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Abstract
Background: A feasibility randomised‐controlled trial found that a cognitive‐
behavioural therapy intervention for renal fatigue has the potential to reduce
fatigue in patients receiving haemodialysis, but uptake was low.
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Objectives: Nested in the randomised‐controlled trial (RC) qualitative interviews
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Design: The trial included 24 participants at baseline. Semi‐structured interviews were
conducted with nine participants from the intervention arm (n = 12). Approach
randomisation). Data were analysed using inductive thematic analysis.
Findings: Five main themes were formulated. The overarching theme was a sense of

the key barriers and facilitators to engagement, cognitive and illness/treatment burdens
and collaboration with the therapist. Participants described changes related to their
activity, thoughts and social identity/interactions, which shaped perceptions of change
in fatigue. Lastly, participants discussed the optimal delivery of the intervention.
Conclusions: This study revealed the importance of patients' understanding
of fatigue and acceptance of the treatment model for the acceptability of and
engagement with a cognitive‐behavioural therapy‐based intervention for fatigue.
Overall, there was an indication that such an intervention is acceptable to patients
and the mechanisms of change align with the proposed biopsychosocial model of
fatigue. However, it needs to be delivered in a way that is appealing and practical to
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symptom is in conjunction with self‐management demands of the illness
more generally, while the CB model acknowledges the interrelationships

Patients receiving haemodialysis experience high symptom burden

between cognitions, emotions, behaviours, and physiology (Hudson

with fatigue being reported as one of the most common and disabling

et al., 2016). The biopsychosocial cognitive‐behavioural model of fatigue

(Bonner et al., 2010; Murtagh et al., 2007). It is estimated that between

arising from these theoretical underpinnings and evidence suggests ways

42% and 82% of patients experience persistent fatigue (Artom

in which these factors impact on physiological and disease‐related

et al., 2014) which can significantly impact upon the quality of life and

processes, and therefore can lead to the exacerbation and perpetuation

daily functioning (Picariello et al., 2018a; Rezaei et al., 2020). Further-

of fatigue (Picariello et al., 2017c; Van Kessel & Moss‐Morris 2006). In

more, among patients receiving haemodialysis (HD), fatigue is associated

summary, using CBT principles, the BReF intervention targets patients'

with increased risk of cardiovascular events (Koyama et al., 2010) and

thoughts, emotions, and behaviours related to fatigue.

mortality (Bossola et al., 2015; Jhamb et al., 2011; Picariello et al., 2019).

In a subsequent feasibility randomised‐controlled trial (RCT)

Given this, the importance of interventions designed to reduce fatigue

there was indication that BReF was beneficial when compared to a

and its impact should be a research priority, which has also been

wait‐list control, revealing moderate to large treatment effects for

identified by the Standardized Outcomes in Nephrology‐Hemodialysis

fatigue severity (g = 0.81, 95% CI: −0.67, 2.29) and fatigue‐related

(SONG‐HD) initiative (Tong et al., 2017).

functional impairment (g = 0.93, 95% CI: −0.26, 2.12) (Picariello

The complex aetiology of fatigue in kidney disease is yet to be

et al., 2021). Despite a high rate of retention (75%; 18/24), issues

fully defined, but is likely to involve an interaction between biological,

with uptake were evident through a consent rate of 16.6% (53/320).

psychological and socials factors (Artom et al., 2014; Bossola

These findings illustrate the need to further understand participants'

et al., 2011; Chilcot et al., 2016; Gregg et al., 2021; Picariello

experiences with the intervention from approach to treatment

et al., 2017c, 2020). Currently, there is no consistent treatment

completion before pursuing a large efficacy trial.

model of fatigue in patients receiving dialysis.

Accordingly, and in line with the MRC framework for developing
and testing complex interventions (O'Cathain et al., 2019a; Skivington
et al., 2021), nested qualitative interviews were conducted as part of the

L I T E R A T U R E RE V I E W

RCT with the aim of understanding participants' experiences of the
BReF intervention to inform modifications for enhanced acceptability

A recent scoping review of fatigue interventions across long‐term

and engagement. Even though there is growing qualitative evidence on

physical conditions (N = 52) found little support for pharmacological

the experience of fatigue across LTCs (Whitehead et al., 2016),

treatments, while exercise and cognitive‐behavioural therapy (CBT)

qualitative studies that focus on fatigue treatment experiences are

appeared effective in reducing fatigue (Hulme et al., 2018). The potential

generally scarce (Gottberg et al., 2016; Picariello et al., 2017a). In

of psychosocial interventions for fatigue management in kidney disease

contrast to pharmacological interventions, interventions like CBT or

has also been substantiated by a recent meta‐analytic review (Picariello

exercise require both time and effort from patients. Not surprisingly,

et al., 2017b). However, studies included in the review were found to be

drop‐out is a pertinent issue of CBT, where, according to a meta‐analysis

of low quality and most of the interventions were designed to improve

of drop‐out from CBT across a range of mental health disorders, 15.9%

quality of life or reduce psychological distress rather than treat fatigue.

of patients would not start treatment, while 26.2% of patients dropped‐

Recently we developed a CBT for renal fatigue (BReF) intervention

out during treatment, with higher attrition rates among patients with

which was informed by theory, namely the Common‐Sense Model of

diagnosed depression (Fernandez et al., 2015). Similarly, according to a

Self‐Regulation (CSM‐SR; Leventhal et al., 1997, 2003, 2016) and the

systematic review of CBT for fatigue in multiple sclerosis, session

cognitive‐behavioural (CB) model (Wessely et al., 1998); existing evidence

adherence varied from 4.3% to 100% across trials (Van Den Akker

from other long‐term conditions (White et al., 2011; Moss‐Morris

et al., 2016). Given the complex and multifactorial nature of acceptability

et al., 2012) and studies conducted to better define the contribution of

(Sekhon et al., 2017) and a multitude of factors that may facilitate or

cognitive and behavioural factors to fatigue in kidney failure (Chilcot

impede engagement with CBT, coupled with the complex needs of the

et al., 2016; Picariello et al., 2017c, 2018a, 2020). The CSM‐SR is a

dialysis population, building an in‐depth understanding of patients'

dominant theoretical framework for understanding how patients' lay

experiences of treatment was deemed essential. The main research

perceptions of an illness (illness perceptions) and emotional responses

question of the nested qualitative interviews was: How do people on

guide‐coping behaviours, as part of self‐regulation of health and illness

haemodialysis engage with, and perceive, a cognitive‐behavioural interven-

(Hagger et al., 2017). Illness perceptions consist of the following

tion (BReF) for fatigue? with the following sub‐questions mapped onto

dimensions: (1) identity (how symptoms are experienced and attributed

Sekhon et al. (2017) acceptability framework:

to the illness); (2) cause (beliefs about causes of the illness); (3) timeline
(beliefs about the duration of the illness, cyclical, acute or chronic); (4)

(1) What were participants' attitudes towards, and understanding of,

consequences (beliefs about the impact of the illness), (5) control/cure

the intervention? (seeking to explore affective attitudes, ethi-

(beliefs regarding the controllability/curability of the illness, further split

cality, intervention coherence).

into personal and treatment control), and (6) coherence (understanding of

(2) What were participants' experiences of the feasibility of the

the illness). An integrated approach is critical when the management of a

intervention? (seeking to explore burden and opportunity costs).

|

EXPERIENCES OF CBT FOR FATIGUE

3

(3) What were participants' experiences of the perceived effective-

and approaching end of life, receiving psychotherapy, participating in

ness of, and change following, the intervention? (seeking to

any other intervention. Participants in the intervention arm were

explore perceived effectiveness).

supposed to be purposively selected to take part in the interviews

(4) What were the perceived facilitators of, and barriers to,

based on prespecified criteria outlined in the study's protocol

engagement with the intervention? (seeking to explore burden

(Picariello et al., 2018b) but given the smaller sample size, a decision

and self‐efficacy).

was made to invite all the participants who received the intervention.
All participants consented to be interviewed; however, two were
subsequently unreachable or hospitalised during the data collection

MATERIALS A ND METHODS

window, leading to nine participants being interviewed.

Design
Overview of BReF intervention
As reported elsewhere (Picariello et al., 2018b, 2021), a two‐arm
parallel feasibility RCT was conducted which included nested qualita-

Participants in the intervention arm received a CBT‐based self‐

tive interviews. Participants were randomised (1:1 ratio) to either the

management intervention targeting fatigue with therapist support. The

intervention arm (BReF) or a wait‐list control arm. The primary

development of the CBT‐based intervention was systematic, based on

outcomes of the trial were related to feasibility, including recruitment

the findings of reviews and qualitative and prospective studies, with

and retention rates and willingness to be randomised. In addition, self‐

substantial input from 10 patient and public representatives and a

reported outcomes were also collected including fatigue severity

multidisciplinary team of health psychologists, clinical psychologists, and

(Chalder Fatigue Questionnaire; CFQ; Chalder et al., 1993). The CFQ

nephrologists. A self‐management manual was provided to participants

consists of 11 items scored on a 4‐point SSS, with total scores ranging

alongside a task workbook which helped participants to track their

from 0 to 33 using continuous scoring. Higher scores indicate higher

behaviour and set goals. The manual consisted of 10 chapters,

fatigue severity. Assessments were conducted at baseline (before

accompanied by a task for each session (see Table 1 for a content

participants were randomised,) and at follow‐up (3 months post‐

summary). This was accompanied by three to five sessions with a

randomisation, representing end‐of‐treatment).

therapist (one was a researcher with a background in health psychology,

Of 320 patients who were approached 53 were screened for

CBT training and experience in working with fatigued patient groups and

fatigue and subsequently 24 were randomised (12 per arm, see RCT

the other was a health psychologist working in a renal setting). The first

paper for full details; Picariello et al., 2021). One participant was lost

and last therapy sessions were in‐person and lasted an hour, and the ones

at follow‐up in the intervention arm, and five participants were lost in

in‐between took place on the phone for 30 minutes. Face‐to‐face

the control arm. The rate of retention at follow‐up was 75% (95% CI:

sessions were in most instances held in a private room at the participant's

53.29–90.23). Participants in the intervention were interviewed

home although, in some situations, it was necessary they took place while

immediately after completion of the 3‐month post‐randomisation

participants were on dialysis. The number of therapy sessions participants

questionnaire. The current study reports the findings arising from the

received depended on their level of engagement and personal model of

nested in this trial qualitative interviews.

fatigue. The programme comprised of two units: a basic unit (level 1) and

The study received ethical approval from the London Bridge NHS

an advanced unit (level 2). For the basic unit, participants covered four

Research Ethics Committee (17/LO/1406). Informed consent was

chapters from the manual, three of which were accompanied by a

obtained from all participants. All participants were assigned an

therapy session, and one was selected according to the participants'

identification number (ID) and all collected data, audio‐recordings,

needs and covered without therapist support. Participants who engaged

and interview transcripts are identified by the ID number. Any

well in the first two sessions were provided with the opportunity to

identifiable information was removed from interview transcripts.

undertake level 2, which involved covering two additional chapters with

Data were stored in a secure restricted access digital folder. Consent

the therapist over the phone focused on cognitive restructuring. The

forms containing identifiable information are stored separately from

wait‐list control arm continued receiving routine treatment, including any

non‐identifiable data. Optional consent was sought for the use of

medical treatments for fatigue, and received the manual without therapist

quotes arising from the qualitative interviews.

support after their participation was completed.

Participants

Procedure for the qualitative interviews

Participants were eligible to take part in the trial if they were aged 18

Semi‐structured, one‐to‐one interviews were conducted between

or over, had been receiving haemodialysis treatment for at least 90

May 2018 and February 2019 either in‐person (n = 2) or on the

days, were experiencing clinical levels of fatigue (≥18 using the CFQ).

phone (n = 7), with a researcher who was independent of designing

Participants were excluded if they had any known cognitive

or running the intervention. The interview schedule (available in

impairment, a severe mental health disorder, were failing on dialysis

Supporting Information Material 1) focused on participants'
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ET AL.

Summary of the content of the BReF manual (Picariello et al., 2018b)

Chapter

Content

Between sessions task

Renal fatigue explained

Understanding renal fatigue and alternative explanations

Fatigue self‐monitoring

Assessment of fatigue and personal model of fatigue
Finding balance in activities
and rest

Patterns of rest and activity and their effects on the body

Activity difficulty task

Planning activity and rest

Activity and rest goal sheet

Exercise
Improving sleep

Sleep hygiene

Sleep, activity and rest goal sheet

Maladaptive sleep patterns
Improving sleep
Learning to relax

Diaphragmatic breathing

Relaxation diary

Progressive muscle relaxation (PMR)
Relaxation training: Step‐by‐step
Coping with emotions

Strategies to cope with negative emotions
Self‐assessment of negative emotions

Coping with negative emotions goal
sheet

Expressing emotions
Managing stress

General tips to reduce the impact stress on life

Managing stress goal sheet

Managing controllable and uncontrollable stressors
Mindfulness
Making use of social
support

Creating a support network

Social support goal sheet

Disclosure versus keeping it to self
Social comparisons

Becoming aware of your
thinking

Common unhelpful thoughts

Thought record

Changing your thinking

Identifying alternative thoughts

Alternative thoughts goal sheet

Preparing for the future

Sustaining and building on improvements

Long‐term goals worksheet

Identifying unhelpful thinking

Developing future goals
Tips for everyday life
Abbreviations: BReF, cognitive‐behavioural therapy for renal fatigue; PMR, progressive muscle relaxation.

experiences of taking part in the study and receiving the intervention,

formulating themes (Braun & Clarke, 2019). This qualitative analysis

other treatments they have tried to manage fatigue, their expecta-

approach was deemed to be most appropriate given the scope of the

tions about their future energy levels and how to improve the

work based on existing guidance (Braun & Clarke, 2021). This approach

intervention for future use. The duration of the interviews ranged

provided flexibility and enabled the researcher to interpret and create

from 19 to 68 minutes (mean = 48 min, s.d. = 14.32). Interviews were

an understanding of participants' experiences of the intervention

digitally recorded, anonymised, and transcribed verbatim by the

directed by the content of the data (Braun & Clarke, 2014, 2019).

interviewers. Qualitative guidelines (Elliott et al., 1999; Yardley, 2000)
informed the study procedure.

The qualitative analysis here complements the quantitative
findings of the feasibility trial, and together these findings
informed progression decisions and modifications necessary with
regard to the intervention and its further evaluation. In considera-

Analysis

tion of this, data were analysed within a pragmatist epistemological paradigm, for the following reasons: (1) equal value placed on

Qualitative data were analysed using reflexive inductive thematic

both the quantitative and qualitative data, (2) not constrained by

analysis, a qualitative method used for identifying recurrent patterns

the philosophical discrepancies underpinning quantitative and

(themes) in the data bottom‐up (driven by the data rather than a pre‐

qualitative research, and (3) focus on practical and actionable

existing theory) acknowledging the active role of the researcher in

results (Bishop, 2015; Frey, 2018).
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The data were analysed using NVivo 12, following the six phases

view of fatigue adopted in the intervention. This was closely

outlined by Braun and Clarke (2006). Firstly, the researcher familiarised

linked to their understanding and acceptance of the treatment

themselves with the data, then they systematically read each transcript

model. The sense of coherence in relation to the understanding of

and coded units of meaning which led to the generation of initial codes.

fatigue and intervention was an overarching theme here that

Following this, codes that were similar in meaning were grouped

grounded all the other themes described below, shaping partici-

together. Once the number of codes had been reduced substantially by

pants' perceptions of acceptability, experience of barriers and

amalgamating them, the codes were organised into potential themes

facilitators, and how they engaged with the intervention. Lack of

and subthemes and were refined in the discussion by the team and

coherence between the perceived causes of fatigue and the

applications of the devised themes/subthemes back to the raw data,

treatment model could undermine acceptability of and engage-

and a coding manual was developed (see Supporting Information

ment with the intervention, establishing it as a key and

Material 2). Analysis was conducted by a researcher who was

superseding construct.

independent of designing or running the intervention, but the themes
and subthemes were refined collaboratively with the research team.

Understanding the causes of fatigue

Anonymised quotes are presented in the overview of findings below

Participants spoke about their understanding of the causes of their

and they were selected for typicality in illustrating the themes.

fatigue and how this aligned with the biopsychosocial approach to

Participant ID codes refer to gender and age (i.e. M_32; male aged 32).

fatigue presented in the intervention. For some participants, there
was a clear alignment between their experiences and the
biopsychosocial approach presented in the intervention, indicating

Findings

coherence:

A summary of key participant characteristics is available in Table 2.

Everything that was happening to me I was noticing in

An improvement in fatigue was observed among eight participants

the book [intervention manual] (M_32_Fatigue Improved).

(points of change range 4.40–21), while one participant reported a
one‐point deterioration in fatigue. Five main themes were formulated

Others described re‐evaluating the factors responsible for their

through the thematic analysis (Table 3) and are discussed in more

fatigue and adjusting their understanding of fatigue as a result of the

detail below. Figure 1 is a thematic diagram of the identified themes

intervention:

and subthemes and their inter‐connections.
That's partly what was making me feel fatigued, was
the negativity so, if I could have more positive

Themes

thoughts and more goals and aims then I would have
a little bit more energy (F_80_Fatigue Improved).

Coherence of fatigue and intervention
This illustrates how participants were able to increase a
Participants spoke about the causes for their fatigue, relating

biopsychosocial understanding of the causes for their fatigue through

their understanding and experiences back to the biopsychosocial

participating in the intervention.

TABLE 2

Participant information

Gender

Age range

Ethnicity

URR
baseline (%)

URR post‐
intervention (%)

Baseline
CFQ Score

Months
on dialysis

CFQ change
scorea

M

30–44

Asian

76

76

18

18

−12.5

F

45–59

White

80

63

25

14

−12.0

F

30–44

Mixed

68

71

23

24

−4.4

M

45–59

White

55

68

20

48

−7.9

F

60+

White

78

79

19

18

−8.0

M

30–44

White

74

78

27

9

1

M

60+

Asian

78

77

27

72

−14.0

M

60+

White

63

70

22

84

−4.0

F

60+

Black

72

76

26

72

−21.0

Abbreviations: CFQ, Chalder Fatigue Questionnaire; F, Female; M, Male; URR, urea reduction ratio—marker of dialysis adequacy with a recommended
target of >65% (Kerr et al., 2005).
a

A negative score indicates a reduction in fatigue from baseline to follow‐up (i.e., improvement).
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Themes and subthemes

1. Coherence related to
fatigue and intervention

2. Barriers to intervention
engagement

3. Collaboration with a
therapist as a facilitator of
intervention engagement

1a. Understanding the
causes of fatigue

2a. Cognitive burden

‐

1b. Making sense of the
intervention

2b. Illness and treatment
burden

4. Processes and perception
of change

5. Intervention delivery

4a. Establishing consistency
in activity patterns

5a. Right time and approach

4b. Managing thoughts and
emotions

5b. Structure and length

4c. Changing social identity
4d. Perceived change in
fatigue

FIGURE 1

Mind map of themes and subthemes. Dotted lines indicate proposed links between the themes and subthemes

In some instances, however, participants held a biomedical

These accounts highlight how some of the participants were not

understanding of their fatigue that clashed with the biopsychosocial

incorporating psychological and social factors into their personal

approach of the intervention and indicated a clear preference for a

model of fatigue. This lack of coherence is likely to be a barrier for

medical approach to the management of fatigue:

engaging with, and potentially benefitting from, the intervention. It
may also have been a factor contributing to the low uptake of the

I personally don't think people want anything but a

intervention in the first place, with patients preferring to seek

pill (M_69_Fatigue Improved)

biomedical solutions to their fatigue.

and

Making sense of the intervention
Beyond participants' understanding of the causes for their fatigue,

I'm hoping I get a transplant soon and everything will

coherence in relation to the treatment model underlying the

change! (F_59_Fatigue Improved).

intervention also appeared important to establish the overarching

|
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sense of coherence. Some participants found it easy to understand

the amount of information in the manual…was just a

and accept the biopsychosocial underpinning of the treatment model:

bit to digest (M_50_Fatigue Improved).

this programme, it was for my thinking, my activity
also, everything was tackled in this programme…it was

7

Participants also discussed how tiredness reduced their ability to
concentrate, accentuating how challenging treating fatigue can be:

more helpful (M_32_Fatigue Improved).
It could help me if I have the energy. But sometimes I
Some participants, however, found it difficult to make sense of or

feel so tired (M_75_Fatigue Improved).

relate to the intervention:
Therefore, it is important that interventions developed for
I found some of the experiences of other people who

fatigue take into consideration the cognitive difficulties that are

appeared to have contributed to it[the manual] …

often present in this population, in addition to mental fatigue, and

unusual (M_69_Fatigue Improved).

are adapted to increase engagement. The cognitive burden of the
intervention is likely to have reduced the possibility of participants

This illustrates how some of the participants did not under-

increasing their coherence of their fatigue and the treatment model.

stand the reasons why certain information was selected to be part

Some participants overcame these cognitive burdens by prior-

of the intervention manual and could not relate to the treatment

itising parts of the intervention they felt were most relevant or

model.

developed habits for using the intervention:

However, many participants changed their understanding and
became more accepting of the treatment model through exposure

I've just used bits of it that I took on board

over time:

more (M_69_Fatigue Improved).

I was expecting it would give me some… remedy towards

and

the fatigue problems… …that wasn't really the intention
of the whole thing…[t]he whole thing was to give you the

going back to…the book, I really didn't think about

techniques in which you can use to, analyse and… the

it (F_71_Fatigue Improved).

problems that you get (M_69_Fatigue Improved).
These strategies reduced the cognitive demands of the intervenThis illustrates how some participants were able to increase their
acceptance of the treatment model, likely underpinned by a change in
their personal understanding of fatigue, enabling them to engage and
benefit from the intervention.

tion by minimising the amount of information processed and the
cognitive demand of deciding to use the intervention.
Participants also suggested modifications to the intervention to
address the cognitive demands, such as delivering the content in the
intervention manual in a video format:

Barriers to intervention engagement

You can more concentrate …because when you
reading, after a while you start to feel, fatigued, you

There were two main barriers participants faced when undertaking

know but if…you have a DVD playing, you can lie

the intervention, including the cognitive demands of the intervention

down and look, and see (M_75_Fatigue Improved).

and challenges they faced related to their illness and treatment.
Therefore, the delivery format of the intervention manual could

Cognitive burden

be adapted to respond to the cognitive burden of written material.

Many participants spoke about the cognitive demands of the
intervention and the impact of this on their engagement. Difficulties

Illness and treatment burden

concentrating were widespread and frequently raised as a challenge

Another barrier to engaging with the intervention was the illness and

during the intervention:

treatment burdens participants experienced. The burden of dialysis,
caused by the amount of time in hospital and the recovery time,

I just find it so difficult to concentrate (F_59_Fatigue

made it difficult for participants to find time for the intervention:

Improved).
it [dialysis] does encroach on your time a bit (F_80_FaThese cognitive demands were particularly evident for the

tigue Improved)

intervention manual, illustrating how written material was perceived
as more burdensome:

and

8
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When I've come off, I can't tell you how I feel when

She could give me some advice, what to do, and what

I've come off of dialysis. It's awful (F_59_ Fatigue

not to do, and what I am doing is that (M_32_Fatigue

Improved).

Improved).

This illustrates that many participants felt they only had limited
time and energy to complete the intervention. The demands of

ET AL.

The therapist also helped to promote coherence of the treatment
model:

dialysis also interfered with participants' ability to engage in helpful
self‐management behaviours suggested in the intervention manual:

I was happy to see her. Because I learnt a lot from
what she was saying (F, 71, Fatigue Improved).

Exercising. But I never do it! I tell you the truth. I didn't
do it because, the time you have to do it, is, is not
there (M_75_Fatigue Improved).

Particularly at the start when scepticism in relation to the
intervention may be present and the intervention may be perceived
as burdensome, therapist input may promote engagement through

Not being able to engage in these self‐management behaviours

improved coherence and encouragement.

could hinder progress towards reduced fatigue.
Some participants also described how comorbidities were
important contributors to fatigue:

Processes and perception of change

So, my fatigue is probably partly down to Parkinson's,

Participants described three main processes of change, related to

and partly down to the kidney problem (M_69_Fatigue

activity, thoughts, emotions, and social identity, through which a

Improved).

reduction in fatigue was achieved. These processes linked to the
areas targeted in the intervention manual.

In light of the burden of comorbidities and complex needs of this
patient population, participants described the importance of tailored

Establishing consistency in activity patterns

interventions:

Participants described changes in their activities. This encompassed
introducing more consistency in activity, by avoiding cycles of high

I think, to be honest, you need something different for

levels of activity followed by excessive rest to recuperate:

different people's problems (M_69_Fatigue Improved).
I tend to pace myself out now rather than…sort of
They also described the importance of multidisciplinary input:
Because the physio I'm doing now…It helped me to do
more walking (F_71_Fatigue Improved).
This highlights the complex needs of the population and intricate
links of fatigue and other symptoms and comorbidities.

burn myself out (M_50_Fatigue Improved).
As well as increasing and incorporating physical activity into their
daily lives:
I will do cycling in the morning (M_32_Fatigue
Improved).
Changes in activity patterns appeared important for the

Collaboration with therapist as a facilitator of
engagement

reduction in fatigue. Participants' narratives portrayed a change in
the perception of activity, linking to the subtheme below, as well as
increased capability to engage in physical activity.

The main facilitator of engagement discussed by participants
was collaboration with the therapist during the therapy sessions.

Consistency in activity also includes sleeping patterns, and whilst
some participants had improved, others were still struggling:

The therapist provided encouragement and guidance, and many of
the participants described how they would not have engaged in the

I still take sleeping tablets (M_41_Fatigue Deteriorated).

intervention without therapist input:
I think if she [therapist] hadn't been there, I probably

Managing thoughts and emotions

wouldn't have done it at all (F, 59, Fatigue Improved).

Another important process of change was managing thoughts and
emotions. Participants described how they utilised techniques

The therapist was also perceived as a source of credible
information, which facilitated engagement:

introduced in the intervention, for instance, breathing exercises
when on dialysis:
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I found doing daily breathing, deep breathing calm-

but I don't like to be asking him [partner] to do too

ing…it helped…me…not be quite so, hurry, hurry, get

much for me. I think 'I'll leave it and I'll do it myself

this session [dialysis session] over (F_80_Fatigue

(F_59_Fatigue Improved).
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Improved)
and
As well as formulating alternative thoughts:
I don't really moan about it only with the kids (M_50_Fa… when I was sinking into my usual negativity then the

tigue Improved).

chapter on alternative thoughts I used to think of that
and I'd think, all right, let's not think about that, think
of something different (F_80_Fatigue Improved).
However, a few participants were still working on trying to
change their thoughts and manage emotions:

Interestingly, this subtheme highlights the role of social support
in both providing necessary aid, while also fostering independence.

Perceived change in fatigue
The processes of change, described above, fed into participants'
perceived changes in fatigue (Figure 1). Some of the participants

[thoughts and feelings] still up and down to be

discussed changes in their fatigue by describing the activities they

fair (M_41_Fatigue Deteriorated).

were able to do because of the intervention, for example, engaging in
daily activities:

This aspect of the intervention, although relevant, was also
perceived as challenging by many:

I was able to get up and…tidy and do stuff around the
house. I even started painting the other day (F_30_Fa-

yeah that last one [how to manage your emotions] was

tigue Improved).

good. But I don't think I gain anything with that with
my ability (M_75_Fatigue Improved).
This is in contrast to changes in activity patterns that were more

As well as being able to pursue bigger goals:
I am taking my…driving test (M, 32, Fatigue Improved).

readily experienced by participants, suggesting that more time and
effort may be necessary to make changes to thinking patterns and
management of emotions.

One marker of particular importance to participants was how
they felt after dialysis sessions. Some participants saw an
improvement:

Changing social identity
A few participants described how they had experienced a positive

now I feel more normal after dialysis than before

change in their social identity. This encompassed improved relation-

(M_69_Fatigue Improved).

ships with their friends and family:
Other participants did not notice any improvement in their
I'd say that my relationships are better … I appreciate

fatigue, and their expectations were not met:

my friends and family more (F_80_Fatigue Improved).
Yeah, I don't feel any different (laughs) (M_75_Fatigue
As well as gaining independence, which characterised a large

Improved).

shift in personal social identity:
and
I could not go alone, I used to go with my family. But
now I can go anywhere because of this programme…

I don't know what I expected but… [the intervention]

(M_32_Fatigue Improved).

would maybe make me feel a bit better than I do
(F_59_Fatigue Improved).

Through improved relationships and gaining independence,
participants are likely to also utilise their social support more

This shows the mixed perceptions of change in fatigue

effectively and this could also increase positive emotions, illustrating

from the perspective of participants which at times did not

the importance of this process of change.

align with the observed changes in fatigue following the

However, other participants described how they still saw

intervention, which emphasises the complexity of fatigue and

themselves as a burden to those around them and were not at ease

the personal nature of what constitutes meaningful change in

to ask for support:

fatigue.
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Structure and length
The structure of the intervention was well‐received by participants, the

Participants discussed key characteristics related to the intervention

intervention manual, sessions with a therapist, and working on goals/

delivery which could act as facilitators to engagement, including the

activities each week was described as motivating and manageable:

timing of when and how it is offered, as well as the structure and
duration of the intervention (Figure 1).

There were good ideas…to give yourself some motivation to look forward to do (F_80_Fatigue Improved).

Right time and approach
Participants discussed the best time and approach for uptake of

Gradually covering the content of the intervention and working

psychological interventions. Most participants thought patients

on goals/activities is also likely to increase their coherence of the

should be approached early on in their illness journey, such as at

intervention.

the time of diagnosis:

Additionally, most participants felt that the intervention was the
appropriate length:

it should be part of the overall diagnosis and dialysis
treatment (M_69_Fatigue Improved).

It was the right amount…everything was covered (M_32_Fatigue Improved).

However, a few participants felt that acceptance of diagnosis
would be needed before the intervention was offered to them:

However, some of the participants stated they would have
preferred the intervention to be longer or include additional sessions

When they've accepted it and perhaps, they're looking

with a therapist:

around for something helpful, but not at the beginning
of their illness (F_80_Fatigue Improved).

you get in…and then suddenly the weeks are
finished (F_71_Fatigue Improved).

As diagnosis and acceptance often do not occur simultaneously,
gauging readiness is likely to be an important consideration for when
intervention is offered.

However, participants acknowledged the practical and financial
limitations to having a longer treatment duration:

Most participants agreed the best way to approach participants
was during dialysis:

I do appreciate that it's a time to get round…
people (M_41_Fatigue Deteriorated).

good time to do it [during dialysis], yeah. And because
we also get bored! (M_32_Fatigue Improved).

This subtheme highlights that there may be differences in
preferences for how the intervention is delivered, lower and higher

This illustrates how during dialysis patients may have the time

intensity options may be necessary to meet different needs.

and attention to consider uptake of such an intervention. This again
resonates with the importance of minimising time dedicated to the
illness as dialysis already represents a significant time commitment.

DIS CUSSION

Participants also focused on the importance of establishing the
relevance and potential benefits of the intervention when approach-

Overview of findings

ing potential participants:
This is the first study to explore the acceptability of, and engagement
so they would understand the book…they can see it says

with, a CBT intervention for fatigue in patients receiving haemodia-

the things I am feeling also (M_32_Fatigue Improved)

lysis. The theme of coherence of fatigue and the treatment model
provided an overarching framework for the other themes in the

and

analysis, with the perceived acceptability of and engagement with the
intervention grounded in the perceived coherence of a biopsycho-

show them the results of people that have… done well

social approach to fatigue and the CBT treatment model. The two

from it (M_41_Fatigue Deteriorated).

main barriers discussed were the cognitive burden of the intervention
and participants' illness and treatment burdens. Most participants

Another important consideration is the format of delivery, which

described the role of the therapist as central to their engagement

was discussed across the interviews. Most participants said they would

with the intervention. Three main processes of change were

not have benefited from having an online version of the intervention:

identified from the participants' narratives: establishing consistency
in activity patterns, managing thoughts and emotions, and changing

I don't go online (F_71_Fatigue Improved).

social identity. Participants' perceptions of the change in their fatigue

|
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varied, with some perceiving a positive difference, while others not
perceiving an improvement. Participants also discussed ways of
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Burdens experienced by patients receiving
haemodialysis

improving uptake of and engagement with the intervention.
Two key barriers to engagement with the intervention related to the
cognitive and illness and treatment burdens patients receiving

Understanding and accepting the biopsychosocial
approach to fatigue

haemodialysis face. Cognitive impairment is common, affecting
51%–76% of patients receiving haemodialysis (Dasgupta et al., 2018;
San et al., 2017). The scoping review of fatigue interventions across

Coherence appeared to be central to the acceptability of and

LTCs found that the evidence in support of CBT and exercise was less

engagement with the intervention here. Illness coherence refers to

consistent in neurological conditions, specifically poststroke, trau-

whether an illness (and its treatment) makes sense to the individual

matic brain injury and Parkinson's disease, suggesting that cognitive

(Moss‐Morris et al., 2002), and forms part of the CSM‐SR (Leventhal

difficulties may hinder the benefits of treatment (Hulme et al., 2018).

et al., 1980, 1984, 2016). The concept of intervention coherence has

The high treatment burden of dialysis and the presence of multi-

also been proposed as a key construct of acceptability (Sekhon et al.,

morbidities have also been previously raised as important challenges

2017). Here, holding a predominately biomedical understanding of

of this patient population (Reid et al., 2016), particularly depression

fatigue was a barrier to participant engagement and acceptance of

(Chilcot & Hudson, 2019). Symptom burden is also high in kidney

BReF, since there was incoherence between an individual's under-

failure (Almutary et al., 2013). Symptom management cannot be

standing of their illness (and symptoms) and the treatment being

considered in isolation from the demands of the illness, as postulated

offered. The value of coherence has been particularly evident in CBT

by the CSM‐SR. Therefore, interventions need to acknowledge the

for chronic fatigue syndrome (CFS) (Picariello et al., 2017a; Timmer

complex needs of patients through multidisciplinary input and/or a

et al., 2006). Similarly to CFS (Clements et al., 1997), physical

multi‐symptom approach.

attributions for fatigue and scepticism towards psychological
interventions for fatigue have been previously observed among
kidney disease patients (Picariello et al., 2018a). Stigma associated

Importance of therapist

with psychological therapies is likely to be an important barrier
(Clement et al., 2015). Therefore, establishing coherence related to

The centrality of therapist support for engagement with the

the biopsychosocial approach to fatigue and treatment model is key.

intervention was discussed by participants in this study, as previously
observed in other qualitative studies of CBT for fatigue in other LTCs
(Dures et al., 2012; Picariello et al., 2017a). The role of the therapist

Processes of change

in treatment outcomes of psychotherapy, including CBT, has been

In line with evidence arising from mediational analyses of CBT for

further substantiated by meta‐analytic reviews comparing supported

fatigue in other LTCs, the importance of addressing unhelpful patterns

and unsupported digitally‐delivered CBT (Andersson et al., 2014;

previously reported (Fluckiger et al., 2018; Heins et al., 2013) and

of activity and rest (i.e., cycles of boom and bust) has been previously

Karyotaki et al., 2021). Remote delivery may be more cost‐efficient to

observed (Van Den Akker et al., 2018; Hyland et al., 2021; Chalder

services and appealing to patients given the high treatment burden

et al., 2015) as articulated by participants here. This sets CBT for

and disabilities in this population; however, retaining some element

fatigue aside from standard CBT for mood disorders. Similarly,

of guided support is likely to be necessary.

improvements in thoughts related to fatigue and emotions have been
previously observed in quantitative (Hyland et al., 2021; Knoop
et al., 2012; Van Den Akker et al., 2018) and qualitative studies (Dures

Implications for clinical practice

et al., 2012; Picariello et al., 2017a). However, according to
quantitative evidence, changes in mood alone are likely to be

The findings of this study provide important evidence on the

insufficient to lead to improved fatigue, again highlighting the

acceptability of a CBT‐based intervention for fatigue in haemodialysis

importance of a fatigue‐targeted approach (Knoop et al., 2012). This

and barriers and facilitators of engagement, highlighting the impor-

aligns with the CSM‐SR, where cognitions are of particular importance

tance of coherence, in line with the CSM‐SR and Sekhon's

in guiding coping behaviours. The role of social factors in fatigue is

acceptability framework. Given the low uptake of the intervention,

often overlooked in quantitative studies, but appears to be key

building an understanding of how to increase appeal of a behavioural

according to qualitative evidence (Picariello et al., 2018a). Similarly, to

intervention for fatigue in the context of a physical health condition is

the findings here, another qualitative study of CBT for fatigue in

essential. Of particular importance to increasing appeal of adjunctive

rheumatoid arthritis found changes to social interactions following

therapies was the burden of dialysis. Findings related to the

treatment (Dures et al., 2012). The processes of change described by

processes of change provide support for the biopsychosocial model

participants provide support to the proposed biopsychosocial

of fatigue and suggest that a transdiagnostic approach to fatigue,

approach to fatigue (Donovan et al., 2007; Picariello et al., 2017c).

with some tailoring for the challenges of the specific condition, is

12

|

WAITE

ET AL.

appropriate (Menting et al., 2018). The findings of the study

consideration is necessary of the cognitive and illness and treatment

accentuate that treating fatigue is essential, but needs to be

burdens that may hinder engagement. Guided support alongside a

integrated as part of wider illness self‐management, meaning that

self‐management intervention promotes engagement. In addition to

practicality, flexibility, and tailoring lie at the core of a successful and

highlighting the complex needs of the patient population and how

effective intervention. As raised earlier, a multi‐symptom approach is

these may impact upon engagement, the findings also showed the

likely to be an appropriate way forward in this population given the

complex nature of fatigue and the different processes of change

complex needs, burden of dialysis, and limited healthcare resources.

through which fatigue improves. Overall, there was indication that a

Beyond considerations specific to intervention development, when

CBT‐based intervention for fatigue is acceptable to patients receiving

and how a psychological intervention for fatigue or a cluster of

haemodialysis and the mechanisms of change align with the proposed

symptoms is offered is likely to be significant to uptake and

biopsychosocial model of fatigue. However, further work is needed

engagement at the start given the role of coherence and existing

to ensure that it can be delivered in a way that is appealing and

attributions for fatigue.

practical to patients, taking into consideration cognitive difficulties,
comorbidities, the burden of kidney disease and dialysis.

Limitations and future directions

A UT H O R C O N T R I B U TI O NS
All authors made substantial contributions in the conception and

There were several limitations to this study. Participants interviewed

design of the study and the interpretation of the findings. Frances

were likely to be more engaged and in better health: one participant

Waite and Federica Picariello led the analysis. Federica Picariello led

dropped out before the interview took place and two participants

the acquisition of the data. All authors contributed to the write‐up

were unreachable or unwell during the data collection window. Non‐

and approved the manuscript.

response and attrition biases are more general weaknesses pertaining
to the feasibility trial. Only participants in the BReF arm were

ACKNOWL EDGEM ENTS

interviewed and the interview schedule focused exclusively on the

The authors thank the patients involved in this study and the renal

intervention yet given the feasibility nature of the trial it would have

teams at King's College Hospital (Iain C Macdougall) and Lister Hospital

been equally important to also capture experiences with the trial

for assistance with recruitment and data collection. Thanks to Hadia

methodology to inform a future efficacy trial. Interviewing partici-

Kishver, Rosanna Martinez, Freya Meynell and Jennifer Zinser for

pants at multiple time points would have enabled a more dynamic

assisting with data collection. This study was embedded within a larger

understanding of the views of the intervention and perceptions of

PhD project funded by a Biomedical Research Studentship to Federica

change, from expectations before treatment start to progress

Picariello from the National Institute for Health Research (NIHR)

through the intervention and reflection following treatment comple-

Biomedical Research Centre at South London and Maudsley NHS

tion. The analysis here was inductive in nature; however, based on

Foundation Trust and King's College London. Rona Moss‐Morris

the recently proposed acceptability framework, it would be valuable

acknowledges the financial support of the Department of Health via

to further explore more systematically all constructs of acceptability

the NIHR Specialist Biomedical Research Centre for Mental Health

as proposed in the framework, particularly ethical consequences and

award to the South London and Maudsley NHS Foundation Trust and

opportunity costs (Sekhon et al., 2017). In light of the overarching

the Institute of Psychiatry at King's College London. The views

role of coherence here, it would be valuable to explore the

expressed in this article are those of the authors and not necessarily

acceptability of a biopsychosocial model of fatigue and a psychologi-

those of the NHS, the NIHR, or the Department of Health.

cal intervention from the perspective of healthcare professionals as
ultimately they represent a key link in the chain from referral to

CONFLIC TS OF I NTERES T

treatment. Finally, the complex needs of the population mean that a

The authors declare no conflicts of interest.

one‐off phase of intervention development is unlikely to be
sufficient, instead continuous and iterative testing and optimisation

ORC I D

are necessary before pursuing evaluation (Levati et al., 2016;

Joseph Chilcot

O'Cathain et al., 2019b).

Rona Moss‐Morris

http://orcid.org/0000-0002-2927-3446

Federica Picariello

http://orcid.org/0000-0002-2532-3290

http://orcid.org/0000-0001-6427-4690

CONCL US I ON

RE F ER EN CES

In conclusion, this nested qualitative study has provided valuable

Almutary, H., Bonner, A. & Douglas, C. (2013) Symptom burden in chronic
kidney disease: a review of recent literature. Journal of Renal Care,
39, 140–150.

insights regarding the experiences of patients receiving haemodialysis with CBT for fatigue. Most importantly, patients' understanding
of fatigue and acceptance of the treatment model play an important
role for acceptability and engagement. In the context of dialysis,

Andersson, G., Cuijpers, P., Carlbring, P., Riper, H. & Hedman, E. (2014)
Guided Internet‐based vs. face‐to‐face cognitive behavior therapy
for psychiatric and somatic disorders: a systematic review and meta‐
analysis. World Psychiatry, 13, 288–295.

EXPERIENCES OF CBT FOR FATIGUE

Artom, M., Moss‐Morris, R., Caskey, F. & Chilcot, J. (2014) Fatigue in
advanced kidney disease. Kidney International, 86, 497–505.
Bishop, F.L. (2015) Using mixed methods research designs in health
psychology: an illustrated discussion from a pragmatist perspective.
British Journal of Health Psychology, 20, 5–20.
Bonner, A., Wellard, S. & Caltabiano, M. (2010) The impact of fatigue on
daily activity in people with chronic kidney disease. Journal of Clinical
Nursing, 19, 3006–3015.
Bossola, M., Di Stasio, E., Antocicco, M., Panico, L., Pepe, G. & Tazza, L.
(2015) Fatigue is associated with increased risk of mortality in
patients on chronic hemodialysis. Nephron, 130, 113–118.
Bossola, M., Vulpio, C. & Tazza, L. (2011) Fatigue in chronic dialysis
patients. Seminars in Dialysis, 24, 550–555.
Braun, V. & Clarke, V. (2006) Using thematic analysis in psychology.
Qualitative Research in Psychology, 3, 77–101.
Braun, V. & Clarke, V. (2014) What can “thematic analysis” offer health
and wellbeing researchers? International Journal of Qualitative Studies
on Health and Well‐Being, 9, 26152.
Braun, V. & Clarke, V. (2019) Reflecting on reflexive thematic analysis.
Qualitative Research in Sport, Exercise and Health, 11, 589–597.
Braun, V. & Clarke, V. (2021) Can I use TA? Should I use TA? Should I not
use TA? Comparing reflexive thematic analysis and other pattern‐
based qualitative analytic approaches. Counselling and Psychotherapy
Research, 21, 37–47.
Chalder, T., Berelowitz, G., Pawlikowska, T., Watts, L., Wessely, S.,
Wright, D. et al. (1993) Development of a fatigue scale. Journal of
Psychosomatic Research, 37, 147–153.
Chalder, T., Goldsmith, K.A., White, P.D., Sharpe, M. & Pickles, A.R.
(2015) Rehabilitative therapies for chronic fatigue syndrome: a
secondary mediation analysis of the PACE trial. Lancet Psychiatry,
2, 141–152.
Chilcot, J. & Hudson, J.L. (2019) Is successful treatment of depression in
dialysis patients an achievable goal? Seminars in Dialysis, 32,
210–214.
Chilcot, J., Moss‐Morris, R., Artom, M., Harden, L., Picariello, F.,
Hughes, H. et al. (2016) Psychosocial and clinical correlates of
fatigue in haemodialysis patients: the importance of patients' illness
cognitions and behaviours. International Journal of Behavioral
Medicine, 23, 271–281.
Clement, S., Schauman, O., Graham, T., Maggioni, F., Evans‐Lacko, S.,
Bezborodovs, N. et al. (2015) What is the impact of mental health‐
related stigma on help‐seeking? A systematic review of quantitative
and qualitative studies. Psychological Medicine, 45, 11–27.
Clements, A., Sharpe, M., Simkin, S., Borrill, J. & Hawton, K. (1997) Chronic
fatigue syndrome: a qualitative investigation of patients' beliefs
about the illness. Journal of Psychosomatic Research, 42, 615–624.
Dasgupta, I., Patel, M., Mohammed, N., Baharani, J., Subramanian, T.,
Thomas, G.N. et al. (2018) Cognitive function declines significantly
during haemodialysis in a majority of patients: a call for further
research. Blood Purification, 45, 347–355.
Donovan, K.A., Small, B.J., Andrykowski, M.A., Munster, P. &
Jacobsen, P.B. (2007) Utility of a cognitive‐behavioral model to
predict fatigue following breast cancer treatment. Health Psychology,
26, 464–472.
Dures, E., Kitchen, K., Almeida, C., Ambler, N., Cliss, A., Hammond, A.
et al. (2012) “They didn't tell us, they made us work it out
ourselves”: patient perspectives of a cognitive‐behavioral program
for rheumatoid arthritis fatigue. Arthritis Care & Research, 64,
494–501.
Elliott, R., Fischer, C.T. & Rennie, D.L. (1999) Evolving guidelines for
publication of qualitative research studies in psychology and related
fields. British Journal of Clinical Psychology, 38, 215–229.

|

13

Fernandez, E., Salem, D., Swift, J.K. & Ramtahal, N. (2015) Meta‐analysis
of dropout from cognitive behavioral therapy: magnitude, timing,
and moderators. Journal of Consulting and Clinical Psychology, 83,
1108–1122.
Fluckiger, C., Del Re, A.C., Wampold, B.E. & Horvath, A.O. (2018) The
alliance in adult psychotherapy: a meta‐analytic synthesis.
Psychotherapy, 55, 316–340.
Frey, B.B. (2018) Pragmatic paradigm. In: Frey, B.B. (Ed.). The SAGE
encyclopedia of educational research, measurement, and evaluation.
SAGE.
Gottberg, K., Chruzander, C., Backenroth, G., Johansson, S., Ahlstrom, G. &
Ytterberg, C. (2016) Individual face‐to‐face cognitive behavioural
therapy in multiple sclerosis: a qualitative study. Journal of Clinical
Psychology, 72, 651–662.
Gregg, L.P., Bossola, M., Ostrosky‐Frid, M. & Hedayati, S.S. (2021)
Fatigue in CKD: epidemiology, pathophysiology, and treatment.
Clinical Journal of the American Society of Nephrology, 16,
1445–1455.
Hagger, M.S., Koch, S., Chatzisarantis, N.L. & Orbell, S. (2017) The
common sense model of self‐regulation: meta‐analysis and test of a
process model. Psychological Bulletin, 143, 1117–1154.
Heins, M.J., Knoop, H. & Bleijenberg, G. (2013) The role of the therapeutic
relationship in cognitive behaviour therapy for chronic fatigue
syndrome. Behaviour Research and Therapy, 51, 368–376.
Hudson, J.L., Moss‐Morris, R., Game, D., Carroll, A. & Chilcot, J. (2016)
Improving distress in dialysis (iDiD): a tailored CBT self‐management
treatment for patients undergoing dialysis. Journal of Renal Care, 42,
223–238.
Hulme, K., Safari, R., Thomas, S., Mercer, T., White, C., Van Der Linden, M.
et al. (2018) Fatigue interventions in long term, physical health
conditions: a scoping review of systematic reviews. PLoS One, 13,
e0203367.
Hyland, K.A., Nelson, A.M., Eisel, S.L., Hoogland, A.I., Ibarz‐Pinilla, J. &
Sweet, K. et al. (2021) Fatigue perpetuating factors as mediators of
change in a cognitive behavioral intervention for targeted therapy‐
related fatigue in chronic myeloid leukemia: a pilot study. Annals of
Behavioral Medicine, 56, 137–145.
Jhamb, M., Pike, F., Ramer, S., Argyropoulos, C., Steel, J., Dew, M.A. et al.
(2011) Impact of fatigue on outcomes in the hemodialysis (HEMO)
study. American Journal of Nephrology, 33, 515–523.
Karyotaki, E., Efthimiou, O., Miguel, C., Bermpohl, F.M.G., Furukawa, T.A.,
Cuijpers, P. et al. (2021) Internet‐based cognitive behavioral therapy
for depression: a systematic review and individual patient data
network meta‐analysis. JAMA Psychiatry, 78, 361–371.
Kerr, P., Perkovic, V., Petrie, J., Agar, J., Disney, A. & IMPAIRMENT,
C.F.A.W.R. (2005) Dialysis adequacy (HD) guidelines. Nephrology, 10,
S61–S80.
Knoop, H., Van Kessel, K. & Moss‐Morris, R. (2012) Which cognitions and
behaviours mediate the positive effect of cognitive behavioural
therapy on fatigue in patients with multiple sclerosis? Psychological
Medicine, 42, 205–213.
Koyama, H., Fukuda, S., Shoji, T., Inaba, M., Tsujimoto, Y., Tabata, T. et al.
(2010) Fatigue is a predictor for cardiovascular outcomes in patients
undergoing hemodialysis. Clinical Journal of the American Society of
Nephrology, 5, 659–666.
Levati, S., Campbell, P., Frost, R., Dougall, N., Wells, M., Donaldson, C.
et al. (2016) Optimisation of complex health interventions prior to a
randomised controlled trial: a scoping review of strategies used. Pilot
and Feasibility Studies, 2, 17.
Leventhal, H., Benyamini, Y., Brownlee, S., Diefenbach, M., Leventhal, E.A.,
Patrick‐Miller, L. et al. (1997) Illness representations: theoretical
foundations. Perceptions of Health and Illness, 2, 19–46.

14

|

Leventhal, H., Brissette, I. & Leventhal, E.A. (2003) Chapter 3: the
common‐sense model of self‐regulation of health and illness. In:
Cameron, L.D. & Leventhal, H. (Eds.) The self‐regulation of health and
illness behaviour. Routledge.
Leventhal, H., Meyer, D. & Nerenz, D. (1980) The common sense
representation of illness danger. In: Rachman, S. (Ed.) Contributions
to Medical Psychology. Pergamon Press.
Leventhal, H., Nerenz, D.R. & Steele, D.J. (1984) Illness Representations
and coping with health threatsIn: Baum, A., Taylor, S.E. & Singer, J.E.
(Eds.) Handbook of Psychology and Health. Lawrence Erlbaum
Associates.
Leventhal, H., Phillips, L.A. & Burns, E. (2016) The Common‐Sense Model
of Self‐Regulation (CSM): a dynamic framework for understanding
illness self‐management. Journal of Behavioral Medicine, 39,
935–946.
Menting, J., Tack, C.J., Bleijenberg, G., Donders, R., Fortuyn, H.A.D.,
Fransen, J. et al. (2018) Is fatigue a disease‐specific or generic
symptom in chronic medical conditions? Health Psychology, 37,
530–543.
Moss‐Morris, R., Mccrone, P., Yardley, L., Van Kessel, K., Wills, G. &
Dennison, L. (2012) A pilot randomised controlled trial of an
Internet‐based cognitive behavioural therapy self‐management
programme (MS Invigor8) for multiple sclerosis fatigue. Behaviour
Research and Therapy, 50, 415–421.
Moss‐Morris, R., Weinman, J., Petrie, K., Horne, R., Cameron, L. &
Buick, D. (2002) The revised illness perception questionnaire
(IPQ‐R). Psychology & Health, 17, 1–16.
Murtagh, F.E., Addington‐Hall, J. & Higginson, I.J. (2007) The prevalence
of symptoms in end‐stage renal disease: a systematic review.
Advances in Chronic Kidney Disease, 14, 82–99.
O'Cathain, A., Croot, L., Duncan, E., Rousseau, N., Sworn, K. &
Turner, K.M. et al. (2019a) Guidance on how to develop complex
interventions to improve health and healthcare. BMJ Open, 9,
e029954.
O'Cathain, A., Croot, L., Sworn, K., Duncan, E., Rousseau, N. & Turner, K.
et al. (2019b) Taxonomy of approaches to developing interventions
to improve health: a systematic methods overview. Pilot and
Feasibility Studies, 5, 1–27.
Picariello, F., Ali, S., Foubister, C. & Chalder, T. (2017a) ‘It feels sometimes
like my house has burnt down, but I can see the sky': A qualitative
study exploring patients' views of cognitive behavioural therapy for
chronic fatigue syndrome. British Journal of Health Psychology, 22,
383–413.
Picariello, F., Hudson, J.L., Moss‐Morris, R., Macdougall, I.C. & Chilcot, J.
(2017b) Examining the efficacy of social‐psychological interventions
for the management of fatigue in end‐stage kidney disease (ESKD): a
systematic review with meta‐analysis. Health Psychology Review, 11,
197–216.
Picariello, F., Moss‐Morris, R., Macdougall, I.C. & Chilcot, A.J. (2017c) The
role of psychological factors in fatigue among end‐stage kidney
disease patients: a critical review. Clinical Kidney Journal, 10, 79–88.
Picariello, F., Moss‐Morris, R., Macdougall, I.C. & Chilcot, J. (2018a) 'It's
when you're not doing too much you feel tired': a qualitative
exploration of fatigue in end‐stage kidney disease. British Journal of
Health Psychology, 23, 311–333.
Picariello, F., Moss‐Morris, R., Macdougall, I.C., Norton, S., Da Silva‐Gane,
M., Farrington, K. et al. (2018b) Cognitive‐behavioural therapy (CBT)
for renal fatigue (BReF): a feasibility randomised‐controlled trial of
CBT for the management of fatigue in haemodialysis (HD) patients.
BMJ Open, 8, e020842.
Picariello, F., Moss‐Morris, R., Norton, S., Macdougall, I.C., Da Silva‐Gane,
M., Farrington, K. et al. (2021) Feasibility trial of Cognitive
Behavioral Therapy for Fatigue in Hemodialysis (BReF

WAITE

ET AL.

intervention). Journal of Pain and Symptom Management, 61,
1234–1246.
Picariello, F., Norton, S., Moss‐Morris, R., Macdougall, I.C. & Chilcot, J.
(2019) Fatigue in prevalent haemodialysis patients predicts all‐cause
mortality and kidney transplantation. Annals of Behavioral Medicine,
53, 501–514.
Picariello, F., Norton, S., Moss‐Morris, R., Macdougall, I.C. & Chilcot, J.
(2020) A prospective study of fatigue trajectories among in‐centre
haemodialysis patients. British Journal of Health Psychology, 25,
61–88.
Reid, C., Seymour, J. & Jones, C. (2016) A thematic synthesis of the
experiences of adults living with hemodialysis. Clinical Journal of the
American Society of Nephrology, 11, 1206–1218.
Rezaei, Z., Jalali, A., Jalali, R. & Sadeghi, M. (2020) Haemodialysis patients'
experience with fatigue: a phenomenological study. British Journal of
Nursing, 29, 684–690.
San, A., Hiremagalur, B., Muircroft, W. & Grealish, L. (2017) Screening of
cognitive impairment in the dialysis population: a scoping review.
Dementia and Geriatric Cognitive Disorders, 44, 182–195.
Sekhon, M., Cartwright, M. & Francis, J.J. (2017) Acceptability of
healthcare interventions: an overview of reviews and
development of a theoretical framework. BMC Health Services
Research, 17, 88.
Skivington, K., Matthews, L., Simpson, S.A., Craig, P., Baird, J.,
Blazeby, J.M. et al. (2021) A new framework for developing and
evaluating complex interventions: update of Medical Research
Council guidance. BMJ, 374, n2061.
Timmer, B., Bleichhardt, G. & Rief, W. (2006) Importance of
Psychotherapy motivation in patients with somatization syndrome.
Psychotherapy Research, 16, 348–356.
Tong, A., Manns, B., Hemmelgarn, B., Wheeler, D.C., Evangelidis, N.,
Tugwell, P. et al. (2017) Establishing core outcome domains in
hemodialysis: report of the Standardized Outcomes in Nephrology‐
Hemodialysis (SONG‐HD) Consensus Workshop. American Journal of
Kidney Diseases, 69, 97–107.
Van Den Akker, L.E., Beckerman, H., Collette, E.H., Eijssen, I.C., Dekker, J.
& De Groot, V. (2016) Effectiveness of cognitive behavioral therapy
for the treatment of fatigue in patients with multiple sclerosis: a
systematic review and meta‐analysis. Journal of Psychosomatic
Research, 90, 33–42.
Van Den Akker, L.E., Beckerman, H., Collette, E.H., Knoop, H.,
Bleijenberg, G., Twisk, J.W. et al. (2018) Cognitive behavioural
therapy for MS‐related fatigue explained: a longitudinal
mediation analysis. Journal of Psychosomatic Research, 106,
13–24.
Van Kessel, K. & Moss‐Morris, R. (2006) Understanding multiple sclerosis
fatigue: a synthesis of biological and psychological factors. Journal of
Psychosomatic Research, 61, 583–585.
Wessely, S., Sharpe, M. & Hotopf, M. (1998) Chronic fatigue and its
syndromes. Oxford University Press.
White, P. D., Goldsmith, K. A., Johnson, A. L., Potts, L., Walwyn, R.,
DeCesare, J. C., Baber, H. L., Burgess, M., Clark, L. V.,
Cox, D. L., Bavinton, J., Angus, B. J., Murphy, G., Murphy, M.,
O'Dowd, H., Wilks, D., McCrone, P., Chalder, T., Sharpe, M. &
PACE Trial Management Group. (2011). Comparison of
adaptive pacing therapy, cognitive behaviour therapy, graded
exercise therapy, and specialist medical care for chronic fatigue
syndrome (PACE): a randomised trial. The Lancet, 377(9768),
823–836.
Whitehead, L.C., Unahi, K., Burrell, B. & Crowe, M.T. (2016) The
experience of fatigue across long‐term conditions: a qualitative
meta‐synthesis. Journal of Pain and Symptom Management, 52,
131–143.

|

EXPERIENCES OF CBT FOR FATIGUE

Yardley, L. (2000) Dilemmas in qualitative health research. Psychology &
Health, 15, 215–228.

SUPP ORTING INFO RM ATION
Additional supporting information can be found online in the
Supporting Information section at the end of this article.

AUTHOR BIOGRAPHY
Federica Picariello is a post‐doctoral research

How to cite this article: Waite, F., Chilcot, J., Moss‐Morris, R.,

associate and a health psychologist at King's

Farrington, K. & Picariello, F. (2022) Experiences of a

College London. Federica's primary research

cognitive behavioural therapy (CBT) intervention for fatigue in

interest lies in improving the understanding and

patients receiving haemodialysis. Journal of Renal Care, 1–15.

treatment of fatigue across long‐term physical

https://doi.org/10.1111/jorc.12418

conditions.

15

