Abstract

Background and purpose: Since 2001, symptom cluster research has grown considerably. 

However, because multiple methodological considerations remain, ongoing synthesis of the 

literature is needed to identify gaps in this area of symptom science. This systematic review 

evaluated the progress in symptom clusters research in adults receiving primary or adjuvant 

chemotherapy since 2016.

Methods: Eligible studies were published in English between January 1, 2017 and May 17, 2021; 

evaluated for and identified symptom clusters “de novo;” and included only adults being treated 

with primary or adjuvant chemotherapy. Studies were excluded if patients had advanced cancer 

or were receiving palliative chemotherapy; symptoms were measured after treatment; symptom 

clusters were pre-specified; or a patient-centered analytic approach was used. For each study, 

symptom instrument(s); statistical methods and symptom dimension(s) used to create the clusters; 

whether symptoms were allowed to load on more than one factor; method used to assess for 

stability of symptom clusters; and associations with secondary outcomes and biomarkers were 

extracted.

Results: Twenty-three studies were included. Memorial Symptom Assessment Scale was the 

most common instrument and exploratory factor analysis was the most common statistical method 

used to identify symptom clusters. Psychological, gastrointestinal, and nutritional clusters were the 

most commonly identified clusters. Only the psychological cluster remained relatively stable over 

time. Only five studies evaluated for secondary outcomes.
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Discussion: While symptom cluster research has evolved, clear criteria to evaluate the stability 

of symptom clusters and standardized nomenclature for naming clusters are needed. Additional 

research is needed to evaluate the biological mechanism(s) for symptom clusters.
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chemotherapy; oncology; symptom clusters; biomarkers; patient-reported outcomes; symptom 
science

INTRODUCTION

As the incidence of new cancer cases and mortality rates increase globally,[1] the symptom 

burden of oncology patients remains high. For example, in one study,[2] 50% of patients 

receiving chemotherapy experienced an average of 13 symptoms. Equally important, co-

occurring symptoms and/or symptom clusters result in increased distress,[3] decreased 

functional status,[4] poorer quality of life (QOL),[5] and increased mortality.[6, 7] Given 

that 50% of oncology patients may experience these negative effects, research on how and 

why symptoms co-occur is vital to the development of effective interventions.

In 2001, Dodd and colleagues [8] were the first to introduce the concept of a symptom 

cluster into oncology symptom science. Since then, symptom cluster research has increased 

dramatically.[9–12] While the definition of a symptom cluster has evolved,[8, 13] most 

recently, it was defined as the co-occurrence of two or more symptoms that are stable and 

independent of other clusters, and may share underlying mechanisms and/or outcomes.[9] 

This research has grown to include the identification of symptom clusters in children [14] 

and adolescents;[15] in patients with advanced cancer;[16, 17] and in patients receiving 

active treatment.[11] An emerging area of research is the evaluation of biomarkers [18] and 

molecular mechanisms [19–21] associated with symptom clusters.

While this research provides important foundations in our understanding of cancer-related 

symptom clusters, two key methodological issues remain unresolved; namely: which 

statistical approach provides the most consistent identification of symptom clusters (e.g., 

cluster analysis, exploratory factor analysis (EFA)) and how the dimension(s) of the 

symptom experience that are used to create the clusters (i.e., occurrence, severity, frequency, 

distress) influence the number and types of symptom clusters identified. Resolution of 

these issues is key to the development of effective interventions for symptom clusters.[9] 

In addition, consistent identification of symptom clusters will facilitate the investigation of 

their underlying mechanisms.

While Skerman and colleagues suggested that factor analysis methods were the optimal 

approach to create symptom clusters,[22] cluster analysis,[23] and more recently network 

analysis (NA) [24] have been used. Factor analysis methods, like EFA, are used to 

identify latent constructs or factors (i.e., symptom clusters) that account for the strength 

of the relationships between variables (i.e., symptoms).[25] This type of factor analysis 

is exploratory in nature as it does not test hypotheses on the nature of the relationships 

among the variables. Cluster analysis methods, (e.g., hierarchical cluster analysis (HCA)), 

use measures of correlation or distance to group related variables (i.e., symptoms).[22] An 
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emerging analytical approach for identifying symptom clusters is NA. With this approach, 

relationships between multiple variables or nodes (i.e., symptoms) are quantified and 

illustrated graphically.[26] Unique strengths of NA are its potential to identify “core” 

symptoms (i.e., symptoms that have a high impact on the network or cluster) and 

relationships among symptom clusters.[27–29]

Consensus is lacking on which dimension(s) (i.e., occurrence, severity, frequency, distress) 

of the symptom experience should be used to identify symptom clusters.[9] For example, 

in one review,[11] a significant amount of variability was found in the dimensions used 

to identify symptom clusters. This type of evaluation is important because the specific 

dimension used may influence the number, types, and composition of the symptom clusters 

that are identified, making comparisons across studies difficult. While each symptom 

dimension provides unique information, little is known about how the symptom clusters 

identified using different dimensions may affect various patient outcomes or the mechanisms 

that underlie various symptom clusters.

In the most recent review of symptom clusters research in oncology patients receiving 

chemotherapy,[11] findings from studies published between 2000 and 2016 were 

synthesized. However, the impact of symptom clusters on outcomes (e.g., QOL, functional 

status) and associations with underlying mechanisms were not evaluated. As noted in an 

expert panel report,[9] ongoing synthesis of symptom clusters research is warranted to 

identify gaps in this area of scientific inquiry. Therefore, the purpose of this systematic 

review was to evaluate the progress in symptom clusters research in adult patients receiving 

primary or adjuvant chemotherapy since 2016. Specifically, this paper will: (1) describe 

the most common instrument(s), statistical approaches, and symptom dimensions used to 

evaluate symptom clusters; (2) describe the number and types of symptom clusters identified 

using different dimensions of the symptom experience; (3) determine whether symptom 

clusters change over time; and (4) describe associations between symptom clusters and 

patient-reported outcomes (PROs) and biological mechanisms.

METHODS

Search strategy

This review was performed using the Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses (PRISMA) guidelines.[30] The protocol for this review was registered with 

PROSPERO (registration number CRD42021240216). Studies that were published between 

January 1, 2017 and May 17, 2021 were retrieved from the Cochrane Library, Cumulative 

Index to Nursing and Allied Health Literature, Embase, PubMed, and Web of Science 

databases. The search stratgey for each database is listed in Table 1.

Study selection

Identified studies were downloaded into a pre-specified Endnote Library for review and 

duplicates were removed. Studies were retained for review if they met the following 

eligibility criteria: (1) evaluated for and identified at least one symptom cluster; (2) included 

only adults (aged ≥18 years); (3) included only oncology patients who were being treated 
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with primary or adjuvant chemotherapy; (4) were published in English; (5) had a cohort, 

case-control, cross-sectional, or longitudinal design; and (6) identified symptom clusters “de 

novo” (i.e., used a statistical method to identify clusters). Studies were excluded if they: 

(1) were published prior to January 1, 2017; (2) included patients with advanced cancer 

(i.e., stage IV) or those receiving palliative chemotherapy; (3) measured symptoms after 

the completion of treatment; (4) used pre-specified symptom clusters (i.e., did not use a 

statistical method to identify clusters); (5) used a patient-centered analytic approach (e.g., 

latent class analysis); or (6) were a systematic review, meta-analysis, conference abstract, 

dissertation work, case-report, or qualitative study. The title and abstract of each study were 

reviewed by a single author (CH) for eligibility based on our pre-specified inclusion and 

exclusion criteria. The first (CH) and senior (CM) authors reviewed the full text of the 

remaining articles against the inclusion and exclusion criteria.

Data extraction

The pre-specified study characteristics that were extracted are detailed in Box 1. 

Separate evaluations were done for cross-sectional (Supplemental Table 1) and longitudinal 

(Supplemental Table 2) studies. Two reviewers (CH, CM) independently reviewed each 

study and consensus was reached on the data included in the tables.

Assessment of methodological quality

Each study’s methodological quality was assessed using the National Heart, Lung, and 

Blood Institute’s (NHLBI) National Institute of Health Quality Assessment Tool for 

Observational and Cross-Sectional Studies.[31] Questions on this tool were designed to 

enable researchers to critically appraise the internal validity of research studies. Each 

question is answered with “yes,” “no,” or “cannot determine, not reported, or not 

applicable.” Items that receive a “no” or indeterminable response are considered a study 

weakness that may introduce bias. As recommended by the NHLBI tool guidelines, this 

potential risk of bias must be further evaluated by a reviewer and is factored into the final 

rating of “good,” “fair” or “poor”. Two reviewers (CH, CM) independently assessed the 

quality of each study and combined their results in a shared Excel spreadsheet. All studies 

that met the inclusion and exclusion criteria were included in this review regardless of the 

methodological quality assessment rating.

RESULTS

Study selection

The initial search resulted in 574 articles. Following the removal of duplicates, 319 articles 

remained. Next, the title and abstract of each study were reviewed against our inclusion 

and exclusion criteria and 283 studies were excluded. The first (CH) and senior (CM) 

authors reviewed the full text of the remaining 36 articles against the inclusion and exclusion 

criteria. Following these steps, 23 articles were retained for data extraction and are included 

in this systematic review (Figure 1).
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Methodological quality of studies

Nine of the 13 cross-sectional studies received a “good” quality rating, four received a “fair” 

rating, and none received a poor rating (Table 2). Across the four studies that received a 

“fair” rating, two sources of bias were: lack of reporting of whether the participation rate of 

eligible persons was at least 50% (item 3) and lack of clarity on whether the timing of the 

symptom assessment around the receipt of chemotherapy was sufficient in order to see an 

effect (item 7). All of the longitudinal studies received a “good” rating. Of note, seven of 

the 10 longitudinal studies either lost >20% of patients to follow-up or did not report this 

information.

Cross-sectional study results

Study characteristics.—Of the 23 studies included in this review, 13 used a cross-

sectional design to identify symptom clusters in oncology patients receiving chemotherapy 

(Supplemental Table 1). Seven studies were conducted in the United States,[29, 32–37] 

two in China,[38, 39] two in Thailand,[40, 41] one in Austria,[42] and one in Turkey.[43] 

Sample sizes ranged from 96 [41] to 1328.[29] Across these studies, the majority of patients 

were female (weighted grand mean 76.8%), outpatients, not working, had a weighted grand 

mean age of 55.0 years, and were relatively homogeneous in terms of ethnicity and race.

Five studies evaluated for symptom clusters in patients with heterogeneous types of cancer.

[29, 32, 33, 35, 42] Of the eight studies that evaluated for clusters in patients with 

homogeneous types of cancer, four evaluated patients with breast cancer,[34, 36, 40, 41] 

one with bladder cancer,[39] one with leukemia,[38] one with lymphoma,[43] and one with 

lung cancer.[37]

Symptom instrument(s).—In terms of the instruments, nine of the 13 studies used 

the Memorial Symptom Assessment Scale (MSAS).[29, 32, 33, 35–38, 40, 43] Of these 

nine studies, six used a modified version of the MSAS [29, 32, 33, 35–37] and one 

used a condensed version.[38] One study used multiple symptom assessment tools to 

assess for clusters;[34] specifically, the Breast Cancer Prevention Trial Symptom Checklist, 

the Beck Depression Inventory-II, the Brief Pain Inventory, the Patient’s Assessment of 

Own Functioning, and the Profile of Mood States. One study each used the Edmonton 

Symptom Assessment Scale,[41] the MD Anderson Symptom Inventory (MDASI),[39] and 

the Rotterdam Symptom Checklist.[42]

Statistical approach.—Nine of the 13 studies used EFA to identify symptom clusters.

[32–37, 39, 41, 42] Of the remaining studies, two used principal component analysis (PCA),

[38, 40] one used HCA,[43] and one used NA.[29]

Symptom dimension(s).—In terms of the symptom dimension(s), three of the 13 studies 

used only severity [34, 39, 41] and three used only distress.[32, 38, 42] Of the seven 

remaining studies, two used both occurrence and severity;[36, 37] one used severity and 

distress;[40] one used frequency, severity, and distress;[43] and three used occurrence, 

severity, and distress.[29, 33, 35]
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Occurrence –: Across the five studies that used occurrence,[29, 33, 35–37] a psychological 

cluster was identified. The number of symptoms ranged from five to 12. Worrying, feeling 

nervous, feeling sad, and feeling irritable were common across the five studies. A respiratory 

or lung cancer-specific cluster was identified across three of the five studies.[29, 35, 37] The 

number of symptoms ranged from four to nine. Shortness of breath, difficulty breathing, and 

cough were common across the three studies.

A nutritional or weight change cluster was identified across all five studies.[29, 33, 35–37] 

The number of symptoms ranged from two to seven. While no common symptoms were 

identified across the five studies, increased appetite,[29, 33, 35, 37] weight gain,[29, 33, 

35, 37] and weight loss [29, 35–37] were found in four of them. A gastrointestinal cluster 

was identified in three studies.[33, 35, 36] However, no common symptoms were identified 

across the three studies.

Severity –: Ten studies used severity to evaluate for clusters.[29, 33–37, 39–41, 43] Of 

the eight studies that named the clusters, all identified a psychological cluster (i.e., emotion-

related, psychological, psycho-urinary).[29, 33–37, 39, 40] The number of symptoms ranged 

from two to nine. Feeling sad, sadness, or depression was the only symptom that was 

identified across all of the studies.

Six studies identified a cluster related to nutritional status or weight (i.e., nutritional, weight, 

weight change).[29, 33–37] The number of symptoms ranged from two to six. While no 

symptoms were comon across all six studies, weight loss [29, 34–37] and weight gain [29, 

33, 35–37] were each identified in five of them.

A gastrointestinal or gastrointestinal and energy related cluster was identified in five of the 

eight studies.[33, 34, 36, 39, 40] The number of symptoms ranged from two to eight. While 

no symptoms were common across all of the studies, nausea was identified in four of the 

five studies.[33, 34, 39, 40]

Distress –: Eight studies evaluated for clusters using the distress dimension.[29, 32, 33, 

35, 38, 40, 42, 43] Similar to occurrence and severity, a type of psychological cluster 

(i.e., anxiety and depression, emotion, energy, and pain related, emotions, psychological, 

psychological/gastrointestinal) was identified in seven of the studies that named the clusters.

[29, 32, 33, 35, 38, 40, 42] The symptoms within this cluster ranged from three to 12. 

Feeling nervous or anxious and feeling sad or depressed mood were common symptoms 

across all seven studies.

Five studies identified a type of nutritional cluster (i.e., appetite, nutritional, nutrition 

impaired, weight change).[29, 32, 33, 35, 38] The symptoms ranged from two to seven. 

Lack of appetite was common across four of the five studies.[29, 32, 35, 38]

Multiple dimensions –: Seven studies evaluated for differences in clusters across two or 

more symptom dimensions.[29, 33, 35–37, 40, 43] Of the six studies that named the clusters,

[29, 33, 35–37, 40] a type of psychological cluster (i.e., emotion related, emotion, energy, 

and pain related, psychological/gastrointestinal, psychological) was common across all six 
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studies and dimensions. Feeling irritable, feeling nervous, feeling sad, and worrying were 

the common symptoms across the six studies and dimensions.

A type of nutritional cluster (i.e., nutritional, image and nutrition, discomfort and nutrition, 

weight change) was identified across all six studies and dimensions. Weight loss was the 

common symptom across all symptom dimensions in five of the six studies.[29, 35–37, 40]

Evaluation of the stability of symptom clusters across symptom dimensions –: Of the 

six studies that named the clusters and evaluated for clusters using two or more dimensions,

[29, 33, 35–37, 40] all of them evaluated the stability of the clusters across dimensions. 

Five studies [33, 35–37, 40] used the method described by Kirkova and Walsh.[44] The 

sixth study [29] evaluated for stability through visualization of differences in the network’s 

structures.

Analysis of secondary outcomes.—In the four studies that evaluated for associations 

between clusters and other PROs,[32, 38, 39, 42] all of them used QOL. In addition, one 

evaluated for associations with patients’ functional status.[38] None of the cross-sectional 

studies evaluated for associations between symptom clusters and biological mechanisms.

Longitudinal study results

Study characteristics.—Of the 23 studies included in this review, 10 used a longitudinal 

design to evaluate for symptom clusters in oncology patients receiving chemotherapy 

(Supplemental Table 2). Six studies were conducted in the United States,[45–50] two in 

Sweden,[51, 52] one in China,[53] and one in South Korea.[54] Sample sizes ranged from 

51 [54] to 540.[50] Across these studies, the majority of the patients were female (weighted 

grand mean 84.4%), currently employed, had a weighted grand mean age of 55.1 years, and 

were relatively homogeneous in terms of ethnicity and race.

Only one study evaluated for symptom clusters in a sample of patients with heterogeneous 

cancer diagnoses.[47] Of the nine studies that evaluated for clusters in patients with 

homogeneous diagnoses, six evaluated patients with breast cancer,[45, 46, 48, 50–52] one 

with acute myelogenous leukemia,[53] one with brain cancer,[54] and one with lung cancer.

[49]

Symptom instrument(s).—In terms of the instruments, seven of the 10 studies used 

the MSAS.[47, 49–54] Of these seven studies, three used a modified version of the MSAS.

[47, 49, 50] Two studies used the Hospital Anxiety and Depression Scale, the Symptom 

Experience Scale, and the Medical Outcomes Study Short-Form Survey v2.[45, 46] One 

study used the Breast Cancer Prevention Trial Symptom Checklist, the Beck Depression 

Inventory-II, the Brief Pain Inventory, the Patient’s Assessment of Own Functioning, and the 

Profile of Mood States.[48]

Statistical approach.—In terms of the statistical methods, eight of the 10 studies used 

EFA.[45–50, 53, 54] The remaining two studies used PCA.[51, 52]
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Symptom dimension(s).—In terms of the symptom dimension(s), four studies used only 

the severity dimension.[45, 46, 48, 54] While two studies evaluated for clusters using both 

occurrence and severity,[49, 50] two used occurrence, severity, and distress.[47, 53] The 

remaining two studies created a symptom burden score (i.e., the average of the frequency, 

severity, and distress scores for each symptom on the MSAS).[51, 52]

Occurrence –: Four studies used occurrence to identify clusters across three timepoints.[47, 

49, 50, 53] For three of these studies,[47, 49, 50] these timepoints were: approximately 

one week before the second or third cycle of chemotherapy (T1), approximately one week 

after chemotherapy administration (T2), and approximately two weeks after chemotherapy 

administration (T3). For the fourth study,[53] these timepoints were: within six days of the 

start of induction chemotherapy (T1a), one to seven days during induction chemotherapy 

(T2a), and one to seven days after induction chemotherapy (T3a).

A psychological cluster was identified across all four studies and all three timepoints, 

except for one study where the cluster was not identified until T2a.[53] Feeling nervous 

and feeling sad were common across each study and timepoint. In addition, difficulty 

concentrating, feeling irritable, and worrying were common to the three studies that 

identified a psychological cluster at T1.[47, 49, 50] Across these four studies, the symptoms 

within this cluster remained relatively consistent across time.

While a nutritional or weight change cluster was identified across all four studies, it was not 

identified at each timepoint. For three of the studies,[47, 49, 50] lack of appetite was present 

at T2 and lack of appetite and weight gain were present at T3. Except for one study,[53] the 

symptoms identified within this cluster were relatively consistent across timepoints within 

each study.

While an epithelial, epithelial/gastrointestinal, or body image cluster was identified across 

all four studies, it was not identified at each timepoint and the symptoms within this cluster 

changed over time. Hair loss was identified at T2 in three studies.[47, 49, 50] Itching was 

identified at T3 and T3a in three studies.[47, 50, 53] Changes in skin was identified across 

all four studies at T3 and T3a.[47, 49, 50, 53]

A gastrointestinal cluster was identified across three studies at one or more timepoints.[47, 

50, 53] However, this cluster was not identified at each timepoint and no common symptoms 

were consistent across each of the three studies. Abdominal cramps appeared across two of 

the studies that identified this cluster at T1.[47, 50]

Severity –: Eight studies used severity to identify clusters across three or four timepoints.

[45–50, 53, 54] Of the two studies that evaluated for clusters over four timepoints, one 

evaluated for clusters throughout all cycles of chemotherapy (i.e., prior to the first cycle to 

post-chemotherapy) [45] and the other evaluated for clusters from prior to and at 18 months 

post-chemotherapy.[48] Five of the remaining six studies evaluated for clusters over three 

timepoints around the receipt of active treatment (e.g., prior to and post-chemotherapy).[47, 

49, 50, 53, 54] The sixth study evaluated for clusters after the completion of chemotherapy 

(i.e., prior to chemotherapy to one year after initial chemotherapy treatment).[46]
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While no single cluster was common across the eight studies, a gastrointestinal cluster was 

identified across seven of them.[45–48, 50, 53, 54] This cluster was not identified across all 

timepoints and no common symptoms were identified. In addition, a type of psychological 

cluster (i.e., negative emotion, negative emotion and decreased vitality, psychological, 

psychoneurocognitive) was identified in six of the eight studies.[47–50, 53, 54] This cluster 

was not identified across all of the timepoints. However, when the cluster was identified, 

feeling sad or depression was consistent across all of the studies.

Distress –: Only two studies evaluated for clusters using distress across three timepoints.

[47, 53] A psychological cluster was identified across both studies and at two of the three 

timepoints. Across these timepoints, feeling nervous and feeling sad were consistent. While 

an epithelial or body image cluster was identified across both studies, it was not present 

across all three timepoints. When the cluster did occur, itching was identified across both 

studies and timepoints.

Burden score –: In the two studies that used a symptom burden score to identify clusters, 

one evaluated for clusters over four timepoints across multiple cycles of chemotherapy [51] 

and the other evaluated for clusters over three timepoints prior to the start of the second 

cycle of chemotherapy to 12 months post cycle two.[52] An emotional cluster was identified 

across both studies and timepoints. Feeling sad was common across both studies and all 

timepoints. While a physical cluster was identified across both studies and timepoints, no 

common symptoms were identified.

Multiple dimensions –: Four studies evaluated for clusters using two or more dimensions 

over three timepoints.[47, 49, 50, 53] In three of these studies,[47, 49, 50] a psychological 

cluster was identified across all of these studies, dimensions, and timepoints. In the fourth 

study,[53] this cluster occurred with some variability across timepoints and dimensions. 

Feeling nervous and feeling sad occurred consistently across studies, dimensions, and 

timepoints.

While an epithelial, epithelial/gastrointestinal, or body image cluster was identified across 

all four studies, it was not stable across dimensions or timepoints. Only changes in skin 

appeared across dimensions and studies at the third timepoint (i.e., two weeks post cycle two 

or three, one to seven days after induction).[47, 49, 50, 53] In addition, gastrointestinal and 

nutritional or weight change clusters were identified across three of the four studies.[47, 50, 

53] No common symptoms were identified consistently across studies, dimensions, and/or 

timepoints for either cluster.

Evaluation of the stability of symptom clusters across symptom dimensions 
and/or timepoints.—Six studies [47–50, 53, 54] used the method described by Kirkova 

and Walsh [44] to evaluate the stability of symptom clusters across dimensions and 

timepoints. Two studies [45, 46] relied on an investigator’s appraisal of the stability. The 

remaining two studies [51, 52] did not report on a method to evaluate stability.

Analysis of secondary outcome(s).—In the only longitudinal study that evaluated 

for associations between symptom clusters and a PRO,[46] measures of QOL were used. 
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In the only study that evaluated for associations between symptom clusters and biological 

mechanisms,[54] levels of lipid peroxidation were examined in patients with primary brain 

tumors.

DISCUSSION

This systematic review evaluated the progress of symptom clusters research in adult patients 

receiving primary or adjuvant chemotherapy from 2017 through 2021. Given the relative 

infancy of symptom cluster research, this type of ongoing review and synthesis is needed 

to advance this area of scientific inquiry. This discussion focuses on how the science has 

evolved since the previous review.[11]

Symptom assessment instruments

The MSAS was the most common instrument used in 69.6% of the studies. While it was 

found to be one of the most commonly used instruments in the previous review,[11] its 

use grew from 26.3% to 69.6%. This growth may be due to the multiple strengths of the 

MSAS. First, because it evaluates 32 common symptoms, it is cited as one of the most 

comprehensive instruments to use in research and clinical practice.[55] In addition, the 

MSAS evaluates multiple dimensions of the symptom experience (i.e.,occurrence, severity, 

frequency, and distress); has well established validity and reliability;[56] and is available in 

more than eight languages (e.g., Arabic,[57] Chinese,[58] Spanish [59]).

In contrast with the previous review that noted that the MDASI was used in 26.3% of 

the studies,[11] it was used in only 4.3% of the studies in this review. This change may 

be due to a shift among researchers to use more comprehensive symptom instruments. 

Instruments like the MDASI (13 symptoms) and the Edmonton Symptom Assessment Scale 

(nine symptoms) are limited because they assess a relatively small number of symptoms 

using only severity ratings. Given that oncology patients receiving active treatment report 

an average of 13 unrelieved symptoms,[2] and the optimal symptom dimension to evaluate 

for symptom clusters has yet to be determined, use of a comprehensive, multidimensional 

instrument is warranted.

Statistical approaches

EFA was the most common method used in 73.9% of the studies,[32–37, 39, 41, 42, 45–50, 

53, 54] followed by PCA in 17.4%.[38, 40, 51, 52] These findings are consistent with the 

previous review that reported that 68.4% of the studies used a factor analytic approach.[11] 

Given that one conceptual basis for the use of EFA is that symptoms cluster together because 

they share common underlying mechanism(s),[22, 60] EFA is preferred over HCA or PCA.

One of the key strengths of EFA is that it allows symptoms to load on more than one 

factor. As a result, the authors of the previous review recommended that the most common 

symptoms that load on more than one cluster be identified.[11] Of the studies that used EFA, 

10 allowed for symptoms to load on multiple factors.[33, 35–37, 42, 46, 47, 49, 50, 53] 

While the symptoms that loaded on more than one factor were not specified in most studies, 

in the two studies that evaluated for symptom clusters in patients with lung cancer,[37, 49] 

difficulty concentrating, feeling nervous, feeling sad, swelling of the arms and legs, and 
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worrying cross-loaded on multiple clusters. For the four studies that evaluated for clusters 

in patients with breast cancer,[36, 46, 50, 53] change in the way food tastes cross-loaded in 

three studies [36, 50, 53] and difficulty concentrating cross-loaded in two.[46, 53]

Symptom dimensions

While severity was the most common dimension used to create the clusters (78.3%),[29, 

33–37, 39–41, 43, 45–50, 53, 54] 43.5% used distress,[29, 32, 33, 35, 38, 40, 42, 43, 47, 

53] 39.1% used occurrence,[29, 33, 35–37, 47, 49, 50, 53] 8.7% used a burden score,[51, 

52] and 4.3% used frequency.[43] Only 47.8% of the studies evaluated for symptom clusters 

using two or more symptom dimensions.[29, 33, 35–37, 40, 43, 47, 49, 50, 53]

Among the 10 studies that evaluated for clusters using two or more dimensions and named 

the clusters,[29, 33, 35–37, 40, 47, 49, 50, 53] psychological and nutritional clusters were 

the two common clusters identified across all of the studies and dimensions. However, none 

of the symptoms within these clusters were constistent across studies. This finding may be 

partially explained by the variability in cancer diagnoses across the studies. In the previous 

review,[11] the authors were unable to compare the number and types of clusters identified 

across dimensions due to the fact that only 15.8% (n=3) of the studies used two or more 

dimensions. The growth in the number of studies from 15.8% to 47.8% may be a result of 

multiple reports recommending that research be done on the stability of symptom clusters 

across the different dimensions.[9–11]

Number and types of symptom clusters

Across the 23 studies included in this review, the number of clusters identified ranged from 

two to eight. A psychological cluster was the most common cluster identified in 82.6% 

of the 23 studies in this review.[29, 32–40, 42, 47–54] Similar to the previous review,[11] 

feeling sad or depressed was common across 18 of the 19 studies, while feeling anxious or 

nervous was common across 16.

Consistent with the previous review,[11] a gastrointestinal cluster was another common 

cluster identified in 69.6% of the studies.[29, 33–36, 39, 40, 42, 45–48, 50, 51, 53, 54] 

Nausea was the most common symptom in this cluster that occurred in 13 of the 16 studies, 

followed by diarrhea in eight. This finding is similar to the previous review [11] that 

identified nausea as one of the most common symptoms across 10 of the 13 studies.

In a departure from the previous review that identified a nutrition or nutritional cluster in 

only 15.8% of the studies,[11] a nutritional or weight change cluster was identified across 

56.5% of the studies in this review.[29, 32–38, 47–50, 53] Lack of appetite was the most 

common symptom in 12 of the 13 studies,[29, 32, 34–38, 47–50, 53] followed by weight 

loss in 11.[29, 34–38, 47–50, 53]

The emergence of a nutritional or weight cluster may be due to the inclusion of an increased 

number of symptoms related to these two problems. For example, in nine of the 13 studies 

that identified a nutritional or weight change cluster, the MSAS was modified to include 

additional symptoms (e.g., abdominal cramps, increased appetite, weight gain).[29, 32, 33, 

35–37, 47, 49, 50] Weight gain was common across nine studies [29, 33, 35–37, 47–50] 

Harris et al. Page 11

BMJ Support Palliat Care. Author manuscript; available in PMC 2023 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



and increased appetite was common across six.[29, 33, 35, 37, 47, 49] Additional research 

is needed to determine the optimal number, as well as the most common and disease and 

treatment-specific symptoms, to assess in order to obtain more specific and mechanistically-

based symptom clusters.

In factor analytic methods, factor loading scores are standardized partial regression 

coefficients that provide an estimate of the strength of the association between a variable 

(i.e., symptom) and a factor (i.e., symptom cluster) while controlling for the impact of other 

factors.[25] This score is used to determine which symptoms load on which factors using 

a predetermined cutoff that indicates a meaningful relationship. While factor loadings of 

≥0.30 or ≥0.40 are commonly accepted,[61] it is not clear what the optimal minimum factor 

loading score should be to include a symptom within a cluster.

In this review, ≥0.40 was the most common minimum factor loading score (n=11),[33, 34, 

36–38, 40, 47–50, 53] followed by ≥0.30 (n=3),[35, 45, 46] and ≥0.50 (n=1).[52] Of note, 

seven studies did not report this score. In the studies that used a minimum factor loading 

score of 0.40, two to eight symptom clusters were identified. While no clear pattern emerged 

in terms of sample size, this wide gap may be due to differences in the instruments used 

(e.g., disease specific vs. cancer specific); the type of treatment (e.g., adjuvant vs. induction 

chemotherapy); or the timing of the symptom assessments (e.g., during chemotherapy, 

post-chemotherapy). Two of the three studies that used a factor loading of 0.30 identified 

only two clusters (n=219,[45] n=219 [46]) and the third identified five (n=232).[35] This 

difference may be due to the fact that two of these studies [45, 46] used only 10 symptoms to 

evaluate for clusters.

Unique symptom clusters

While it is important to identify which clusters are consistent across cancer types and 

treatments, it is equally important to identify clusters that are unique to a specific cancer 

and/or treatment. A hormonal or vasomotor cluster was identified in 26.1% of the studies.

[29, 34–36, 48, 50] Of note, four of these studies evaluated for clusters in women with breast 

cancer [34, 36, 48, 50] and one in women with a gynecological cancer.[35] In the sixth 

study,[29] the majority of women had either breast (40.2%) or gynecological cancer.(17.3%)

Changes in symptom clusters over time

Ten studies evaluated for changes in clusters over three [46, 47, 49, 50, 52–54] or four 

timepoints.[45, 48, 51] While three studies evaluated for clusters beyond the completion 

of chemotherapy (e.g., six months post-chemotherapy),[46, 48, 52] the other seven studies 

evaluated for clusters around and during active treatment.[45, 47, 49–51, 53, 54] Of these 

studies, six reported a psychological or emotional cluster that remained relatively stable 

over time.[47–52] In contrast, six studies identified a gastrointestinal cluster that varied over 

time.[45–48, 51, 53]

Methods to evaluate the stability of symptom clusters across dimensions and/or over time

Stability was evaluated using the method proposed by Kirkova and Walsh [44] in 81.1% 

of the studies that evaluated for differences in symptom clusters across two or more 
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dimensions,[33, 35–37, 40, 47, 49, 50, 53] and in 60% of the longitudinal studies [47–

50, 53, 54] that evaluated for the stability across dimensions and timepoints. The method 

proposed by Kirkova and Walsh [44] specifies that 75% of the symptoms in a cluster should 

be in agreement in order for a symptom cluster to be stable across timepoints or dimensions. 

In addition, the most “prominent or important symptom(s)” needs to be present.[44, p. 

1012] While the majority of studies that evaluated for stability of symptom clusters across 

dimensions or time used Kirkova and Walsh’s method, the criteria were applied with relative 

subjectivity (e.g., described clusters as “relatively stable” [50, p. 47]; described symptoms 

within clusters as “relatively stable” [50, p. 787]).

This subjectivity may be due in part to a lack of clarity and consensus on the definition 

of “stability.” Similar to Kirkova and Walsh,[44] in their definition of a symptom cluster, 

Kim and colleagues [13] used stability as a characteristic to describe the group of symptoms 

within the cluster. In contrast, other researchers have described stability in terms of the type 

of cluster that is identified. Skerman and colleagues [22] suggested that for a cluster to 

be stable, it must be “reproducible” (i.e., replicated in a similar sample) or appear reliably 

over time. Barsevick [12] went further to describe stability as how consistently clusters 

appeared across statistical methods, within homogeneous populations, or over time. From 

these descriptions, it is unclear if stability refers to the the stability of a specific cluster itself 

(e.g., gastrointestinal, nutritional) across time and/or symptom dimensions or the symptoms 

within the cluster. Adding to this confusion, only one of these reports provided criteria to 

evaluate stability.[44]

Building on Barsevick’s description, we suggest that the term stability should be used to 

describe whether or not the same clusters are identified across study samples, dimensions, 

and/or over time. While consistency should be used to describe whether the symptoms 

within a cluster remain the same across these conditions. The use of separate terms to 

describe these characteristics of symptom clusters may provide clarity and move the science 

forward. In addition, consensus on how stability is used in the definition of a symptom 

cluster research warrants consideration.

Secondary outcomes and biomarker evaluation

Of the five studies that evaluated for associations between symptom clusters and other 

PROs,[32, 38, 39, 42, 46] all used measures of QOL. In addition, Chen and colleagues [38] 

examined the relationships between symptom clusters and functional performance. Cherwin 

and Perkhounkova [32] examined how symptom clusters impact symptom interference with 

daily life and QOL. Of the 23 studies included in this review, only one [54] evaluated for 

associations between symptom clusters and a biological mechanism.

Limitations

Despite the strict criteria that were employed to ensure a comprehensive review of the 

literature, only one author made the initial study selection and only two authors did the 

data extraction. Therefore it is possible that some studies and/or information were missed. 

Because the majority of the studies in this review included patients who were homogeneous 

in terms of gender, race, ethnicity, and cancer diagnosis, our findings may not generalize to 
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all patients with cancer. In addition, because this review focused on adults with stage I to III 

cancer, our findings may not generalize to patients with advanced cancer or cancer survivors. 

Finally, 34.8% of the studies came from a single, large study of patients undergoing 

chemothapy and may influence the findings of this review.

CONCLUSIONS

This review highlighted numerous areas of growth within symptom clusters research, and 

identified multiple areas that warrant consideration. One ongoing issue in symptom cluster 

research is the lack of consistent methods for naming the clusters. In 2016,[10] Miaskowski 

stressed that a standardized nomenclature needed to be developed in order to facilitate 

comparisons of clusters across studies. However, as demonstrated in this review, a large 

amount of variability exists in how clusters were named. For example, the psychological 

cluster had 10 different names. In addition, researchers must name their clusters to allow for 

comparisons. In this review, symptom clusters were unnamed in 8.7% of the studies [41, 43] 

compared to 26.3% in the previous review.[11]

We identified only one study that evaluated for symptom clusters using NA.[29] An 

advantage of NA is that it allows for an examination of the strengths of the relationships 

among the symptoms within a cluster and how symptom clusters relate to each other within 

the network. Additional research using NA is needed to explore the inter-relationships 

among symptoms within clusters and whether these relationships differ based on the 

dimension used.

One of the aims of this review was to describe associations between symptom clusters and 

biological mechanisms. Of the 23 studies included in this review, only one study evaluated 

for associations between symptom clusters and a biological mechanism.[54] Investigation 

of the mechanisms that underlie symptoms and symptom clusters is a key priority set by 

the National Institute of Nursing Research.[62] Future research needs to incorporate the 

evaluation of biological mechanisms that may underlie symptom clusters in order to better 

understand why these symptoms cluster and to develop interventions to target clusters of 

symptoms rather than single symptoms.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

FUNDING

Carolyn Harris is supported by a grant from the American Cancer Society (134336-DSCN-20-073-01-SCN) and the 
National Institute of Nursing Research of the National Institutes of Health (T32NR016920). The content is solely 
the responsibility of the authors and does not necessarily represent the official views of the National Institutes of 
Health. Dr. Miaskowski is an American Cancer Society Clinical Research Professor.

References

1. Sung H, Ferlay J, Siegel RL, et al. Global cancer statistics 2020: GLOBOCAN estimates 
of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin 
2021;71(3):209–49. doi:10.3322/caac.21660 [PubMed: 33538338] 

Harris et al. Page 14

BMJ Support Palliat Care. Author manuscript; available in PMC 2023 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



2. Miaskowski C, Cooper BA, Melisko M, et al. Disease and treatment characteristics do not 
predict symptom occurrence profiles in oncology outpatients receiving chemotherapy. Cancer 
2014;120(15):2371–8. doi:10.1002/cncr.28699 [PubMed: 24797450] 

3. Kim JE, Dodd MJ, Aouizerat BE, et al. A review of the prevalence and impact of multiple 
symptoms in oncology patients. J Pain Symptom Manage 2009;37(4):715–36. doi:10.1016/
j.jpainsymman.2008.04.018 [PubMed: 19019626] 

4. Mazor M, Paul SM, Chesney MA, et al. Perceived stress is associated with a higher symptom 
burden in cancer survivors. Cancer 2019;125(24):4509–4515. doi:10.1002/cncr.32477 [PubMed: 
31503333] 

5. Dodd M, Cho M, Cooper B, et al. The effect of symptom clusters on functional status and 
quality of life in women with breast cancer. Eur J Oncol Nurs 2010;14(2):101–10. doi:10.1016/
j.ejon.2009.09.005 [PubMed: 19897417] 

6. Jimenez A, Madero R, Alonso A, et al. Symptom clusters in advanced cancer. J Pain Symptom 
Manage 2011;42(1):24–31. doi:10.1016/j.jpainsymman.2010.10.266 [PubMed: 21402468] 

7. Aktas A, Walsh D, Rybicki L. Symptom clusters and prognosis in advanced cancer. Support Care 
Cancer 2012;20(11):2837–43. doi:10.1007/s00520-012-1408-9 [PubMed: 22361827] 

8. Dodd M, Miaskowski C, Paul S. Symptom clusters and their effect on the functional status of 
patients with cancer. Oncol Nurs Forum 2001;28(3):465–70. [PubMed: 11338755] 

9. Miaskowski C, Barsevick A, Berger A, et al. Advancing symptom science through symptom 
cluster research: Expert panel proceedings and recommendations. J Natl Cancer Inst 2017;109(4). 
doi:10.1093/jnci/djw253

10. Miaskowski C Future directions in symptom cluster research. Semin Oncol Nurs 2016;32(4):405–
15. doi:10.1016/j.soncn.2016.08.006 [PubMed: 27776833] 

11. Sullivan CW, Leutwyler H, Dunn LB, et al. A review of the literature on symptom clusters in 
studies that included oncology patients receiving primary or adjuvant chemotherapy. J Clin Nurs 
2018;27(3–4):516–45. doi:10.1111/jocn.14057 [PubMed: 28859255] 

12. Barsevick A Defining the symptom cluster: How far have we come? Semin Oncol Nurs 
2016;32(4):334–50. doi:10.1016/j.soncn.2016.08.001 [PubMed: 27776831] 

13. Kim HJ, McGuire DB, Tulman L, et al. Symptom clusters: Concept analysis and clinical 
implications for cancer nursing. Cancer Nurs 2005;28(4):270–82. [PubMed: 16046888] 

14. Linder LA, Hooke MC, Hockenberry M, et al. Symptoms in children receiving treatment for 
cancer—Part II: Pain, sadness, and symptom clusters. J Pediatr Oncol Nurs 2019;36(4):262–79. 
doi:10.1177/1043454219849578 [PubMed: 31307323] 

15. Erickson JM, Macpherson CF, Ameringer S, et al. Symptoms and symptom clusters in adolescents 
receiving cancer treatment: A review of the literature. Int J Nurs Stud 2013;50(6):847–69. 
doi:10.1016/j.ijnurstu.2012.10.011 [PubMed: 23200129] 

16. Gilbertson-White S, Aouizerat BE, Jahan T, et al. A review of the literature on multiple symptoms, 
their predictors, and associated outcomes in patients with advanced cancer. Palliat Support Care 
2011;9(1):81–102. doi:10.1017/S147895151000057X [PubMed: 21352621] 

17. Dong ST, Butow PN, Costa DS, et al. Symptom clusters in patients with advanced cancer: 
A systematic review of observational studies. J Pain Symptom Manage 2014;48(3):411–50. 
doi:10.1016/j.jpainsymman.2013.10.027 [PubMed: 24703941] 

18. Kelly DL, Dickinson K, Hsiao CP, et al. Biological basis for the clustering of symptoms. Semin 
Oncol Nurs 2016;32(4):351–60. doi:10.1016/j.soncn.2016.08.002 [PubMed: 27776832] 

19. Lyon D, Elmore L, Aboalela N, et al. Potential epigenetic mechanism(s) associated with the 
persistence of psychoneurological symptoms in women receiving chemotherapy for breast cancer: 
A hypothesis. Biol Res Nurs 2014;16(2):160–74. doi:10.1177/1099800413483545 [PubMed: 
23585573] 

20. Kim HJ, Barsevick AM, Fang CY, et al. Common biological pathways underlying the 
psychoneurological symptom cluster in cancer patients. Cancer Nurs 2012;35(6):E1–E20. 
doi:10.1097/NCC.0b013e318233a811

21. Miaskowski C, Conley YP, Mastick J, et al. Cytokine gene polymorphisms associated with 
symptom clusters in oncology patients undergoing radiation therapy. J Pain Symptom Manage 
2017;54(3):305–16. doi:10.1016/j.jpainsymman.2017.05.007 [PubMed: 28797847] 

Harris et al. Page 15

BMJ Support Palliat Care. Author manuscript; available in PMC 2023 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



22. Skerman HM, Yates PM, Battistutta D. Multivariate methods to identify cancer-related symptom 
clusters. Res Nurs Health 2009;32(3):345–60. doi:10.1002/nur.20323 [PubMed: 19274688] 

23. Chow S, Wan BA, Pidduck W, et al. Symptom clusters in patients with breast cancer receiving 
radiation therapy. Eur J Oncol Nurs 2019;42:14–20. doi:10.1016/j.ejon.2019.07.004 [PubMed: 
31446259] 

24. Xu S, Thompson W, Ancoli-Israel S, et al. Cognition, quality-of-life, and symptom clusters 
in breast cancer: Using Bayesian networks to elucidate complex relationships. Psychooncology 
2018;27(3):802–9. doi:10.1002/pon.4571 [PubMed: 29055062] 

25. Fabrigar LR, Wegener DT. Exploratory Factor Analysis. Beretvas N, editor. New York, NY: Oxford 
University Press; 2012.

26. Newman M Networks: An introduction. Oxford University Press 2010.

27. Freeman L Centrality in social networks conceptual clarification. Soc Networks 1979;1:215–39.

28. Opsahl T, Agneessens F, Skvoretz J. Node centrality in weighted networks: Generalizing degree 
and shortest paths. Soc Networks 2010;32(3):245–51. doi:10.1016/j.socnet.2010.03.006

29. Papachristou N, Barnaghi P, Cooper B, et al. Network analysis of the multidimensional symptom 
experience of oncology. Sci Rep 2019;9:1–11. doi:10.1038/s41598-018-36973-1 [PubMed: 
30626917] 

30. Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 statement: An updated guideline 
for reporting systematic reviews. BMJ 2021;372:1–9. doi:10.1136/bmj.n71

31. NIH National Heart, Lung, and Blood Institute. Study quality assessment tools 2021. Available 
from: https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools

32. Cherwin CH, Perkhounkova Y. Distress-based gastrointestinal symptom clusters and 
impact on symptom interference and quality of life in patients with a hematologic 
malignancy receiving chemotherapy. J Pain Symptom Manage 2017;53(4):751–8. doi:10.1016/
j.jpainsymman.2016.11.005 [PubMed: 28042061] 

33. Han CJ, Reding K, Cooper BA, et al. Symptom clusters in patients with gastrointestinal cancers 
using different dimensions of the symptom experience. J Pain Symptom Manage 2019;58(2):224–
34. doi:10.1016/j.jpainsymman.2019.04.035 [PubMed: 31077784] 

34. Li HJ, Sereika SM, Marsland AL, et al. Impact of chemotherapy on symptoms and symptom 
clusters in postmenopausal women with breast cancer prior to aromatase inhibitor therapy. J Clin 
Nurs 2019;28(23–24):4560–71. doi:10.1111/jocn.15047 [PubMed: 31469461] 

35. Pozzar RA, Hammer MJ, Cooper BA, et al. Symptom clusters in patients with gynecologic cancer 
receiving chemotherapy. Oncol Nurs Forum 2021;48(4):441–52. doi:10.1188/21.ONF.441-452 
[PubMed: 34143001] 

36. Sullivan CW, Leutwyler H, Dunn LB, et al. Differences in symptom clusters identified using 
symptom occurrence rates versus severity ratings in patients with breast cancer undergoing 
chemotherapy. Eur J Oncol Nurs 2017;28:122–32. doi:10.1016/j.ejon.2017.04.001 [PubMed: 
28478849] 

37. Wong ML, Cooper BA, Paul SM, et al. Differences in symptom clusters identified using ratings of 
symptom occurrence vs. severity in lung cancer patients receiving chemotherapy. J Pain Symptom 
Manage 2017;54(2):194–203. doi:10.1016/j.jpainsymman.2017.04.005 [PubMed: 28533161] 

38. Chen F, Leng Y, Zhang L, et al. . The correlation of symptom clusters and functional performance 
in adult acute leukemia patients under chemotherapy. Cancer Nurs 2021;44:E287–95. doi:10.1097/
NCC.0000000000000816 [PubMed: 32404584] 

39. Ren H, Tang P, Zhao Q, et al. Symptom clusters and related factors in bladder cancer patients three 
months after radical cystectomy. BMC Urology 2017;17(1). doi:10.1186/s12894-017-0255-x

40. Chongkham-ang S, Wonghongkul T, Panuthai S, et al. Symptom experience and symptom 
clusters of Thai women with breast cancer receiving chemotherapy. Pac Rim Int J Nurs Res 
2018;22(1):43–57.

41. Vuttanon N, Finnegan L, Lojanapiwat B, et al. Effect of progressive muscle relaxation on symptom 
clusters in breast cancer patients receiving chemotherapy: A quasi-experimental controlled 
trial. Complement Ther Clin Pract 2019;37:27–31. doi:10.1016/j.ctcp.2019.08.004 [PubMed: 
31445364] 

Harris et al. Page 16

BMJ Support Palliat Care. Author manuscript; available in PMC 2023 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tool


42. Matzka M, Köck-Hódi S, Jahn P, et al. Relationship among symptom clusters, quality of life, and 
treatment-specific optimism in patients with cancer. Support Care Cancer 2018;26(8):2685–93. 
doi:10.1007/s00520-018-4102-8 [PubMed: 29473117] 

43. Sezgin MG, Bektas H. Symptom clustering and its effect on functional status in lymphoma 
patients. Florence Nightingale J Nurs 2020;28(2):143–54. doi:10.5152/FNJN.2020.19107 
[PubMed: 34263193] 

44. Kirkova J, Walsh D. Cancer symptom clusters—A dynamic construct. Support Care Cancer 
2007;15(9):1011–3. doi:10.1007/s00520-007-0259-2 [PubMed: 17479300] 

45. Albusoul RM, Berger AM, Gay CL, et al. Symptom clusters change over time in women 
receiving adjuvant chemotherapy for breast cancer. J Pain Symptom Manage 2017;53(5):880–6. 
doi:10.1016/j.jpainsymman.2016.12.332 [PubMed: 28062343] 

46. Berger AM, Kumar G, LeVan TD, et al. Symptom clusters and quality of life over 1 year in 
breast cancer patients receiving adjuvant chemotherapy. Asia Pac J Oncol Nurs 2020;7(2):134–40. 
doi:10.4103/apjon.apjon_57_19 [PubMed: 32478130] 

47. Han CJ, Reding K, Cooper BA, et al. Stability of symptom clusters in patients with gastrointestinal 
cancers receiving chemotherapy. J Pain Symptom Manage 2019;58(6):989–1001. doi:10.1016/
j.jpainsymman.2019.07.029 [PubMed: 31404646] 

48. Li HJ, Sereika SM, Marsland AL, et al. Symptom clusters in women with breast cancer during 
the first 18 months of adjuvant therapy. J Pain Symptom Manage 2020;59(2):233–41. doi:10.1016/
j.jpainsymman.2019.10.002 [PubMed: 31610271] 

49. Russell J, Wong ML, Mackin L, et al. Stability of symptom clusters in patients with 
lung cancer receiving chemotherapy. J Pain Symptom Manage 2019;57(5):909–22. doi:10.1016/
j.jpainsymman.2019.02.002 [PubMed: 30768960] 

50. Sullivan CW, Leutwyler H, Dunn LB, et al. Stability of symptom clusters in patients with 
breast cancer receiving chemotherapy. J Pain Symptom Manage 2018;55(1):39–55. doi:10.1016/
j.jpainsymman.2017.08.008 [PubMed: 28838866] 

51. Browall M, Brandberg Y, Nasic S, et al. A prospective exploration of symptom burden clusters in 
women with breast cancer during chemotherapy treatment. Support Care Cancer 2017;25(5):1423–
9. doi:10.1007/s00520-016-3527-1 [PubMed: 27981366] 

52. Wiggenraad F, Bolam KA, Mijwel S, et al. Long-term favorable effects of physical exercise 
on burdensome symptoms in the OptiTrain Breast Cancer Randomized Controlled Trial. Integr 
Cancer Ther 2020;19:1–14. doi:10.1177/1534735420905003

53. Lin DM, Yin XX, Wang N, et al. Consensus in identification and stability of symptom 
clusters using different symptom dimensions in newly diagnosed acute myeloid leukemia 
patients undergoing induction therapy. J Pain Symptom Manage 2019;57(4):783–92. doi:10.1016/
j.jpainsymman.2018.12.329 [PubMed: 30639731] 

54. Kim S A longitudinal study of lipid peroxidation and symptom clusters in patients with brain 
cancers. Nurs Res 2018;67(5):387–94. doi:10.1097/nnr.0000000000000302 [PubMed: 30052594] 

55. Kirkova J, Davis MP, Walsh D, et al. Cancer symptom assessment instruments: A systematic 
review. J Clin Oncol 2006;24(9):1459–73. doi:10.1200/JCO.2005.02.8332 [PubMed: 16549841] 

56. Portenoy RK, Thaler HT, Kornblith AB, et al. The Memorial Symptom Assessment Scale: An 
instrument for the evaluation of symptom prevalence, characteristics and distress. Eur J Cancer 
1994;30a(9):1326–36. doi:10.1016/0959-8049(94)90182-1 [PubMed: 7999421] 

57. Huijer HA, Sagherian K, Tamim H. Validation of the Arabic version of the Memorial Symptom 
Assessment Scale among Lebanese cancer patients. J Pain Symptom Manage 2015;50(4):559–65. 
doi:10.1016/j.jpainsymman.2014.08.014 [PubMed: 25242019] 

58. Cheng KK, Wong EM, Ling WM, et al. Measuring the symptom experience of Chinese cancer 
patients: A validation of the Chinese version of the memorial symptom assessment scale. 
J Pain Symptom Manage 2009;37(1):44–57. doi:10.1016/j.jpainsymman.2014.08.014 [PubMed: 
18538976] 

59. Llamas Ramos I, Llamas Ramos R, Martin Nogueras AM, et al. Reliability and validity 
of the Spanish version of the Memorial Symptom Assessment Scale in oncology patients. J 
Pain Symptom Manage 2016;52(6):884–91. doi:10.1016/j.jpainsymman.2016.05.021 [PubMed: 
27693903] 

Harris et al. Page 17

BMJ Support Palliat Care. Author manuscript; available in PMC 2023 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



60. Skerman HM, Yates PM, Battistutta D. Identification of cancer-related symptom clusters: 
An empirical comparison of exploratory factor analysis methods. J Pain Symptom Manage 
2012;44(1):10–22. doi:10.1016/j.jpainsymman.2011.07.009 [PubMed: 22672916] 

61. Brown TA. Confirmatory Factor Analysis for Applied Research. Second ed. Little TD, editor. New 
York, NY: Guilford Press; 2015.

62. National Institute of Nursing Research. The NINR Strategic Plan: Advancing Science, Improving 
Lives. Bethesda, MD: National Institutes of Health; 2016.

Harris et al. Page 18

BMJ Support Palliat Care. Author manuscript; available in PMC 2023 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Box 1. Pre-specified Study Characteristics for Extraction

Study characteristics: author(s), year published, purpose(s), study design, country, 

sample size

Patient characteristics: age, gender, ethnicity, race, employment status, inpatient/

outpatient status, cancer diagnosis, cancer treatment, timing of symptom assessment(s)

Methods: symptom instrument(s), statistical methods used to create the clusters, 

symptom dimension(s), whether symptoms were allowed to load on more than one factor, 

and method used to assess for stability of symptom clusters

Associations with other patient-reported outcomes (PROs) and biomarkers

Study findings: symptom clusters identified, specific symptoms within each cluster, 

PROs, biomarkers

Strengths and limitations
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Key Messages Box:

1. What was already known?

a. Gastrointestinal and psychological clusters are common

2. What are the new findings?

a. Nutritional cluster was commonly identified

3. What is their significance?

a. Clinical

i. Psychological clusters are relatively stable over time

ii. Gastrointestinal clusters appear to fluctuate over time

b. Research

i. Standardized nomenclature for symptom clusters is needed

ii. Evaluation of biological mechanisms for symptom clusters 

is needed
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Figure 1. 
Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) flow 

diagram to determine the final selection of studies that evaluated for symptom clusters 

in patients receiving adjuvant chemotherapy, 2017–2021. From Page MJ, McKenzie JE, 

Bossuyt PM, et al. The PRISMA 2020 statement: An updated guideline for reporting 

systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmj.n71
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Table 1.

Summary of Search Strategy

Database Search Terms

Cochrane Library “symptom cluster” OR “symptom clusters” OR (“symptom” AND “cluster”) OR (“symptom” AND “clusters”) OR 
(“symptoms” AND “clusters”) in All Text AND cancer OR neoplasm in All Text AND chemotherapy OR CTX in All 
Text NOT reviews NOT protocols. Restricted to 01/01/2017 to 05/17/2017

Cumulative Index 
to Nursing and 
Allied Health 
Literature

(“symptom cluster” or “symptom clusters” or “symptom” AND “cluster” or “symptom” AND “clusters” or “symptoms” 
AND “clusters”) AND (cancer OR neoplasm) AND (chemotherapy OR CTX). Limiters: Published date: 20170101–
20210531; Language: English

Embase (‘symptom cluster’ OR ‘symptom clusters’ OR (‘symptoms’ AND ‘clusters’) OR (‘symptom’ AND ‘clusters’) OR 
(‘symptom’ AND ‘cluster’)) AND (cancer Or neoplasm) AND (chemotherapy Or ctx). Search limited to 2017/1/1–
2021/5/17; Language: English

PubMed ((((“symptom cluster”[All Fields]) OR (“symptom clusters”[All Fields]))) OR ((((“symptom”[All Fields])) AND 
(“cluster”[All Fields]))) OR ((“symptom”[All Fields])) AND (“clusters”[All Fields])))) OR ((“symptoms”[All Fields])) 
AND (“clusters”[All Fields]))))) AND ((cancer[All Fields])) OR (neoplasm[All Fields])))) AND ((chemotherapy[All 
Fields])) OR (CTX[All Fields]))). Filter applied: 2017/1/1–2021/5/17; Language: English

Web of Science Topic=(symptom cluster* OR *symptom clusters*) OR Topic=(symptom* AND cluster*) OR Topic=(symptom* AND 
clusters*) OR Topic=(symptoms* AND clusters*) AND Topic=(cancer* OR neoplasm*) AND (chemotherapy* OR 
CTX*) AND Topic=(chemotherapy* OR CTX*). Restricted to: 2017/1/1–2021/5/17; Language: English
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