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ABSTRACT

Background: As the survival rate of cancer patients increases, the clinical importance of 
rehabilitation provided by healthcare professionals also increases. However, the evidence 
supporting the relevance of rehabilitation programs is insufficient. This study aimed to 
review the literature on effectiveness in physical function, quality of life (QOL) or fatigue of 
supervised physical rehabilitation in patients with advanced cancer.
Methods: A systematic review and meta-analysis was conducted following the Cochrane 
guidelines. We narratively described the results when meta-analysis was not applicable 
or appropriate. Literature databases including Ovid-MEDLINE, Ovid-EMBASE, and the 
Cochrane Library, as well as several Korean domestic databases, were searched up to June 
2017 for studies that investigated the effectiveness of supervised physical rehabilitation 
programs on physical function, QOL or fatigue in patients with advanced cancer. The quality 
of the selected studies was evaluated independently by paired reviewers.
Results: Eleven studies with 922 participants were finally selected among 2,459 articles. The 
meta-analysis revealed that after physical exercise, the physical activity level and strength 
of patients with advanced cancer increased significantly. The QOL showed a statistically 
significant improvement after physical rehabilitation according to the European Organization 
for Research and Treatment of Cancer version C30. Though some of measurements about 
cardiovascular endurance or strength in several studies were not able to be synthesized, each 
study reported that they were significantly improved after receiving rehabilitation.
Conclusion: Supervised physical rehabilitation for patients with advanced cancer is effective 
in improving physical activity, strength, and QOL. However, more trials are needed to prove 
the effectiveness of supervised exercise and to strengthen the evidence.

Keywords: Neoplasm; Rehabilitation; Exercise; Systematic review

INTRODUCTION

With an increasing trend in the number of cancer survivors, increasingly more people experience 
considerable pain, fatigue, or physical disability, affecting their quality of life (QOL).1 These 
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individuals experience impairments in daily life activities as a result of adverse effects or sequelae 
associated with treatment, or as they reach the terminal stage of their disease.2

The concept of “cancer rehabilitation” was developed in the 1970s to allow patients to achieve 
optimal physical, social, psychological, and vocational functioning within the limits imposed 
by their disease and its treatment.3 Cancer rehabilitation can be classified according to its 
purpose, components, and setting or according to the disease stage and can be provided 
by an interdisciplinary team of physicians, nurses, physical therapists, psychologists, and 
counselors to meet individual patient needs.4 Cancer rehabilitation has a role in patient-
centered care as defined by the Institute of Medicine, and patient-centered care includes 
“providing care that is respectful of and responsive to individual patient preferences, needs, 
and values, and ensuring that patient values guide all clinical decisions,” with a focus on 
improving the physical function or QOL of individual patients with cancer.5

Several systematic reviews and guidelines have provided evidence of the effectiveness of 
physical rehabilitation for cancer patients. Exercise provides physiological and psychological 
benefits for cancer survivors during the rehabilitation period.6 Physical activity was reported 
to be associated with reduced body mass index and body weight, increased peak oxygen 
consumption and peak power output, and improved QOL in patients with cancer.7 Evidence-
based clinical guidelines suggest that exercise has benefits for the QOL and physical fitness of 
patients with cancer, with no harmful effects.8

In many organized clinical settings, these rehabilitation programs are closely supervised by 
athletic trainers or physical therapists. Patients with advanced cancer experience a symptom 
cluster consisting of fatigue, pain, and anorexia, which should be controlled and improved 
through rehabilitation programs supervised by experts. Therefore, patients with advanced cancer 
are required to take supervised rehabilitation but it is not widely conducted in hospitals. Some 
studies have shown that the beneficial effects of exercise on physical function or QOL were more 
pronounced in the supervised setting than in the non-supervised setting.9,10 However, few studies 
have focused on patients with advanced cancer who need structured rehabilitation provided by 
experts. Cancer rehabilitation as a part of clinical management is still underutilized because of 
the low perception of its importance by oncologists or patients; reimbursement issues; lack of 
equipment, facilities, or experts; and the insufficient number or size of published trials.

To date, the clinical effectiveness of supervised physical rehabilitation in advanced cancer 
remains inconclusive. This systematic review was performed to ascertain the effects of 
supervised physical rehabilitation on the physical function of patients with advanced cancer. 
In addition, its effectiveness in improving QOL and fatigue was evaluated.

METHODS

Data sources and search strategy
We conducted a systematic search of articles up to June 2017 in literature databases including 
Ovid-MEDLINE, Ovid-EMBASE, and the Cochrane Library, as well as Korean database 
(KoreaMed, KMBASE and KISS). Extensive database searches using the terms including 
“neoplasm,” “physical therapy,” “exercise,” “exercise therapy,” and “supervised” were 
performed (Supplementary Table 1). We used a thesaurus according to each database, such 
as Medical Subject Headings (MeSH) for MEDLINE and EMTREE for EMBASE.
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Selection criteria
Articles that met the following criteria were included: 1) included study subjects with 
advanced cancer within 2 years after cancer treatment; 2) investigated supervised exercise 
and usual care or no-intervention, respectively; 3) reported at least one predetermined 
outcome; 4) designed as a randomized controlled trial, cohort study, case-control study, or 
pre-post study. Articles that met the following criteria were excluded: 1) included patients 
with hematological cancer; 2) used interventions under the physical exercise category, 
such as yoga, massage, or psychological rehabilitation; 3) investigated phone or web-based 
rehabilitation at home or in the community; 4) reported on animal trials or preclinical 
studies or published as non-original research articles such as reviews, editorials, letters, and 
comments; and 5) not published in English or Korean and had duplicate subjects (studies 
using the same outcome indicators and published in duplicate were also excluded).

Four researchers independently conducted the study selection in pairs. First, the reviewers 
screened the relevance of the articles by reading the titles and abstracts. Then, we obtained 
the full text of the articles and judged their eligibility for inclusion. Any disagreement was 
settled by discussion between the two reviewers or in a consensus meeting with consultation 
with the expert group. The literature selection process was performed in accordance with the 
Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement 
and the Cochrane Handbook.11,12

Data extraction and methodological quality assessment
According to a predefined data extraction format, the pairs of researchers extracted 
information from the selected studies on the patients' characteristics, type of exercise 
(aerobic or resistance), follow-up period, and outcomes and confirmed the accuracy of 
the data. Digitizelt software (https://www.digitizeit.de/; last accessed October 26, 2017; 
Digitizelt, Braunschweig, Germany) was used when data were only presented in graphs.

Two pairs of researchers independently assessed the quality of the selected studies using the 
Cochrane Risk of Bias tool for randomized studies (RSs) and the Risk of Bias Assessment 
for Nonrandomized Studies (RoBANS).11 Any disagreement was resolved by discussion and 
consultation with the expert group.

Outcome measures
Outcome measures were defined through discussion with clinical experts. The primary 
outcomes were physical function components including physical activity, physical 
performance, strength, balance, cardiovascular endurance, pulmonary function, and pain. 
The secondary outcomes were QOL and fatigue.

Data synthesis and analysis
The selected studies were re-categorized into intervention-control studies and before-
after studies in accordance with the Methods for the Development of NICE Public Health 
Guidance and the Study Design Algorithm for Medical Literature of Intervention of the 
Health Insurance Review and Assessment Service, because of two RSs that compared the 
effectiveness of the intervention between two exercise groups.13,14

If two or more studies had common outcome measurements, a meta-analysis was conducted. 
The mean difference (MD) and 95% confidence interval (CI) in each study were calculated to 
estimate pooled effect sizes. The difference in mean changes between the intervention and 
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control groups after exercise rehabilitation was used to assess the clinical effectiveness in 
intervention-control studies, whereas the MD between before and after exercise rehabilitation 
was used for before-after studies (Table 1). A meta-analysis with random-effect models was 
performed because of heterogeneity in the characteristics of patients and interventions. A 
publication bias test (funnel plot asymmetry) could not be performed because of the small 
number of studies (n < 10) available for each type of outcome measure. The heterogeneity of 
effects was evaluated using Higgins I2 statistics. All statistical analyses were performed using 
Cochrane RevMan version 5.3 (The Nordic Cochrane Centre, The Cochrane Collaboration, 
2014, RevMan, Copenhagen, Denmark). Measurements with a P value of < 0.05 were 
considered statistically significant.

Ethics statement
The present study protocol was reviewed and approved by the Institutional Review Board of 
National Evidence-based Healthcare Collaborating Agency (approval NECAIRB #17-006).

RESULTS

Study characteristics
A total of 2,459 articles were retrieved from the databases after deleting duplicates. According 
to the selection criteria, 92 articles were selected for full review in the third phase of the 
screening process. All selection steps are presented as PRISMA flowchart (Fig. 1). Finally, 
11 studies, including six RSs and five non-randomized studies (NRSs), that consisted of 922 
participants were included in our systematic review.15-25

We classified the selected studies as either an “intervention-control” or “before-after” study. 
For the intervention-control study, four of the six RSs were included.15-18 The other two RSs 
compared the exercise groups (cardiovascular vs. resistance and aerobic vs. resistance).19,20 
The two studies did not suit the objective of the present study, which was to assess the clinical 
effectiveness of rehabilitation between exercise and usual care groups. Therefore, the study in 
each intervention arm was classified as a before-after study.

The before-after study included two RSs with two intervention arms and five NRSs. Among 
the five NRSs, Loughney et al.21 and Beydoun et al.22 compared the clinical effectiveness 
among interventions and comparators. However, these studies were not designed as RSs. 
In the study of Beydoun et al.,22 only clinical results of “face to face group” were reported. 
Therefore, the two studies were classified to before-after studies. The other NRSs were 
originally designed as before-after studies. Finally, the before-after studies included four 
intervention arms in two RSs and five intervention arms in NRSs (Table 2).

In five studies a single type of cancer, such as prostate, lung, or rectal, was the subject 
of research.15,17,21-23 In other studies, the types of cancer were mixed. The patients' ages 
were between 54.5 and 73.1 years. All patients had metastases, and three studies included 
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Table 1. Definition of mean difference
Intervention–control study Before–after study
Mean difference = (At1 − At0) − (Bt1 − Bt0) Mean difference = Dt1 − Dt0
A = mean in intervention group, B = mean in control group, t1 = after exercise, t0 = before exercise, Dt1 = mean in 
post-exercise group, Dt0 = mean in pre-exercise group.

https://jkms.org


patients with bone or spinal metastases.16,17,24 Most participants in the included studies were 
receiving treatment or ahead of surgery. For the outcomes of studies, their measurements 
were various, so we classified them to 6 categories of outcomes (Supplementary Table 2).

Risk of bias assessment of the selected studies
The risk of bias in the six RSs was assessed using the Cochrane Risk of Bias tool.11 “Random 
sequence generation” and “selective reporting” showed approximately low risks of bias 
across studies. By contrast, “incomplete outcome data” showed high risks of bias. “Allocation 
concealment” and “blinding of the participants and personnel” showed unclear risks of bias.

The risks of bias in the five NRS were assessed using the revised RoBANS tool.25 The results were 
as follows: “blinding of outcome assessment” and “measurement of exposure” presented a high 
or unclear risk of bias, whereas “outcome evaluation” presented a low risk of bias. “Participant 
comparability,” “selection of participants,” and “selective outcome reporting” presented relatively 
low risks of bias. The risks of bias in each study were described in Supplementary Fig. 1.

Primary outcome: physical function
Although the outcome measures were reported with slightly different names in each study, 
we performed a meta-analysis of these measures by assigning a single indicator for similar 
or identical outcomes through consultations with clinical and statistical experts (Table 3 and 
Supplementary Fig. 2).

Among the physical function outcomes, “strength” and “physical activity” were improved. 
The meta-analysis of the articles showed that most strength measurements, including those 
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Records identified through database searching (n = 4,431)
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Records excluded by title and abstract screening (n = 2,367)

Records excluded according to selection criteria (n = 81)
1. P: No advanced cancer (n = 61)
2. I: No physical activity (n = 9)
3. C: No comparators for no intervention or usual care (n = 0)
4. O: No pre-defined outcomes (n = 1)
5. No pre-defined study design (n = 6)
6. Grey literatures (n = 0)
7. Non-human studies (n = 0)
8. Not published in either English or Korean (n = 1)
9. Duplicate articles (n = 3)
10. Unable to find out original articles (n = 0)

Records screened (n = 2,459)

Records after duplicates removed (n = 1,972)

Full-text articles assessed for eligibility (n = 92)

Studies included for synthesis (n = 11)

Fig. 1. Flow diagram for identification of eligible studies. 
P = patient, I = intervention, C = comparator, O = outcome.
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from leg press, bench press, abdominal crunch, and back extension, showed significant 
improvements after rehabilitation in patients with advanced cancer (leg press: MD, 12.18, 
95% CI, 6.00–18.35; bench press: MD, 4.81, 95% CI, 0.85–8.77; abdominal crunch: MD, 6.48, 
95% CI, 2.01–10.96; back: MD, 5.17, 95% CI, 1.60–8.75) (Fig. 2).19,23,24,26 In two articles, knee 
or knee extensor strengths was also stronger after rehabilitation than before rehabilitation, 
but the difference was not significant (MD, 2.43; 95% CI, −0.45–5.31; P = 0.1).19,23 Although 
the other strength measurements, including those from knee push-ups, handgrip, or vertical 
row, were not synthesized, improvements after rehabilitation were significant.17-19,22-24,26

The metabolic equivalent of task (MET) is a measurement for evaluating the amount of 
physical activity. The MET values 1.3 and 1.8 correspond to “standing” and “doing light 
activities,” such as studying and note taking, respectively. The rehabilitation result in patients 
with advanced cancer of the two synthesized studies showed a significant increase in the MET 
(MD, 0.29; 95% CI, 0.07–0.51) (Fig. 3).19,21 Several measurements such as Godin leisure-time 
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Strength
Leg press, kg Mean difference (95% CI)

Cormie et al.24

Jensen (resistance) et al.19

Quist et al.23

van den Dungen et al.26

Total
Bench press, kg

Quist et al.23

van den Dungen et al.26

Total
Abdominal crunch, kg

Quist et al.23

van den Dungen et al.26

Total

Total

Back, kg
Jensen (resistance) et al.19

Quist et al.23

−50 −25 0 25 50

2.70 (−9.92, 15.32)
15.50 (4.91, 26.09)
14.60 (4.23, 28.97)
16.40 (−7.57, 40.37)
12.18 (6.00, 18.35)

5.20 (0.38, 10.02)
4.00 (−2.94, 10.94)
4.81 (0.85, 8.77)

6.70 (1.88, 11.52)
5.10 (−7.03, 17.32)
6.48 (2.01, 10.96)

4.60 (−0.34, 9.54)
5.80 (0.62, 10.98)
5.17 (1.60, 8.75)

Fig. 2. Forest plot of “strength”. 
CI = confidence interval.

Physical activity

MET Mean difference (95% CI)

Jensen et al.19

Loughney et al.21

Total

−1.0 −0.5 0 0.5 1.0

0.20 (−0.51, 0.91)

0.30 (0.07, 0.53)

0.29 (0.07, 0.51)

Fig. 3. Forest plot of “MET”. 
CI = confidence interval, MET = metabolic equivalent of task.
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exercise, active energy expenditure, or steps per day were used for evaluating physical activity 
in several studies; however, the results were not consistent.17,19,21,24

Other outcomes, including physical performance, cardiovascular endurance, and pain, were 
synthesized as Short Physical Performance Battery score, 6-minute walking distance, and 
visual analogue scale (VAS) score, respectively; however, the results of the meta-analysis were 
not statistically significant.

For instance, the patients could walk 32.6 m on average within 6 minutes after rehabilitation 
in two articles which was longer than the distance walked before rehabilitation but without 
statistical significance (MD, 32.6; 95% CI, −3.13–68.34; P = 0.07).23,26 Several studies that were 
not synthesized reported an explicit improvement in cardiovascular endurance.15,17,18,22,24

Balance and pulmonary function were used as measurements of physical function in the 
intervention-control and before-after studies; however, they were not synthesized because of 
the different types and inconsistent results of studies.15,17,23,24

Secondary outcome: QOL
The QOL of patients with advanced cancer significantly improved after physical 
rehabilitation. In the before-after studies, “global health status/QOL,” a subcategory in the 
European Organization for Research and Treatment of Cancer quality of life questionnaire 
version C30 (EORTC-QLQ-C30), substantially increased after rehabilitation (MD, 10.28; 
95% CI, 2.53–18.02).19,26 Role functioning, which is related to work or leisure life, was also 
significantly improved (MD, 18.83; 95% CI, 5.20–32.46).19 Fatigue in the EORTC-QLQ-C30 
showed an apparent reduction after physical exercise (MD, −15.21; 95% CI, −28.46−1.97)19,26 
(Fig. 4). However, the other subscales of the EORTC-QLQ-C30 or those of the 36-item 
Short-Form Health Survey (SF-36) in the intervention-control or before-after studies were not 
significantly improved.15,17,24,26.
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Quality of life (EOTRC-QLQ-C30)
Mean difference (95% CI)

Jensen (aerobic) et al.19

Global health status/QoL

Jensen (resistance) et al.19

van den Dungen et al.26

Total
Role functioning

Jensen (aerobic) et al.19

Jensen (resistance) et al.19

Total

Total

Fatigue

Jensen (resistance) et al.19

Jensen (aerobic) et al.19

van den Dungen et al.26

−100 −50 0 50 100

13.30 (3.08, 23.52)
14.50 (−16.91, 45.91)
4.80 (−8.03, 17.63)

10.28 (2.53, 18.02)

21.70 (1.09, 42.31)
16.60 (−1.57, 34.77)
18.83 (5.20, 32.46)

−21.10 (−38.15, −4.05)
−24.20 (−42.61, −5.79)

−3.90 (−17.29, 9.49)
−15.21 (−28.46, −1.97)

Fig. 4. Forest plot of “QOL”. 
QOL = quality of life, CI = confidence interval, EORTC-QLQ-C30 = European Organization for Research and 
Treatment of Cancer quality of life questionnaire version C30.
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Secondary outcome: fatigue
Fatigue was synthesized as a VAS score in the before-after studies.20,26 The meta-analysis results 
showed that fatigue in patients with cancer had a tendency to improve after rehabilitation; 
however, the improvement was not significant (MD, −4.67; 95% CI, −10.38–1.04). Three articles 
measured fatigue with other tools, but its improvement was also not significant.17,18,24

DISCUSSION

The main goal of the present systematic review was to determine the effect of supervised physical 
rehabilitation on the physical function outcomes of patients with advanced cancer, as well as on 
their QOL and fatigue level. This study reviewed and analysed quantitatively four intervention-
control studies and seven before-after studies. Our review showed significant improvement of 
muscle strength and physical activity and the tendency of relieving the symptom of fatigue after 
a physical rehabilitation program that was structured or supervised by health professionals. 
Although some of the quantitative estimates showed no statistically significant results, the several 
studies showed potential effectiveness in terms of strength and cardiovascular endurance.

In our meta-analysis, before-after studies showed significantly improved physical function 
outcomes in patients with advanced cancer in terms of strength and physical activity. From 
the perspective of physical function, previous systematic reviews also showed similar results, 
although a meta-analysis was not performed. Concerning the physical activity of patients 
with advanced cancer managed with palliative treatments, vitality and fitness levels improved 
in eight studies.2 Another systematic review study reported that > 80% of the 25 selected 
studies showed the effectiveness of aerobic or resistance training on the physical function of 
patients with advanced cancer.27

Physical rehabilitation, including exercise, is known to positively affect the QOL outcome.9 
In our meta-analysis, we could not find a significant change in QOL in the intervention-
control studies. However, in the before-after studies, an overall tendency of improvement was 
observed, and some subcategories showed significant positive effects in the meta-analysis. 
A previous systematic review without a meta-analysis reported a similar finding. Nineteen 
studies reported QOL improvements after exercise intervention in patients with advanced 
cancer.28 Various types of QOL measurement tools are available. The general measurement 
tool SF-36 showed no significant difference, but the cancer-type-specific tool EORTC-
QLQ-30 showed significant differences in our study outcomes. Fong et al.7 reported QOL 
improvement after physical exercise in cancer survivors but used SF-36, which is not a cancer-
specific measurement tool, to evaluate QOL.

Among the cancer treatment-related symptoms, fatigue is the most common and disabling 
adverse effect.27,28 In our review, fatigue showed a tendency to improve with exercise 
rehabilitation. The EORTC subscale results in the before-after studies showed significant 
improvement in fatigue. Similarly, Heywood et al.27 qualitatively analyzed studies and 
reported a tendency of improvement of fatigue in patients with advanced cancer. One 
previous systematic review on cancer-related fatigue that did not limit the cancer stage or 
type analyzed 127 effective sizes. This study found a significant effect during and after the 
primary cancer treatment; however, the cancer stage was associated with the effect. Although 
all patients showed an improvement in fatigue, exercise intervention was more beneficial in 
the non-metastatic stage than in the metastatic stage.29
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Several reasons can be assumed for the limited quantitative effect of physical rehabilitation in 
patients with advanced cancer. The study duration was not long enough to identify the long-term 
effect, particularly to show the effect of interventions supervised or structured by healthcare 
professionals. Furthermore, the number of clinical trials for analysis was inadequate. Due to 
the limited number, the primary outcomes such as physical activity, physical performance, 
and strength were not derived equally from both before-after studies and intervention-control 
studies. For this reason, we should conclude the results of meta-analysis carefully. Heterogeneity 
across studies was also a limitation to interpret the results of this review. The heterogeneity 
of physical rehabilitation assessed and differences in patients' characteristics could affect the 
outcomes of physical rehabilitation. If the selected studies reported the common scale for 
patients' performance status or the number of included studies was enough to conduct sub-
group analysis according to patients' characteristics or types of physical rehabilitation assessed, 
the issue on heterogeneity might be mitigated. Although the rate of survival from cancer has 
relatively increased recently owing to improvements in cancer treatment,30 RSs on advanced 
cancer are rare because of ethical issues and the difficulty in controlling other factors in the 
intervention environment.31 Moreover, the outcome measurement tools and non-standardized 
therapies are diverse. Because of the heterogeneity of the intervention elements, such as 
methods, duration, and intensity, several previous systematic reviews were conducted without 
meta-analyses.2,27,28 However, we attempted to perform a meta-analysis limited to identical or 
similar measurements, which has its own advantages and disadvantages. For instance, we could 
easily identify the level of effectiveness with a meta-analysis, but only a few studies could be 
included because of the aforementioned heterogeneity.

Across studies, “blinding of the participants and personnel” or “blinding of outcome 
assessment” showed unclear risks of bias. Physical rehabilitation, which is the intervention of 
our study, has limitation to perform “blinding of the participants and personnel.” Meanwhile, 
primary outcomes are objective values, which are physical activities, physical performance, 
strength, and cardiovascular endurance, so unclear risks of bias for blinding might be less 
likely to affect results of this study.

The strength of this review lies in its thorough search strategy. First, this study focused on 
patients with advanced cancer who experience considerable symptoms of physical, psychological, 
or cognitive impairments and disabilities, as well as impaired QOL.32 Most previous systematic 
reviews on cancer rehabilitation focused on a specific cancer type, early-stage cancer, or cancer 
survivors. Peddle-McIntyre et al.33 analyzed the effectiveness of exercise training for patients with 
advanced cancer and concluded that exercise enhanced exercise capacity and QOL but the cancer 
type was only limited to lung cancer. Therefore, the usefulness of supervised rehabilitation was 
difficult to generalize for patients with advanced cancer.6,34-36 Second, only physical rehabilitation 
such as resistance or aerobic exercise that was structured or supported by health professionals 
in hospital related facilities were included in this review. Although some studies have reported 
the effectiveness of exercise on physical function or QOL in a supervised setting, these were 
not limited to patients with advanced cancer.10,36,37 Some previous studies investigated the 
effectiveness of exercise for patients with advanced cancer but the setting of intervention was not 
informed clearly or mixed (home or hospital-based).27,28,33 Our study focused on the effectiveness 
of physical rehabilitation by experts. Because patients with advanced cancer experience a 
symptom cluster consisting of fatigue, pain, and anorexia, which should be controlled and 
improved during a rehabilitation program provided by experts. Moreover, the previous studies 
included various types of intervention such as yoga, nutrition counselling, psychologist's 
intervention or Qigong but our study excluded other intervention except for exercise to delete 
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the effect by non-physical components in rehabilitation programs.27,28,33 Third, we conducted 
quantitative analyses. Our study demonstrated the effects of physical activity on various health 
outcomes in the quantitative analysis when a meta-analysis is appropriate. These results are not 
different from findings of previous similar studies for patients with advanced cancer. Heywood 
et al.27 and Dittus et al.28 reported the improvement of physical function or QOL on advanced 
cancer patients after exercise but their results were not synthesized quantitatively. In addition, 
few studies have focused on patients with advanced cancer who need structured rehabilitation 
provided by experts. Although some outcomes in our study were not synthesized due to lack of 
included studies, our study was the first study to investigate the clinical effectiveness of supervised 
physical rehabilitation in patients with advanced cancer through meta-analysis.

In conclusion, exercise intervention for patients with advanced cancer is effective in terms 
of improving physical activity, strength, and QOL. It is meaningful that a structured exercise 
intervention provided by healthcare providers can improve the physical function and 
QOL of patients with advanced cancer. However, we did not obtain strong evidence owing 
to the small number of studies and the variety of outcome measurements. In addition, 
selected literatures on physical function were mostly before-after studies. Therefore, more 
comparative studies on standardized outcome measures and the long-term effects of exercise 
in patients with advanced cancer are needed.
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