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Abstract
Purpose This individual participant data meta-analysis (IPD-MA) assesses exercise effects on self-reported cognitive 
functioning (CF) and investigates whether effects differ by patient-, intervention-, and exercise-related characteristics.
Methods IPD from 16 exercise RCTs, including 1987 patients across multiple types of non-metastatic cancer, was pooled. 
A one-stage IPD-MA using linear mixed-effect models was performed to assess exercise effects on self-reported CF 
(z-score) and to identify whether the effect was moderated by sociodemographic, clinical, intervention- and exercise-related 
characteristics, or fatigue, depression, anxiety, and self-reported CF levels at start of the intervention (i.e., baseline). Models 
were adjusted for baseline CF and included a random intercept at study level to account for clustering of patients within 
studies. A sensitivity analysis was performed in patients who reported cognitive problems at baseline.
Results Minimal significant beneficial exercise effects on self-reported CF (β=−0.09 [−0.16; −0.02]) were observed, 
with slightly larger effects when the intervention was delivered post-treatment (n=745, β=−0.13 [−0.24; −0.02]), and no 
significant effect during cancer treatment (n=1,162, β=−0.08 [−0.18; 0.02]). Larger effects were observed in interventions 
of 12 weeks or shorter (β=−0.14 [−0.25; −0.04]) or 24 weeks or longer (β=−0.18 [−0.32; −0.02]), whereas no effects were 
observed in interventions of 12–24 weeks (β=0.01 [−0.13; 0.15]). Exercise interventions were most beneficial when provided 
to patients without anxiety symptoms (β=−0.10 [−0.19; −0.02]) or after completion of treatment in patients with cognitive 
problems (β=−0.19 [−0.31; −0.06]). No other significant moderators were identified.
Conclusions This cross-cancer IPD meta-analysis observed small beneficial exercise effects on self-reported CF when the 
intervention was delivered post-treatment, especially in patients who reported cognitive problems at baseline.
Implications for Cancer Survivors This study provides some evidence to support the prescription of exercise to improve 
cognitive functioning. Sufficiently powered trials are warranted to make more definitive recommendations and include these 
in the exercise guidelines for cancer survivors.
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Introduction

After a cancer diagnosis, many patients experience short- 
and long-term side effects of cancer and its treatment, 
including fatigue, reduced physical fitness, anxiety and 
depression, and cognitive problems [1–4]. The prevalence 
of long-term (i.e., >10 years) cognitive problems among 
cancer survivors ranges from 15 to 70%, including problems 
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with learning, memory, attention, and concentration [5–8]. 
Although cognitive problems assessed objectively or 
subjectively appear to be mild to moderate, such problems 
can have a significant impact on health-related quality of 
life (HRQoL), the ability to return to work and daily life 
activities [5, 9–12].

There is ample evidence that physical exercise during 
and after cancer treatment has beneficial effects on HRQoL 
and other relevant patient-reported outcomes such as fatigue 
and physical functioning [13, 14]. Results from preclinical 
studies suggest that exercise might be an effective strategy 
to reduce cancer-related cognitive problems by targeting the 
biological mechanisms affected by cancer treatment [15]. In 
particular, hippocampal neurogenesis, which is important 
for learning and memory functioning, seems to be improved 
after exercise [15, 16]. There is also strong evidence of a 
positive effect of exercise on cognitive problems in healthy 
older adults and patients with mild cognitive impairment 
[17, 18]. However, to date, evidence of a positive effect of 
exercise on cognitive functioning in cancer survivors from 
randomized controlled trials (RCTs) is limited and incon-
clusive [19].

In a recent systematic review, Campbell and colleagues 
reported a beneficial effect of exercise on self-reported 
cognitive problems in patients with different types of 
cancer [20]. However, only three (10%) of twenty-nine 
exercise intervention studies included self-reported cognitive 
functioning as a primary outcome. Since the other studies 
included self-reported cognitive functioning as a secondary 
outcome, they were underpowered to detect meaningful 
intervention effects and did not use comprehensive 
questionnaires to assess self-reported cognitive functioning. 
To date, one sufficiently powered study assessed the effects 
of a 6-month supervised exercise intervention on cognitive 
functioning in chemotherapy-exposed breast cancer patients 
with cognitive problems 2–4 years after completion of 
their cancer treatment [21]. Although no significant effects 
were found for objectively assessed cognitive functioning, 
significant positive effects were found on self-reported 
cognitive functioning [22].

To effectively target exercise interventions, it is important 
to identify which patients benefit most from specific exercise 
programs (i.e., identify moderators of exercise intervention 
effects). Two studies in breast cancer survivors showed that 
patients who were ≤2 years post-surgery or on endocrine 
therapy had a greater improvement in cognitive functioning 
compared to patients who were >2 years post-surgery or not 
on endocrine therapy, respectively [23, 24]. However, these 
studies were not sufficiently powered to assess moderators 
of intervention effects. Also, meta-analyses based on aggre-
gated data, while useful for increasing statistical power, are 
prone to ecological bias when used to identify moderators, 
since they do not take participant-level characteristics into 

account [25, 26]. Therefore, a meta-analysis using individual 
participant data (IPD) is the preferred method for investigat-
ing potential moderators of intervention effects. By securing 
raw data per participant, this type of meta-analyses provides 
more statistical power to be able to disentangle study- and 
participant-level sources of heterogeneity in intervention 
effects [25]. Here, we report the results of an IPD meta-
analysis whose aims were to assess the effect of exercise 
interventions on self-reported cognitive functioning and to 
investigate moderators of the exercise effect in patients with 
non-metastatic cancer.

Methods

We used data collected in the Predicting Optimal cAncer 
RehabIlitation and Supportive care (POLARIS) study, an 
international infrastructure and shared database of RCTs 
investigating the effect of exercise and psychosocial inter-
ventions in patients with cancer on a range of outcomes 
(registered in PROSPERO, CRD42013003805). Details of 
the POLARIS study design, including all procedures and 
methods of study identification and selection, have been 
published previously [27]. The meta-analysis was conducted 
in accordance with the PRISMA guidelines [28]. All indi-
vidual studies were performed in line with the principles of 
the Declaration of Helsinki and received approval from their 
local ethics committees. Informed consent was obtained 
from all individual participants included in the individual 
studies. For the current IPD meta-analysis, we included all 
exercise RCTs in the POLARIS database that assessed self-
reported cognitive functioning (16 RCTs, n=1987 partici-
pants). We excluded patients with metastatic disease due to 
the small sample size (n=61).

Quality assessment

Two authors (MGS and LB) independently assessed the 
methodological quality of each included RCT using the “risk 
of bias” tool of the Cochrane Collaboration. The following 
aspects were graded as high, low, or unclear quality: random 
sequence generation, allocation concealment, incomplete 
outcome, incomplete reporting, adherence, and contamina-
tion. A full quality assessment of the included studies can 
be found in our previous publication [14].

Outcomes

The main outcome, self-reported cognitive functioning, was 
assessed using the corresponding subscale of the EORTC 
QLQ-C30 [29] (7 studies [30–36]), the mental fatigue sub-
scale of the Multidimensional Fatigue Inventory (MFI) [37] 
(6 studies [38–44]), the concentration problems dimension 
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of the Checklist Individual Strength (CIS) [45] (1 study 
[46]), or the cognitive fatigue dimension of the Fatigue 
Assessment Questionnaire (FAQ) [47] (2 studies [48, 49]) 
(Table 1). If a study used multiple questionnaires, we used 
data from the (1) MFI, (2) CIS, (3) FAQ, or (4) EORTC 
QLQ-C30. This hierarchical order is based on the number of 
items and multidimensionality of the questionnaire.

Potential moderators

The following characteristics were tested as potential 
moderators of exercise effects on self-reported cognitive 
functioning: (1) sociodemographic characteristics—age, 
gender, and education level (low/middle vs. high); (2) 
clinical characteristics—cancer type (breast, male geni-
tourinary, hematological, gastrointestinal, gynecological 
vs. other) and treatment type (ever receipt of surgery, 
chemotherapy, radiotherapy, and/or hormonal therapy 
yes/no); and (3) intervention characteristics—delivery 
mode (supervised vs. unsupervised). We stratified a priori 
for intervention timing (during vs. post-cancer treatment), 
since in general the aim of exercise programs during can-
cer treatment is to prevent a decline in cognitive function-
ing, whereas the aim of exercise post-cancer treatment 
is often to improve cognitive functioning. Although pre-
liminary studies show that aerobic training might be more 
effective in improving cognitive functioning [13], we 
were not able to examine exercise modality and intensity 
as potential moderators due to too little variation across 
studies (i.e., almost all supervised interventions included 
resistance training (n=883 (resistance training) vs. n=29 
(no resistance training))). In addition, we assessed moder-
ator effects of continuous baseline levels of self-reported 

cognitive functioning, fatigue, depression, and anxiety. 
See Appendix I for the questionnaires used to measure 
these outcomes/moderators.

Statistical analysis

Descriptive statistics were used to summarize patient char-
acteristics and baseline levels of potential moderators. To 
allow pooling of the different cognitive functioning, fatigue, 
and depression/anxiety questionnaires, we calculated 
Z-scores by subtracting the mean score from the individual 
score at baseline per questionnaire and dividing the result by 
the mean standard deviation at baseline per questionnaire.

We used a one-stage approach to examine effects of 
exercise on cognitive functioning by analyzing IPD from 
all trials simultaneously, while accounting for clustering of 
participants within studies and heterogeneity across studies 
by including a random intercept on study level. The models 
were adjusted for the baseline value of cognitive functioning. 
All analyses were conducted according to the intention-to-
treat principle. Between-group differences in z-scores were 
reported (with corresponding 95% CI), which correspond to 
a Cohen’s d effect size (<0.2 minimal effect; 0.2–0.5 small 
effect; 0.5–0.8 medium effect; ≥0.8 large effect) [50].

To examine whether the effects of exercise on cognitive 
functioning were moderated, we extended the aforemen-
tioned model to include interaction terms of the group allo-
cation with potential moderators. The individual values of 
potential moderators (i.e., sociodemographic and clinical 
moderators) were centered around their mean study value 
to avoid ecological bias for patient-level interactions. We 
did not center values of potential intervention- and exercise-
related moderators, since these do not vary within studies. 

Table 1  Overview of the questionnaires used to assess self-reported cognitive functioning

MFI Multidimensional Fatigue Inventory, FAQ Fatigue Assessment Questionnaire, EORTC QLQ-C30 European Organization for Research and 
Treatment of Cancer Quality of Life Questionnaire–Core 30 (cognitive functioning subscale), CIS checklist individual strength

Position Questionnaire Questions/statements

1 MFI (5-point Likert scale) - When I am doing something, I can keep my thoughts on it.
- I can concentrate well.
- It takes a lot of effort to concentrate on things.
- My thoughts easily wander.

2 CIS (7-point Likert scale) - Thinking requires effort.
- When I am doing something, I can keep my thoughts on it.
- I find it easy to concentrate.
- It takes a lot of effort to concentrate on things.
- My thoughts easily wander.

3 FAQ (4-point Likert scale) - Have you had trouble concentrating?
- Did you feel more forgetful than usual?
- Was it difficult for you to stay alert, for example when listening or reading?

4 EORTC QLQ-C30 (4-point Likert scale) - Have you had difficulty in concentrating on things, like reading a newspa-
per or watching television?

- Have you had difficulty remembering things?
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The independent variables in the models were random 
intercept, group allocation (exercise intervention or control 
group), baseline value of cognitive functioning, potential 
moderator, and an interaction term (potential moderator 
x group allocation). Potential moderators were examined 
one-by-one in separate models. If the likelihood ratio test 
indicated that the interaction term improved the model fit 
(p<0.10), we considered the characteristic to be a moderator. 
This p-value was chosen because of the hypothesis generat-
ing nature of our study. When a characteristic appeared to be 
a moderator, stratified analyses were performed.

If a RCT consisted of three study arms with different 
intervention characteristics, interaction testing for interven-
tion-related characteristics was not possible. Therefore, this 
potential moderator was evaluated by using dummy variables 
for the intervention-related characteristic (i.e., delivery mode: 
supervised vs. unsupervised exercise). For all post-treatment 
exercise intervention studies, a sensitivity analysis was per-
formed in patients who reported at least some cognitive prob-
lems, i.e., excluding participants with the best possible score 
for cognitive functioning at baseline, since we hypothesize 
that these patients would be most in need of an intervention 
for cognitive functioning. Statistical analyses were performed 
using IBM SPSS (Version 26.0.0.1) and R (4.0.3).

Results

In the POLARIS database, 16 studies assessed self-reported 
cognitive functioning, including 1987 patients with cancer. In 
total, 1115 patients were randomized to an exercise intervention 
and 872 patients to a control group. Baseline sociodemographic 
and clinical characteristics are presented in Table 2. Patients 
were, on average, 55.4 (±12.6 (SD)) years of age and the major-
ity (64.1%) of participants were female. The most common can-
cer type was breast cancer (53.4%). Baseline characteristics were 
balanced between the exercise intervention and control group.

Included exercise interventions

The included studies were published between 2005 and 2017, 
and were carried out in the Netherlands [38–41, 44, 46, 51], 
Australia [30–32, 36], Germany [33, 43, 48, 49], Norway [34], 
and the USA [35]. Nine of the 16 studies were performed dur-
ing cancer treatment and the majority of interventions consisted 
of supervised exercise (81.8%) (Table 3 and Appendix I). The 
duration of the intervention varied between 10 weeks and 1 
year. Most interventions consisted of both resistance and aero-
bic exercises (66.4%), usually offered twice a week (82.6%) 
at moderate-vigorous to vigorous intensity (65.7%) for 30–60 
min (70.5%). Of the patients allocated to a control group, 55.6% 
were assigned to a usual care group, 24.5% to a wait-list control, 
and 19.8% to an attention control group (Table 3).

Table 2  Patient characteristics at baseline stratified by exercise inter-
vention and control group

Exercise (n=1115) Control (n=872)

Sociodemographic charac-
teristics

Age, mean (SD) years 54.7 (12.8) 55.3 (12.2)
Male, n (%)  402 (36.1)  311 (35.7)
Married/living with partner, 

n (%)
 Yes  828 (74.3)  604 (69.3)
 No  190 (17.0)  162 (18.6)
 Unknown      97 (8.7)  106 (12.2)
Education level, n (%)
 Low/middle  597 (53.5)  482 (55.3)
 High  414 (37.1)  282 (32.3)
 Unknown    104 (9.3)  108 (12.4)
Clinical characteristics
 BMI, mean (SD) kg/m2   26.6 (4.5)   27.0 (4.7)
Cancer type, n (%)
 Breast  598 (53.6)  464 (53.2)
 Male genitourinary  267 (23.9)  197 (22.6)
 Hematological  137 (12.3)  128 (14.7)
 Gastrointestinal      74 (6.6)      49 (5.6)
 Gynecological      28 (2.5)      25 (2.9)
 Other      11 (1.0)        9 (1.0)
Surgery, n (%)
 Yes  797 (71.5)  607 (70.6)
 No  206 (18.5)  157 (18.0)
 N/A (non-solid tumor)      96 (8.6)    96 (11.0)
 Unknown      16 (1.4)      12 (1.4)
Chemotherapy, n (%)
 Yes  740 (66.3)  562 (64.4)
 No  313 (28.1)  252 (28.9)
 Unknown      62 (5.6)      58 (6.7)
Radiotherapy, n (%)
 Yes  587 (52.6)  487 (55.9)
 No  467 (41.9)  337 (38.6)
 Unknown      61 (5.5)      48 (5.5)
Hormone therapy for breast cancer (n=741), n (%)
 Yes  233 (38.9)  128 (27.6)
 No  208 (34.7)  172 (37.1)
 Unknown  157 (26.2)  164 (35.3)
Patient-reported outcomes
Cognitive functioning, mean 

(SD)
 EORTC QLQ-C30 (n=554) 83.5 (20.7) 80.8 (20.9)
 MFI (n=1061)   10.4 (4.3)   10.7 (4.4)
 CIS (n=144)   13.6 (8.4)   12.8 (7.0)
 FAQ (n=227) 30.9 (26.5) 35.8 (29.1)
Fatiguea, mean (SD) 32.1 (22.9) 34.3 (24.4)
Depression, mean (SD)
 HADS (n=1218)     4.1 (4.4)     4.7 (4.8)
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Exercise effects on self‑reported cognitive 
functioning and potential moderators

Overall, exercise interventions had a statistically significant 
effect of minimal size on self-reported cognitive function-
ing (β =−0.09, 95% CI −0.16; −0.02) compared to controls 
(Table 4, Fig. 1). Larger, although still minimal, effects were 
observed in exercise interventions that were delivered after 
cancer treatment (β = −0.13, 95% CI −0.24; −0.02) or had 
an intervention duration of 12 weeks or shorter (β = −0.14, 
95% CI −0.25; −0.04) or longer than 24 weeks (β = −0.18, 
95% CI −0.32; −0.02). None of the sociodemographic, clini-
cal, or other intervention characteristics significantly moder-
ated exercise effects on self-reported cognitive functioning 
(Table 4). Baseline anxiety moderated the exercise interven-
tion effect on self-reported cognitive functioning (p=0.08). 
Participants with low baseline anxiety experienced larger 
effects (β = −0.10, 95% CI −0.19; −0.02) on cognitive func-
tioning compared to participants with higher baseline anxi-
ety (β = 0.07, 95% CI −0.12; 0.26) (Table 4).

Sensitivity analysis

In post-treatment exercise intervention studies (n=745), we 
found a minimal, significant exercise effect on self-reported 
cognitive functioning in patients with cognitive problems at 
baseline (n=611, 82%) (β=−0.19, 95% CI −0.31; −0.06).

Discussion

Based on this IPD meta-analysis of 16 RCTs, including 1987 
patients with multiple types of cancer, we found that exercise 
has a minimal, beneficial effect on self-reported cognitive 
functioning, with slightly larger effects being observed when 
the exercise intervention is delivered post-treatment or had an 
intervention length of 12 weeks or shorter or 24 weeks and 
longer. These benefits were consistent across subgroups based 
on clinical or sociodemographic characteristics. Larger, but 
still minimal, effects on cognitive functioning were found in 
participants with low levels of anxiety and in patients with more 
cognitive problems at baseline who exercised after treatment.

The minimal, beneficial effect of exercise on self-
reported cognitive functioning that we found in this study is 
smaller compared to the effect size reported in the Physical 
Activity and Memory (PAM) study, which is, to date, the 
only sufficiently powered study to assess exercise effects on 
cognitive functioning [22]. The PAM study focused on patients 
with breast cancer who still reported cognitive problems 2–4 
years after completion of chemotherapy that were confirmed 
by objective neuropsychological testing [53]. In the majority 
of studies included in this IPD meta-analysis, cognitive 
functioning was not the primary outcome and no screening for 
cognitive problems was performed. Hence, the present study 
sample differs from the PAM sample and includes patients 
with relatively low levels of cognitive problems and little room 
for improvement. Consequently, the true potential of exercise 
to remediate self-reported cognitive functioning might be 
underestimated in the current study (ES=0.43 in the PAM study 
vs. ES=0.13 in our study). Our sensitivity analysis, which only 
included patients with room for improvement (i.e., patients with 
cognitive problems), showed larger, but still minimal, exercise 
effects (ES=0.19). Furthermore, our study population received 
an exercise program during cancer treatment or shortly after 
finishing cancer treatment, whereas exercise perhaps is more 
likely to be effective in patients who report persistent cognitive 
problems.

The use of IPD for our analysis offered the unique 
opportunity to investigate whether exercise effects differ 
across subgroups of patients. In previous studies in breast 
cancer survivors, endocrine therapy and time since surgery 
(≤2 years vs. ˃ 2 years) were found to be statistically significant 
moderators of exercise effects on cognitive functioning [22, 54]. 
In line with our results, no other significant sociodemographic 
or clinical moderators were identified, suggesting that exercise 
might be helpful for improving cognitive functioning regardless 
of such characteristics. Importantly, these stand-alone RCTs 
were not powered to detect moderators of exercise effects. It is 
for this reason that IPD meta-analysis has been recommended 
as the preferred method to identify moderators of treatment 
effects [25, 26].

a Fatigue is assessed by a subscale of European Organisation Research 
and Treatment of Cancer Quality of Life Questionnaire-Core 30 
(EORTC QLQ-C30) (score ranges 0–100: higher score better cogni-
tive functioning)
MFI Multidimensional Fatigue Inventory (score ranges 4–20: higher 
score worse cognitive functioning), CIS Checklist Individual Strength 
(score ranges 8–56: higher score worse cognitive functioning), FAQ 
Fatigue Assessment Questionnaire (score ranges 0–100: higher score 
worse cognitive functioning), HADS Hospital Anxiety and Depres-
sion Scale (score ranges 0–21: higher score more anxiety/depres-
sive symptoms), BSI Brief Symptom Inventory (score ranges 0–24: 
higher score more anxiety/depressive symptoms), SCL-90 Symptom 
Checklist (score ranges 0–36/48: higher score more anxiety/depres-
sive symptoms), CES-D Center for Epidemiologic Studies Depression 
(score ranges 0–100: higher score more depressive symptoms)

Table 2  (continued)

Exercise (n=1115) Control (n=872)

 BSI (n=280)   1.6 (2.9)   1.7 (3.0)
 SCL-90 (n=143) 23.0 (9.1) 21.4 (5.3)
 CES-D (n=211) 16.4 (5.2) 18.0 (7.2)
Anxiety, mean (SD)
 HADS (n=1216)   5.8 (4.7)   6.2 (5.2)
 BSI (n=280)   1.5 (2.1)   1.7 (3.4)
 SCL-90 (n=143) 13.8 (5.4) 13.5 (4.2)
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Some impact of exercise interventions on self-reported 
cognitive functioning was observed in patients without 
anxiety symptoms, whereas non-significant negative effects 
of exercise were found in patients with anxiety symptoms. 
We hypothesize that the cause of subjective cognitive prob-
lems might differ between patients with and without anxi-
ety symptoms. A previous study in breast cancer survivors 
after chemotherapy showed that heightened baseline levels 
of anxiety symptoms are associated with self-reported cog-
nitive problems [55]. Given the complex nature of anxiety, 
exercise alone might be less effective for improving cog-
nitive functioning in patients experiencing anxiety symp-
toms. In addition to exercise, other treatment approaches 
targeting anxiety (e.g., cognitive-behavioral therapy) might 

be necessary to improve cognitive functioning in patients 
with anxiety symptoms. It is also possible that patients who 
experience anxiety symptoms might be less compliant with 
an exercise program [56].

Since cognitive functioning was often reported as a 
secondary or exploratory outcome in the studies included 
in this IPD meta-analysis, brief questionnaires, measur-
ing only one or two domains of self-reported cognitive 
functioning, were used in all included studies. A tool, 
specifically designed to measure self-reported cognitive 
problems, such as the FACT-Cog questionnaire, might 
help to better capture cognitive problems in future stud-
ies, ideally complemented by objective measures of cogni-
tive functioning which are commonly described as golden 

Table 3  Intervention and 
exercise-related characteristics 
of individual participants from 
16 randomized controlled 
exercise trials included in the 
meta-analysis

a Proportion of patients from exercise groups
b Proportion of patients from control groups (n=872 for all interventions, n=506 for interventions during 
cancer treatment, n=326 for interventions after cancer treatment)
AE aerobic exercise, RE resistance exercise

All interventions 
(n=1115)
n (%)a

During treatment 
(n=656)
n (%)a

After treatment 
(n=419)
n (%)a

Intervention characteristics
Mode of intervention delivery
 Supervised 912 (81.8) 499 (76.1) 373 (89.0)
 Unsupervised 203 (18.2) 157 (23.9) 46 (11.0)
Duration of intervention
 ≤12 weeks 471 (42.2) 200 (30.5) 271 (64.7)
 12–24 weeks 348 (31.2) 248 (37.8) 100 (23.9)
 >24 weeks 256 (23.0) 208 (31.7) 48 (11.5)
 Unknown 40 (3.6) - -
Type of control  groupb

 Usual care 485 (55.6) 329 (65.0) 156 (47.9)
 Wait-list control 214 (24.5) 44 (8.7) 170 (52.1)
 Attention control 173 (19.8) 133 (26.3) –
Exercise-related characteristics
Exercise frequency
 2 times per week 918 (82.3) 499 (76.1) 419 (100.0)
 ≥5 times per week 197 (17.7) 157 (23.9) –
Exercise intensity
 Moderate 311 (27.9) 131 (20.0) 180 (43.0)
 Moderate-vigorous to vigorous 732 (65.7) 453 (69.1) 239 (57.0)
 Unknown 72 (6.5) 72 (11.0) –
Exercise type
 AE 186 (16.7) 157 (23.9) 29 (6.9)
 RE 112 (10.0) 112 (17.1) -
 AE + RE 740 (66.4) 310 (47.3) 390 (93.1)
 RE + Impact training 77 (6.9) 77 (11.7) –
Exercise session duration
 ≤30 min 243 (21.8) 157 (23.9) 46 (11.0)
 30–60 min 786 (70.5) 499 (76.1) 287 (68.5)
 >60 min 86 (7.7) – 86 (20.5)
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standard [57]. Of note, objective and subjective measures 
of cognitive functioning are generally weakly correlated 
since many self-reported cognitive functioning measures 
are multidimensional and capture psychosocial and emo-
tional symptoms as well [57]. Therefore, in future exercise 
oncology studies, we would recommend the use of a full 
neuropsychological test battery in addition to a self-report 
questionnaire in order to investigate cognitive problems in 
patients with cancer in a comprehensive manner. Two of 
the RCTs in this IPD meta-analysis included objectively 
assessed cognitive functioning as a secondary outcome 
[48, 49]. Both studies, which were conducted in patients 
during breast cancer treatment, found that objective cog-
nitive performance improved slightly more in the exercise 

group than in the control group. However, between-group 
differences were not significant post-intervention. In addi-
tion, they did not find a significant effect on self-reported 
cognitive functioning post-intervention when comparing 
the exercise group to the control group. Three small pilot 
studies in patients after completion of cancer treatment, 
which were not included in the current IPD meta-analysis, 
applied neuropsychological testing and found mixed effects 
of physical exercise on tested cognitive functioning [54, 
58, 59]. In the aforementioned PAM study, tested cognitive 
functioning was not affected by the exercise intervention, 
except in highly fatigued patients [22].

The current study is the first to summarize, pool, and 
analyze IPD of 16 RCTs, including almost 2000 patients 

Table 4  Effects and moderators 
of the effects of exercise on self-
reported cognitive functioning

a Originally, anxiety was measured on a continuous scale. The score was dichotomized using cutoff scores 
from literature: HADS-A >9 [52], or using the mean: BSI and SCL-90
b Interaction testing is not applicable; therefore, differences between subgroups are reported. LRT of the 
model including the intervention characteristic vs the main model is presented
LRT likelihood ratio test
The respective z-scores are calculated using the MFI, CIS, FAQ and EORTC QLQ C30 questionnaire
A negative z-score indicates an improvement in cognitive functioning
*Excluding two studies [31, 35] which did not measure depression or anxiety

Self-reported cognitive functioning z-score

β (95% confidence interval) p-value LRT

Overall exercise effect (n=1987) −0.09 (−0.16; −0.02)
Exercise effect after treatment (n=745) −0.13 (−0.24; −0.02)
Exercise effect during treatment (n=1162) −0.08 (−0.18; 0.02)
Sociodemographic moderators
 Age No significant interaction 0.17
 Education level No significant interaction 0.73
 Gender No significant interaction 0.32
Clinical moderators
 Chemotherapy No significant interaction 0.43
 Hormone therapy (breast cancer) No significant interaction 0.12
 Cancer type No significant interaction 0.32
Baseline levels of patient-reported outcomes
 Baseline fatigue No significant interaction 0.38
 Baseline cognitive functioning No significant interaction 0.60
 Depression* No significant interaction 1.00
  Anxietya,* 0.08
  Yes (n=325)    0.07 (−0.12; 0.26)
  No (n=1314) −0.10 (−0.19; −0.02)
Intervention moderators
 Delivery  modeb 0.97
  Unsupervised Reference
  Supervised −0.004 (−0.15; 0.14)
 Intervention length 0.07
  =<12 weeks −0.14 (−0.25; −0.04)
  12–24 weeks    0.01 (−0.13; 0.15)
  >24 weeks −0.18 (−0.32; −0.02)
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during and after cancer treatment, to investigate exercise 
effects on self-reported cognitive functioning. A major 
strength of this review is the availability of a large amount 
of IPD, enabling us to investigate a range of potential 
sociodemographic and clinical patient-level moderators. 
Another strength is that we carefully standardized outcome 
data and used uniform statistical techniques across all 
studies. However, several limitations of our study should 
also be mentioned. First, as stated above, the use of 
brief questionnaires (measuring one or two domains of 
cognitive functioning) to measure self-reported cognitive 
functioning might have resulted in less measurement 
responsiveness. This stresses the importance of including 
more comprehensive instruments to assess self-reported 
cognitive functioning. Second, in the current IPD meta-
analysis, we included all studies available in the POLARIS 
database. However, since this database originally 
comprises RCTs, which primarily investigate exercise 
effects on HRQoL, not all available RCTs investigating 
exercise effects on cognitive functioning were included in 
this analysis. As already mentioned, cognitive functioning 
was not the primary outcome in the included studies and no 
screening for cognitive problems was performed, resulting 
in low levels of cognitive problems at baseline. Therefore, 

the results of this study should be considered exploratory. 
Nevertheless, this meta-analysis provided sufficient 
statistical power to gain more insight into exercise effects 
on self-reported cognitive functioning and to determine 
whether these effects differ between subgroups. The results 
can inform the design of future studies in this field. Third, 
this study included heterogeneous patient populations (e.g., 
cancer type, stage, and timing of treatment), intervention 
types, intensity and duration, and outcome measures, which 
impedes the generalizability of our findings. Although 
the number of participants included in this analysis was 
considerable, the statistical power was insufficient to 
detect intervention- and exercise-related moderators, since 
these variables are defined at the study level, resulting in 
little variation across studies. Furthermore, patients who 
are willing to participate in exercise intervention trials 
are often highly motivated to be physically active. As 
a result, this selection of patients could have impacted 
baseline levels of cognitive functioning, leading to ceiling 
effects and hampering the generalizability of the results. 
Finally, adherence to the exercise program and the extent 
of contamination in the control group was unknown in the 
majority of the included studies, both of which could have 
an impact on the observed effects.
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Fig. 1  Forest plot of the effect of exercise interventions on self-reported cognitive functioning. Subtotals show the exercise effect in studies that 
applied the intervention during or after the cancer treatment. CI, confidence interval
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Conclusion

In conclusion, we found a statistically significant, but 
minimally beneficial effect of exercise on self-reported 
cognitive functioning in patients with cancer who were 
not specifically selected for experiencing cognitive 
problems at baseline. Consistent minimal, beneficial 
effects were observed across subgroups of patients with 
different sociodemographic and clinical characteristics. 
Slightly larger exercise effects on cognitive functioning 
were observed in post-cancer treatment studies, studies 
with an intervention length of 12 weeks or shorter or 24 
weeks and longer and in patients without anxiety. While 
the study sample was large and based on individual-level 
data, it was also highly heterogeneous with respect to 
diagnoses, disease stages, and exercise characteristics. 
To date, due to insufficient evidence, the current 
exercise guidelines for cancer survivors do not include 
any exercise prescriptions to improve self-reported 
cognitive functioning. Our study provides some evidence 
in support of including cognitive symptoms as a target 
for exercise interventions. However, sufficiently powered 
and properly designed trials in more homogenous 
populations of cancer patients are warranted in order to 
make more definitive recommendations and include these 
recommendations in the exercise guidelines for cancer 
survivors.

Supplementary Information The online version contains supplementary 
material available at https:// doi. org/ 10. 1007/ s11764- 023- 01392-3.

Funding The POLARIS study is supported by the Bas Mulder Award, 
granted to L. M. Buffart by the Alpe d’HuZes foundation/Dutch Cancer 
Society (VU2011–5045).

Data availability A request can be sent to the corresponding author to 
collaborate with the POLARIS Consortium.

Declarations 

Competing interests The authors declare no competing interests to 
disclose.

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

References

 1. Janelsins MC, Kesler SR, Ahles TA, Morrow GR. Prevalence, 
mechanisms, and management of cancer-related cognitive impair-
ment. Int Rev Psychiatry. 2014;26:102–13.

 2. Al Maqbali M, Al Sinani M, Al Naamani Z, Al Badi K, Tanash 
MI. Prevalence of fatigue in patients with cancer: a systematic 
review and meta-analysis. J Pain Symptom Manage. 2021;61:167–
189.e14.

 3. Niedzwiedz CL, Knifton L, Robb KA, Katikireddi SV, Smith DJ. 
Depression and anxiety among people living with and beyond 
cancer: a growing clinical and research priority. BMC Cancer. 
2019;19:943.

 4. Schmidt ME, Goldschmidt S, Hermann S, Steindorf K. Late 
effects, long-term problems and unmet needs of cancer survivors. 
Int J Cancer. 2022;151:1280–90.

 5. Oerlemans S, Schagen SB, van den Hurk CJ, Husson O, Schoor-
mans D, van de Poll-Franse LV. Self-perceived cognitive function-
ing and quality of life among cancer survivors: results from the 
PROFILES registry. J Cancer Surviv. 2022;16:303–13.

 6. Bray VJ, Dhillon HM, Vardy JL. Systematic review of self-
reported cognitive function in cancer patients following chemo-
therapy treatment. J Cancer Surviv. 2018;12:537–59.

 7. Schmidt JE, Beckjord E, Bovbjerg DH, Low CA, Posluszny DM, 
Lowery AE, et al. Prevalence of perceived cognitive dysfunction 
in survivors of a wide range of cancers: results from the 2010 
LIVESTRONG survey. J Cancer Surviv. 2016;10:302–11.

 8. Ahles TA, Root JC. Cognitive effects of cancer and cancer treat-
ments. Annu Rev Clin Psychol. 2018;14:425–51.

 9. Boykoff N, Moieni M, Subramanian SK. Confronting chemobrain: 
an in-depth look at survivors’ reports of impact on work, social 
networks, and health care response. J Cancer Surviv. 2009;3:223.

 10. Schmidt ME, Scherer S, Wiskemann J, Steindorf K. Return 
to work after breast cancer: the role of treatment-related side 
effects and potential impact on quality of life. Eur J Cancer Care. 
2019;28:e13051.

 11. Lycke M, Lefebvre T, Pottel L, Pottel H, Ketelaars L, Stellamans 
K, et al. Subjective, but not objective, cognitive complaints 
impact long-term quality of life in cancer patients. J Psychosoc 
Oncol. 2019;37:427–40.

 12. McDonald BC. Structural neuroimaging findings related to adult 
Non-CNS cancer and treatment: review, integration, and impli-
cations for treatment of cognitive dysfunction. Neurotherapeu-
tics. 2021;18:792–810.

 13. Campbell KL, Winters-Stone KM, Wiskemann J, May AM, 
Schwartz AL, Courneya KS, et al. Exercise guidelines for can-
cer survivors: consensus statement from International Multidis-
ciplinary Roundtable. Med Sci Sports Exerc. 2019;51:2375–90.

 14. Buffart LM, Kalter J, Sweegers MG, Courneya KS, Newton 
RU, Aaronson NK, et al. Effects and moderators of exercise on 
quality of life and physical function in patients with cancer: an 
individual patient data meta-analysis of 34 RCTs. Cancer Treat 
Rev. 2017;52:91–104.

 15. Zimmer P, Baumann FT, Oberste M, Wright P, Garthe A, 
Schenk A, et al. Effects of exercise interventions and physical 
activity behavior on cancer related cognitive impairments: a 
systematic review. Biomed Res Int. 2016;2016:1820954.

 16. Liu PZ, Nusslock R. Exercise-mediated neurogenesis in the hip-
pocampus via BDNF. Front Neurosci. 2018;12:52.

 17. Falck RS, Davis JC, Best JR, Crockett RA, Liu-Ambrose T. 
Impact of exercise training on physical and cognitive function 
among older adults: a systematic review and meta-analysis. 
Neurobiol Aging. 2019;79:119–30.

https://doi.org/10.1007/s11764-023-01392-3
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


 Journal of Cancer Survivorship

1 3

 18. Biazus-Sehn LF, Schuch FB, Firth J, de Stigger FS. Effects of 
physical exercise on cognitive function of older adults with mild 
cognitive impairment: a systematic review and meta-analysis. 
Arch Gerontol Geriatr. 2020;89:104048.

 19. Campbell KL, Winters-Stone KM, Wiskemann J, May AM, 
Schwartz AL, Courneya KS, et al. Exercise Guidelines for 
Cancer Survivors: consensus statement from International 
Multidisciplinary Roundtable. Med Sci Sports Exerc. 
2019;51:2375–90.

 20. Campbell KL, Zadravec K, Bland KA, Chesley E, Wolf F, 
Janelsins MC. The effect of exercise on cancer-related cog-
nitive impairment and applications for physical therapy: sys-
tematic review of randomized controlled trials. Phys Ther. 
2020;100:523–42.

 21. Witlox L, Schagen SB, de Ruiter MB, Geerlings MI, Peeters 
PHM, Koevoets EW, et al. Effect of physical exercise on cogni-
tive function and brain measures after chemotherapy in patients 
with breast cancer (PAM study): protocol of a randomised con-
trolled trial. BMJ Open. 2019;9:e028117.

 22. Koevoets EW, Schagen SB, de Ruiter MB, Geerlings MI, Witlox 
L, van der Wall E, et al. Effect of physical exercise on cognitive 
function after chemotherapy in patients with breast cancer: a 
randomized controlled trial (PAM study). Breast Cancer Res. 
2022;24:36.

 23. Koevoets EW, Schagen SB, de Ruiter MB, Geerlings MI, 
Witlox L, van der Wall E, et al. Effect of physical exercise 
on cognitive function after chemotherapy in patients with 
breast cancer: a randomized controlled trial (PAM study). 
Breast Cancer Res. 2022;24:36. https:// doi. org/ 10. 1186/ 
s13058- 022- 01530-2.

 24. Hartman SJ, Nelson SH, Myers E, Natarajan L, Sears DD, 
Palmer BW, et al. Randomized controlled trial of increasing 
physical activity on objectively measured and self-reported cog-
nitive functioning among breast cancer survivors: the memory 
& motion study. Cancer. 2018;124:192–202. https:// acsjo urnals. 
onlin elibr ary. wiley. com/ doi/ abs/ 10. 1002/ cncr. 30987.

 25. Debray TPA, Moons KGM, van Valkenhoef G, Efthimiou O, 
Hummel N, Groenwold RHH, et al. Get real in individual par-
ticipant data (IPD) meta-analysis: a review of the methodology. 
Res Synth Methods. 2015;6:293–309.

 26. Riley RD, Lambert PC, Abo-Zaid G. Meta-analysis of individual 
participant data: rationale, conduct, and reporting. BMJ. 2010;340

 27. Buffart LM, Kalter J, Chinapaw MJM, Heymans MW, Aaronson 
NK, Courneya KS, et al. Predicting OptimaL cAncer RehabIlita-
tion and Supportive care (POLARIS): rationale and design for 
meta-analyses of individual patient data of randomized controlled 
trials that evaluate the effect of physical activity and psychosocial 
interventions on healt. Syst Rev. 2013;2:75.

 28. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, 
Mulrow CD, et al. The PRISMA 2020 statement: an updated 
guideline for reporting systematic reviews. BMJ. 2021;372:n71.

 29. Aaronson N, Ahmedzai S, Bergman B, Bullinger M, Cull A, 
Duez N, et  al. The European Organization for Research and 
Treatment of Cancer QLQ-C30: a quality-of-life instrument for 
use in international clinical trials in oncology. J Natl Cancer Inst. 
1993;85:365–76.

 30. Cormie P, Galvão DA, Spry N, Joseph D, Chee R, Taaffe DR, et al. 
Can supervised exercise prevent treatment toxicity in patients 
with prostate cancer initiating androgen-deprivation therapy: a 
randomised controlled trial. BJU Int. 2015;115:256–66.

 31. Galvão DA, Taaffe DR, Spry N, Joseph D, Newton RU. Combined 
resistance and aerobic exercise program reverses muscle loss in 
men undergoing androgen suppression therapy for prostate cancer 
without bone metastases: a randomized controlled trial. J Clin 
Oncol. 2010;28:340–7.

 32. Galvão DA, Spry N, Denham J, Taaffe DR, Cormie P, Joseph 
D, et  al. A multicentre year-long randomised controlled 
trial of exercise training targeting physical functioning in 
men with prostate cancer previously treated with androgen 
suppression and radiation from TROG 03.04 RADAR. Eur Urol. 
2014;65:856–64.

 33. Mehnert A, Veers S, Howaldt D, Braumann K-M, Koch U, 
Schulz K-H. Effects of a physical exercise rehabilitation group 
program on anxiety, depression, body image, and health-related 
quality of life among breast cancer patients. Oncol Res Treat. 
2011;34:248–53.

 34. Thorsen L, Skovlund E, Strømme SB, Hornslien K, Dahl AA, 
Fosså SD. Effectiveness of physical activity on cardiorespiratory 
fitness and health-related quality of life in young and middle-
aged cancer patients shortly after chemotherapy. J Clin Oncol. 
2005;23:2378–88.

 35. Winters-Stone KM, Dobek JC, Bennett JA, Dieckmann NF, 
Maddalozzo GF, Ryan CW, et al. Resistance training reduces 
disability in prostate cancer survivors on androgen deprivation 
therapy: evidence from a randomized controlled trial. Arch Phys 
Med Rehabil. 2015;96:7–14.

 36. Taaffe DR, Newton RU, Spry N, Joseph D, Chambers SK, 
Gardiner RA, et  al. Effects of different exercise modalities 
on fatigue in prostate cancer patients undergoing androgen 
deprivation therapy: a year-long randomised controlled trial. Eur 
Urol. 2017;72:293–9.

 37. Smets EMA, Garssen B, Bonke B, De Haes JCJM. The 
Multidimensional Fatigue Inventory (MFI) psychometric 
qualities of an instrument to assess fatigue. J Psychosom Res. 
1995;39:315–25.

 38. Kampshoff CS, Chinapaw MJM, Brug J, Twisk JWR, Schep G, 
Nijziel MR, et al. Randomized controlled trial of the effects of 
high intensity and low-to-moderate intensity exercise on physical 
fitness and fatigue in cancer survivors: results of the Resistance 
and Endurance exercise After ChemoTherapy (REACT) study. 
BMC Med. 2015;13:275.

 39. Korstjens I, May AM, van Weert E, Mesters I, Tan F, Ros WJG, 
et al. Quality of life after self-management cancer rehabilitation: 
a randomized controlled trial comparing physical and cognitive-
behavioral training versus physical training. Psychosom Med. 
2008;70:422–9.

 40. Travier N, Velthuis MJ, Steins Bisschop CN, van den Buijs B, 
Monninkhof EM, Backx F, et al. Effects of an 18-week exercise 
programme started early during breast cancer treatment: a 
randomised controlled trial. BMC Med. BMC Med. 2015;13:121.

 41. van Vulpen JK, Velthuis MJ, Steins Bisschop CN, Travier N, van 
den Buijs BJW, Backx FJG, et al. Effects of an exercise program in 
colon cancer patients undergoing chemotherapy. Med Sci Sports 
Exerc. 2016;48:767–75.

 42. Van Waart H, Stuiver MM, Van Harten WH, Geleijn E, Kieffer 
JM, Buffart LM, et al. Effect of low-intensity physical activity 
and moderate- to high-intensity physical exercise during adju-
vant chemotherapy on physical fitness, fatigue, and chemotherapy 
completion rates: Results of the PACES randomized clinical trial. 
J Clin Oncol. 2015;33:1918–27.

 43. Wiskemann J, Dreger P, Schwerdtfeger R, Bondong A, Huber G, 
Kleindienst N, et al. Effects of a partly self-administered exercise 
program before, during, and after allogeneic stem cell transplanta-
tion. Blood. 2011;117:2604–13.

 44. Persoon S, ChinAPaw MJM, Buffart LM, Liu RDK, Wijermans 
P, Koene HR, et al. Randomized controlled trial on the effects 
of a supervised high intensity exercise program in patients 
with a hematologic malignancy treated with autologous stem 
cell transplantation: Results from the EXIST study. PloS One. 
2017;12:e0181313.

https://doi.org/10.1186/s13058-022-01530-2
https://doi.org/10.1186/s13058-022-01530-2
https://acsjournals.onlinelibrary.wiley.com/doi/abs/10.1002/cncr.30987
https://acsjournals.onlinelibrary.wiley.com/doi/abs/10.1002/cncr.30987


Journal of Cancer Survivorship 

1 3

 45. Vercoulen JH, Swanink CM, Fennis JF, Galama JM, van der Meer 
JW, Bleijenberg G. Dimensional assessment of chronic fatigue 
syndrome. J Psychosom Res. 1994;38:383–92.

 46. Goedendorp MM, Peters MEWJ, Gielissen MFM, Witjes JA, Leer 
JW, Verhagen CAHHVM, et al. Is increasing physical activity 
necessary to diminish fatigue during cancer treatment? comparing 
cognitive behavior therapy and a brief nursing intervention with 
usual care in a multicenter randomized controlled trial. Oncolo-
gist. 2010;15:1122–32.

 47. Glaus A, Müller S. Measuring fatigue of cancer patients in the 
German-speaking region: development of the Fatigue Assessment 
Questionnaire. Pflege. 2001;14:161–70.

 48. Schmidt ME, Wiskemann J, Armbrust P, Schneeweiss A, Ulrich 
CM, Steindorf K. Effects of resistance exercise on fatigue and 
quality of life in breast cancer patients undergoing adjuvant 
chemotherapy: a randomized controlled trial. Int J Cancer. 
2015;137:471–80.

 49. Steindorf K, Schmidt ME, Klassen O, Ulrich CM, Oelmann J, 
Habermann N, et al. Randomized, controlled trial of resistance 
training in breast cancer patients receiving adjuvant radiotherapy: 
results on cancer-related fatigue and quality of life. Ann Oncol. 
2014;25:2237–43.

 50. Cohen J. Statistical power analysis for the behavioral sciences. 
2nd ed. Hillsdale, NJ: Lawrence Earlbaum; 1988.

 51. Van Waart H, Stuiver MM, Van Harten WH, Geleijn E, Kieffer 
JM, Buffart LM, et al. Effect of low-intensity physical activity 
and moderate- to high-intensity physical exercise during adjuvant 
chemotherapy on physical fitness, fatigue, and chemotherapy 
completion rates: results of the PACES randomized clinical trial. 
J Clin Oncol. 2015;33:1918–27.

 52. Annunziata MA, Muzzatti B, Bidoli E, Flaiban C, Bomben 
F, Piccinin M, et al. Hospital Anxiety and Depression Scale 
(HADS) accuracy in cancer patients. Support Care Cancer. 
2020;28:3921–6.

 53. Feenstra HEM, Murre JMJ, Vermeulen IE, Kieffer JM, Schagen 
SB. Reliability and validity of a self-administered tool for online 
neuropsychological testing: the Amsterdam Cognition Scan. J 
Clin Exp Neuropsychol. 2018;40:253–73. https:// doi. org/ 10. 1080/ 
13803 395. 2017. 13390 17.

 54. Hartman SJ, Nelson SH, Myers E, Natarajan L, Sears DD, Palmer 
BW, et al. Randomized controlled trial of increasing physical 
activity on objectively measured and self-reported cognitive func-
tioning among breast cancer survivors: the memory & motion 
study. Cancer. 2018;124:192–202.

 55. Janelsins MC, Heckler CE, Peppone LJ, Kamen C, Mustian 
KM, Mohile SG, et al. Cognitive complaints in survivors of 
breast cancer after chemotherapy compared with age-matched 
controls: an analysis from a nationwide, multicenter, prospective 
longitudinal study. J Clin Oncol. 2016;35:506–14.

 56. Kampshoff CS, van Mechelen W, Schep G, Nijziel MR, Witlox 
L, Bosman L, et al. Participation in and adherence to physical 
exercise after completion of primary cancer treatment. Int J Behav 
Nutr Phys Act. 2016;13:100.

 57. Costa DSJ, Fardell JE. Why are objective and perceived cognitive 
function weakly correlated in patients with cancer? J Clin Oncol. 
2019;37:1154–8. https:// doi. org/ 10. 1200/ JCO. 18. 02363.

 58. Campbell KL, Kam JWY, Neil-Sztramko SE, Liu Ambrose T, Handy 
TC, Lim HJ, et al. Effect of aerobic exercise on cancer-associated 
cognitive impairment: a proof-of-concept RCT. Psychooncology. 
2018;27:53–60.

 59. Gehring K, Stuiver MM, Visser E, Kloek C, van den Bent M, 
Hanse M, et al. A pilot randomized controlled trial of exercise to 
improve cognitive performance in patients with stable glioma: a 
proof of concept. Neuro Oncol. 2020;22:103–15.

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

https://doi.org/10.1080/13803395.2017.1339017
https://doi.org/10.1080/13803395.2017.1339017
https://doi.org/10.1200/JCO.18.02363


 Journal of Cancer Survivorship

1 3

Authors and Affiliations

Anouk E. Hiensch1 · Julia Beckhaus1 · Lenja Witlox1 · Evelyn M. Monninkhof1 · Sanne B. Schagen2 · 
Jonna K. van Vulpen3 · Maike G. Sweegers4 · Robert U. Newton5 · Neil K. Aaronson2 · Daniel A. Galvão5 · 
Karen Steindorf6 · Martijn M. Stuiver4 · Ilse Mesters7 · Hans Knoop8 · Martine M. Goedendorp9,10 · 
Martin Bohus11,12 · Lene Thorsen13,14 · Karl‑Heinz Schulz15 · Martina E. Schmidt6 · Cornelia M. Ulrich16 · 
Gabe S. Sonke17 · Wim H. van Harten2,18 · Kerri M. Winters‑Stone19 · Miranda J. Velthuis20 · Dennis R. Taaffe5 · 
Willem van Mechelen21,22,23,24 · Marie José Kersten25 · Frans Nollet26,27 · Joachim Wiskemann28 · 
Laurien M Buffart5,29 · Anne M May1

1 Julius Center for Health Sciences and Primary Care, 
University Medical Center Utrecht, Utrecht University, 
Utrecht, The Netherlands

2 Division of Psychosocial Research and Epidemiology, 
Netherlands Cancer Institute, Amsterdam, The Netherlands

3 Department of Radiation Oncology, University Medical 
Center Utrecht, Utrecht University, Utrecht, The Netherlands

4 Division of Psychosocial Research and Epidemiology & 
Center for Quality of Life, Netherlands Cancer Institute, 
Amsterdam, The Netherlands

5 Exercise Medicine Research Institute, Edith Cowan 
University, Perth, WA, Australia

6 Division of Physical Activity, Prevention and Cancer, 
German Cancer Research Center (DKFZ) and National 
Center for Tumor Diseases (NCT) Heidelberg, Heidelberg, 
Germany

7 Department of Epidemiology, Maastricht University, 
Maastricht, The Netherlands

8 Department of Medical Psychology, Amsterdam 
UMC location University of Amsterdam, Amsterdam, 
The Netherlands

9 Department of Health Psychology, University Medical 
Center Groningen, University of Groningen, Groningen, 
The Netherlands

10 Department of Health Sciences, Faculty of Science, Vrije 
Universiteit Amsterdam, Amsterdam Public Health Research 
Institute, Amsterdam, The Netherlands

11 Institute of Psychiatric and Psychosomatic Psychotherapy, 
Central Institute of Mental Health, Mannheim, Heidelberg 
University, Heidelberg, Germany

12 Faculty of Health, University of Antwerp, Antwerp, Belgium
13 National Advisory Unit on Late Effects after Cancer, 

Department of Oncology, Oslo University Hospital, Oslo, 
Norway

14 Department of Clinical Service, Division of Cancer 
Medicine, Oslo University Hospital, Oslo, Norway

15 Athleticum – Competence Center for Sports- and Exercise 
Medicine and Institute for Medical Psychology, University 
Medical Center Hamburg-Eppendorf, Hamburg, Germany

16 Huntsman Cancer Institute and Department of Population 
Health Sciences, University of Utah, Salt Lake City, USA

17 Netherlands Cancer Institute, Amsterdam, The Netherlands
18 Department of Health Technology and Services Research, 

University of Twente, Enschede, The Netherlands
19 Division of Oncological Sciences, Knight Cancer Institute, 

Oregon Health & Science University, Portland, OR, USA
20 Netherlands Comprehensive Cancer Organisation (IKNL), 

Utrecht, The Netherlands
21 Department of Public and Occupational Health, Amsterdam 

Public Health Research Institute, Amsterdam UMC, location: 
Vrije Universiteit, Amsterdam, The Netherlands

22 School of Human Movement and Nutrition Sciences, 
Faculty of Health and Behavioural Sciences, University 
of Queensland, Brisbane, Australia

23 Division of Exercise Science and Sports Medicine (ESSM), 
Department of Human Biology, Faculty of Health Sciences, 
University of Cape Town, Cape Town, South Africa

24 School of Public Health, Physiotherapy and Population 
Sciences, University College Dublin, Dublin, Ireland

25 Department of Hematology, Amsterdam University Medical 
Centers, Location University of Amsterdam, Cancer Center 
Amsterdam, Amsterdam, The Netherlands

26 Department of Rehabilitation Medicine, Amsterdam 
UMC location University of Amsterdam, Amsterdam, 
The Netherlands

27 Amsterdam Movement Sciences, Rehabilitation & 
Development, Amsterdam, The Netherlands

28 Working Group Exercise Oncology, Division of Medical 
Oncology, University Clinic Heidelberg and National Center 
for Tumor Diseases (NCT), Heidelberg, Germany

29 Department of Physiology, Radboudumc, Nijmegen, 
The Netherlands


	Moderators of exercise effects on self-reported cognitive functioning in cancer survivors: an individual participant data meta-analysis
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 
	Implications for Cancer Survivors 

	Introduction
	Methods
	Quality assessment
	Outcomes
	Potential moderators
	Statistical analysis

	Results
	Included exercise interventions
	Exercise effects on self-reported cognitive functioning and potential moderators
	Sensitivity analysis

	Discussion
	Conclusion
	Anchor 20
	References


