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INTRODUCTION

 Why is this an important topic?

 Who we are, a moment about our 
background in this field

 What we hope to achieve today 
through this seminar



GOAL & OBJECTIVES

1. Identify the general pathophysiology of cancer.

2. Discussion of the five most common cancers and the implications on nursing care/therapy treatment. 

3. Differentiate the common medical and therapeutic treatments, expected side effects and reportable 
toxicities of each of these cancers.toxicities of each of these cancers.

4. Appreciate common myths and fears related to cancer care and therapy, dispel those myths and teach 
patients, caregivers and family members ways to cope with those fears through education.

5. Design or add to a care plan based on assessment finding, including goals related to the direction of care 
(i.e. curative, survivorship, end of life, palliative or hospice).

6. Differentiate ways in which the direction of care may change and demonstrate clearly how to refine and 
update goals (LAB).

7. Identify possible complications, oncologic emergencies, and what resources within the community are 
available.



MYTHBUSTERS



Patients with cancer are too fatigued for therapy
Or

“Physical Therapy is the least of their problems”

“I don’t want to hurt them by providing exercise”

“It’s not right to push my patient with cancer”



 Physical, Occupational and Speech Therapy 
are extremely beneficial in the treatment of 

patients who have cancer!

Reduces fatigue Reduces fatigue

 Improves outcomes

 Heightens Quality of Life

 Unique position to educate and connect with 
patient



HOW IS CANCER-RELATED FATIGUE TREATED?1, 2, 3

Patient Education

“Exercise is beneficial before, during, and after cancer 

‐
Energy conservation

Non-pharmacologic

Pharmacologic

“Exercise is beneficial before, during, and after cancer 
treatment, across all cancer types, and for a variety of 

cancer‐related impairments. 

Moderate‐to‐vigorous exercise is the best level of 
exercise intensity to improve physical function and 

mitigate cancer‐related impairments. 



HOW IS CANCER-RELATED FATIGUE TREATED?1, 2, 3

Therapeutic exercises are beneficial to manage 
treatment side effects, may enhance tolerance to cancer treatment side effects, may enhance tolerance to cancer 

treatments, and improve functional outcomes.

Supervised exercise yielded superior benefits versus 
unsupervised. 

Serious adverse events were not common”



HOW IS CANCER-RELATED FATIGUE TREATED?3

• Meneses-Eschavez et.al. (2015), conducted a systematic review of 11 studies 
researching exercise and cancer-related fatigue.

• Systematic meta-analysis of 11 randomized studies

• Involved 1530 individuals with any kind of cancer, and at any stage of treatment

• Outcomes measured primarily fatigue, secondary outcomes considered physical and functional 
wellbeing

• Beneficial reductions in fatigue found with combined aerobic exercise, strength training, and 
with/without stretching supervision



Patients with cancer present abnormally

Or

“Patients with Cancer have abnormal vital signs- that means I shouldn’t treat them”



 There are exercise guidelines based on vital 
signs and lab values!

 Modifications: PRE vs. HR; before and after vital  Modifications: PRE vs. HR; before and after vital 
signs

 Lab values that may affect the CA care pt 
(hemoglobin, platelets, WBCs) have specific 

parameters (discussed in precautions)

 Different programs will have differing 
parameters on what is safe/normal vital signs 

for therapy



“My patient with cancer is dying and depressed-

they will not want to engage in therapy with me”



1. Not all cancer patients are dying4

Therapy can play a valuable role in reducing Therapy can play a valuable role in reducing 
depression

2. If they are – therapy is part of end of life 
care





HOW DOES EXERCISE EFFECT DEPRESSION?4

• Mishra et. al (2012) conducted a review of 56 articles

• 4826 participants randomized into exercises, or non-exercise during active treatment

Greater reduction in anxiety for survivors with breast cancer than those with other types of cancer• Greater reduction in anxiety for survivors with breast cancer than those with other types of cancer

• Greater reduction in depression, fatigue, sleep disturbances, and improvement in HRQoL, emotional 
wellbeing (EWB), physical functioning, and role function for cancer survivors diagnosed with cancers 
other than breast cancer 

• Greater improvements in HRQoL and physical functioning, and reduction in anxiety, fatigue, and sleep 
disturbances when prescribed a moderate or vigorous versus a mild exercise program

• Authors note that all articles reviewed were at high risk for bias



PALLIATIVE AND HOSPICE CARE

 World Health Organization Definition of Palliative Care34

 “Palliative care is an approach that improves the quality of life of patients and their families facing the problem 
associated with life threatening illness, through the prevention and relief of suffering by means of early 
identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial, and 
spiritual.”
identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial, and 
spiritual.”

 Hospice Care34

 Concept of care designed to provide comfort and support to patients and their families when a life limiting 
illness no longer responds to curative treatments 

 Therapy has a valuable role in end-of-life care

 Goals: – Pain management – Medical care, supplies, and equipment – Deliver multidisciplinary services, such as 
physical and occupational therapy when needed – Provide bereavement care and counseling to surviving family 
and friends



Therapy will make the cancer ‘spread’



 In general, therapy is safe!

 Exercise is proven to be beneficial 1,2,3, 30 Exercise is proven to be beneficial 1,2,3, 30

 Precautions to treatment: will be discussed as we 
proceed

 Modalities are safe 6, 7, 22, 30 (when used 
appropriately)

 Not possible to spread or metastasize cancer 
through therapy 



MODALITY REVIEW 6, 7, 22, 30

• Physical modalities are used as adjuncts to reduce pain and facilitate tissue healing and to minimize 
pain during rehabilitation interventions.

• Modalities and physical agents require astute understanding of the impact on cancer and the risk of 
promoting metastatic diseasepromoting metastatic disease

• Numerous indications exist for the use of modalities in pain management but should be applied with 
precaution

• Even heat or ice!

• This will not spread cancer, but may further damage tissue already compromised by treatment (surgery, 
chemo, and radiation)

• See the cheat sheet/resources handed out on this topic



CANCER CONCEPTS
PATHOPHYSIOLOGY

STAGING



PATHOPHYSIOLOGY OF CANCER8

• Diseases with abnormal cells that rapidly divide out 
of control
• Damage to cell DNA during normal cell reproduction 

leads to mutationsleads to mutations

• Accumulated mutations cause onset of uncontrolled 
growth

• Continued proliferation of abnormal cells can lead to 
tumor formation

• Spreads via blood and lymphatic systems 

• Inclusive of many different diseases



METASTASIS 8

• The spread of cancer cells from the 
place they first formed, to another 
part of the bodypart of the body

• All cancers have the potential to 
spread; that’s what makes them 
cancer



Cancer TypeCancer Type Sites of MetastasisSites of Metastasis

Breast cancer Most common: bone, lung, pleura, liver

Less common: brain, adrenal glands

Colorectal cancer Most common: liver, peritoneal cavity

Less common: lung

Lung cancer Small cell lung cancer: liver, brain, adrenal glands, pancreas, opposite 
lung, bonelung, bone

Non-small cell lung cancer: opposite lung, brain; less often to adrenal 
glands, liver, bone

Multiple myeloma Osteolytic bone lesions; occasionally spreads to other organs

Ovarian cancer Peritoneal cavity

Pancreatic cancer Liver, lungs, local tissues

Prostate cancer Bone

Sarcoma Lung



CLASSIFICATION OF SOLID TUMORS 9

• TNM classification: most widely used 
cancer staging system

T (Tumor) – size of primary tumor• T (Tumor) – size of primary tumor

• N (Node) – number of regional lymph 
nodes found to be cancerous

• M (Metastasis) – if cancer has spread to 
other parts of the body



CLASSIFICATION OF SOLID TUMORS 9

 T is followed by X-4
• Based on size of primary tumor
• Sizing is different for each disease site
• X = cannot be evaluated/ 0 = no evidence of primary tumor/ 1= small tumor/ 4 = large tumor

Tis = in situ (early cancer that has not spread to adjacent tissue)• Tis = in situ (early cancer that has not spread to adjacent tissue)

 N is followed X-3
• Based on number of regional lymph nodes involved
• X = cannot be evaluated/ 0 = no involvement/1-3 = number and extent of involvement

 M is followed by 0 or 1
• 0 = not present/1 = present



STAGING OF SOLID TUMORS 9

• Stages 0-IV: disease site specific

• Stage 0: abnormal cells are present, but have not spread to nearby tissue. Carcinoma in situ (CIS)

• Stage I-III: cancer is present. Higher numbers mean large tumors, and more spread to neighboring tissues.

• Stage IV: cancer has spread to distant parts of the body outside of the primary site. Metastatic disease.

• Some disease sites developed subcategories to facilitate giving more detailed information, and 
prognostic indicators

• Breast CA: T1mi, T1a, T1b, T1c/N2a, N2b

• Prostate CA: M1a, M1b, M1c



MEDICAL MANAGEMENT
SURGICAL MANAGEMENT

CHEMOTHERAPY

RADIATION



SURGICAL MANAGEMENT 10

• Used to prevent, diagnose, and treat cancer/symptoms
• Diagnostic (biopsy): used to remove suspicious tissue in order

to complete pathology for diagnosis

• Curative: used to remove cancerous tissue that is localized, and can 

be removed completely from one part of the body

• Debulking: used to remove as much of the tumor as possible when 

removing the entire tumor would cause too much damage to surrounding organs and tissue

• Palliative: used to decrease symptoms present because of a growing tumor

• Supportive: surgeries completed to ease the process of treatment (e.g ports, PEGs, tracheostomies)

• Reconstructive: used to improve cosmetic appearance, and/or improve function of an organ following curative 
surgery

• Prophylactic: used to improve cosmetic appearance, and/or improve function of an organ following curative 
surgery



CHEMOTHERAPY 10

• Goals of chemotherapy: 
• Cure: used to eliminate all cancer with goal for it not to return. Often describe as “with curative intent.”

• Control: used to control, or “shrink” tumors in the event that cure is not possible. Managed as a chronic 
disease

• Palliation: used for symptom management in cancers that are not curable, and are no longer able to be 
controlled. Can be used to manage pain in cancer growing despite treatment, and/or metastatic disease.

• Type of medication given based on disease site

• Systemic side effects are different for different   
classifications of drug



CHEMOTHERAPY- DEFINITIONS 10

• Chemotherapy: medications used to kill cancer cells, 
or stop cell division

• Given via IV infusion, injection, orally, intracavity, or 
topically

• Regimen: the combination of medications used for 
treatment; often given a nickname (e.g. “cocktail”)

• Example: FluBu, Gem/Cis, AC/T, HyperCVAD, CHOP

topically

• Can be given before, during, after other treatments

• Neoadjuvant: before surgery to shrink tumor, and help 
make surgery more successful

• Concurrent: with another line of treatment 
(concurrent chemoradiation)

• Adjuvant: after surgery to reduce recurrence

• Cardiotoxic chemotherapy

• Neurotoxic chemotherapy

• Cycle: the block of time in which a regimen is given

• Example: CHOP – CHO given on day 1, P on days 1-5, 
16 days off (21-day cycle)

• Side effects can be devastating

• Leukopenia/neutropenia, thrombocytopenia, anemia, 
mucositis, diarrhea, alopecia, nail/skin changes, hand and 
foot syndrome, nausea/vomiting, sexual/reproductive 
concerns



RADIATION 10

• Radiation uses high energy particles, or waves to 
damage cell DNA 

Considered localized treatment (vs. 

• Goals for radiation:

• Cure/shrink early stage cancer

• Reduce risk for recurrence
• Considered localized treatment (vs. 

chemotherapy) with healthy cell damage 
minimized by precision treatment

• Estimated that 50% of those diagnosed with 
cancer will receive radiation

• Cumulative in its effects: previously radiated body 
parts are typically not re-treated

• Types of radiation: Internal*; External; and 
Systemic

• Treat recurrent cancer

• Treat symptoms of advanced cancer

• Delivered in three ways:
• Standard fractionation: received daily

• Hyper-fractionation: received daily/twice daily in 
smaller doses than standard

• Hypo-fractionation: received daily in larger doses 
than standard



COMMON CANCERS
BREAST CANCER

PROSTATE CANCER

LUNG CANCER

COLORECTAL CANCER

LIQUID CANCERS





BREAST CANCER

 Prevalence: 29

 About 1 in 8 U.S. women (about 12%) will develop invasive breast cancer over the course of her  About 1 in 8 U.S. women (about 12%) will develop invasive breast cancer over the course of her 
lifetime.

 About 85% of breast cancers occur in women who have no family history of breast cancer. These 
occur due to genetic mutations that happen as a result of the aging process and life in general, 
rather than inherited mutations.

 The most significant risk factors for breast cancer are gender (being a woman) and age (growing 
older).





BREAST CANCER 5, 8, 10, 11

• Medical Management (Surgical)

Surgery Clinical Implications

Lumpectomy The more involved the surgery, the more soft Lumpectomy The more involved the surgery, the more soft 
tissue involvementMastectomy – Simple

Mastectomy – Prophylactic

Mastectomy – Modified Radical

Reconstruction – Free Flap Longer surgery

Reconstruction – Implants Multiple procedures

Sentinel Lymph Node Biopsy (SLNB) vs 
Axillary Lymph Node Dissection (ALND)

More lymphatic injury associated with axillary 
cording



BREAST CANCER 5, 8, 10, 11

• Medical Management (Chemotherapy)

Type Clinical Implications

AC/T: common ‘cocktail’ Contain cardiotoxic and neurotoxic 
agents

Tamoxifen/Al Estogen depletion vs blocking – leads 
to early menopause, increased risk 
for osteopenia/osteoporosis



BREAST CANCER

 Medical Management (Radiation)

Location Clinical Implications

Axillary Risk for lymphedema
Increase symptoms of axillary cording

Chest Wall Decreased AROM
Decreased breathing excursion

Supraclavicular Neck pain
Decreased AROM of scalenes



BREAST CANCER- CLINICAL IMPLICATIONS SUMMARY

 Musculoskeletal

 Shoulder and arm dysfunction

 Lymphedema

 Cardiac 
 Compromise 2/2 chemo

 Neuro Lymphedema

 Scarring

 Neck Pain

 Psychosocial

 Depression

 Adjustment d/o

 Neuro
 Neurotoxic Chemo

 Hormonal

 Menopause

 Osteopenia/Osteoporosis

 Respiratory

 Breathing issues



PROSTATE CANCER

 Prevalence

 About 1 man in 9 will be diagnosed with prostate 
cancer during his lifetime.cancer during his lifetime.

 Prostate cancer develops mainly in older men and 
in African-American men. 

 About 6 cases in 10 are diagnosed in men aged 65 
or older, and it is rare before age 40. The average 
age at the time of diagnosis is about 66.



PROSTATE CANCER 5, 8, 10, 11

• Medical Management (Surgical)

Surgery Clinical Implications

Prostatectomy – Open Radical IncontinenceProstatectomy – Open Radical Incontinence
Erectile dysfunction

Prostatectomy – RALP

Lymph Node Sampling Increased risk for lymphedema



PROSTATE CANCER 5, 8, 10, 11

 Medical Management (Chemotherapy)

Type Clinical Implications

Taxanes NeurotoxicTaxanes Neurotoxic

Platinums Neurotoxic

Location Clinical Implications

Whole Pelvis Pelvic floor dysfunction
Damage to mucous membranes – can 
cause bowel dysfunction

Brachytherapy

 Medical Management (Radiation)



PROSTATE CANCER- CLINICAL IMPLICATIONS SUMMARY

 Musculoskeletal

 Pelvic floor dysfunction

 Lymphedema

 Neuro

 Neurotoxic chemo

 Psychosocial Lymphedema

 Pain

 Genitourinary

 Sexual dysfunction

 Incontinence

 Bowel dysfunction

 Psychosocial

 Depression

 Adjustment

 Fatigue



LUNG CANCER

 Prevalence
 Lung cancer is the most common cancer worldwide, accounting for 2.1 million 

new cases and 1.8 million deaths in 2018new cases and 1.8 million deaths in 2018

 Approximately 541,000 Americans living today have been diagnosed with lung 
cancer at some point in their lives

 During 2018, an estimated 234,030 new cases of lung 

cancer were expected to be diagnosed, representing 

about 13 percent of all cancer diagnoses



LUNG CANCER

 Medical Management (Surgical)

Surgery Clinical Implications

Open Thoracotomy Rib pieces removedOpen Thoracotomy Rib pieces removed
Scapular stabilizers cut

VATS Wedge Resection Less invasive
Rib separation
Scapular stabilizers retracted



LUNG CANCER

 Medical Management (Chemotherapy)

Type Clinical Implications

Platimums Neurotoxic

*Often given concurrently with radiation

Platimums Neurotoxic

Taxanes Neurotoxic

Gemcitabine Pulmonary fibrosis
Pulmonary Edema
ARDS



LUNG CANCER 5, 8, 10, 11

• Medical Management (Radiation)

Location Clinical Implications

Chest Wall Exacerbate shoulder dysfunctionChest Wall Exacerbate shoulder dysfunction

Prophylactic – whole brain* Brain swelling



LUNG CANCER- CLINICAL IMPLICATIONS SUMMARY

 Respiratory

 Breathing Issues

 Decreased ROM

 Musculoskeletal

 Shoulder Dysfunction

 Fatigue Decreased ROM

 Pain

 Neuro

 Neurotoxic chemo

 Cognitive

 Chemo Brain

 Fatigue

 Psychosocial

 Depression

 Adjustment d/o



COLORECTAL CANCER

 Prevalence
 Colorectal cancer (cancer that starts in the colon or rectum) is the third most commonly 

diagnosed cancer and the second leading cause of cancer death in men and women combined in 
the United Statesthe United States

 On average, the lifetime risk of developing colon cancer is about one in 23 for men and women 
combined (4.5%), however, this varies widely according to individual risk factors

 About 71% of cases arise in the colon and about 29% in the rectum

 Most of these cases (72%) occur in people who are in their 40s



COLORECTAL CANCER 5, 8, 10, 11

• Medical Management (Surgical)

Surgery Clinical Implications

Total Colectomy Colostomy, IleostomyTotal Colectomy Colostomy, Ileostomy

Ostomy reversals
Partial Colectomy

Hemicolectomy

Proctocolectomy

Secondary Surgery – Diverting 
Ostomy

Secondary Surgery – Reverse 
Ostomy



COLORECTAL CANCER

 Medical Management (Chemotherapy)

Type Clinical Implications

Platinums Neurotoxic

Xeloda NeurotoxicXeloda Neurotoxic

5FU Neurotoxic

Location Clinical Implications

Whole Pelvis Pelvic floor dysfunction
Damage to mucous membranes – can 
cause bowel dysfunction

Brachytherapy (anal CA) Can cause vaginal stenosis

 Medical Management (Radiation)



COLORECTAL CANCER- CLINICAL IMPLICATIONS SUMMARY

 Genitourinary
 Pelvic Floor dysfunction

 Bowel 

 Cognitive
 Chemo Brain

 MusculoskeletalBowel 

 Sexual 

 New Ostomy management

 Neuro
 Neurotoxic chemo

 Chemo-induced peripheral neuropathy

 Musculoskeletal
 Lower back pain

 Fatigue

 Balance impairment

 Psychosocial
 Depression

 Adjustment d/o



LIQUID CANCERS 5, 8, 10, 11

• Prevalence 

• Leukemia

• In 2019, 61,780 people are expected to be diagnosed with leukemia• In 2019, 61,780 people are expected to be diagnosed with leukemia

• There are an estimated 399,967 people living with or in remission from 
leukemia in the US

• Myelodysplastic Syndomes (MDS)

• For the 5-year period from 2011 to 2015, there were 70,056 new cases of MDS 
throughout the US, averaging an estimated 14,011 cases per year



LIQUID CANCERS

 Prevalence

• Lymphoma

• In 2019, there are expected to be 82,310 new cases of lymphoma diagnosed in the • In 2019, there are expected to be 82,310 new cases of lymphoma diagnosed in the 
US

• There are an estimated 874,730 people living with, or in remission from, lymphoma 
in the US

• Myeloma

• An estimated 32,110 new cases of myeloma (18,130 males and 13,980 females) are 
expected to be diagnosed in the US in 2019

• An estimated 124,483 people in the US are living with or in remission from myeloma



LIQUID CANCERS

• Bone Marrow Transplant (BMT)/Stem Cell Transplant

• Autologus

• Cells harvested from patient during remission

• Conditioning chemotherapy followed by transplant

• Allogeneic

• Donor cells harvested

• Induction/consolidation chemotherapy to achieve remission prior to transplant

Medical Management Clinical Implications

Chemotherapy Multiple lines used; neurotoxic and cardiotoxic

Radiation Total Body Irradiation (TBI)



LIQUID CANCERS – COMPLICATIONS OF BMT 5, 8, 10, 11

 Graft vs. Host Disease (GVHD)
 Donor cells recognize host cells as foreign

 Graft vs. Tumor effect

 Treated with immunosuppression and steroids Treated with immunosuppression and steroids
 Clinical Implication: Steroid myopathy

 Acute GVHD usually affects skin, liver, gut
 Skin: rash; severe, long term GVHD of skin can cause contractures

 Liver: elevated LFTs

 Gut: diarrhea



TREATING YOUR PATIENT WITH CANCER:
WHAT TO EXPECT 



DIRECTION OF CARE

 Curative
 Treatment such as chemotherapy which has the intent to curing them, not just reduction of pain or 

stress

 Survivorship
 Focuses on the health and life of a person with cancer post treatment until the end of life

 Covers the physical, psychosocial, and economic issues of cancer, beyond the diagnosis and 
treatment phases

 Includes issues related to the ability to get health care and follow-up treatment, late effects of 
treatment, second cancers, and quality of life

 Family members, friends, and caregivers are also considered part of the survivorship experience.



DIRECTION OF CARE

 End of life

 Team determines that the cancer can no longer be controlled

Emphasis on improving their quality of life and that of their loved ones, and making them  Emphasis on improving their quality of life and that of their loved ones, and making them 
comfortable for the following weeks or months

 Pain control, control of other symptoms (constipation, nausea, SOB)

 Stress decreases and coping increases if person with advanced CA discusses his or her options for 
care with Dr early on



DIRECTION OF CARE

 Palliative
 Initiated at any time following diagnosis

 Can be provided in conjunction with curative treatments, to minimize symptoms associated with 
diseasedisease

 Focuses on pain and symptom control, interdisciplinary communication and coordination, and 
emotional support for patient and caregivers

 Hospice
 Initiated in last 6 months of life 

 Designed to support individuals in the final stage of life when curative treatments are no longer 
appropriate



OPEN 
DISCUSSION

HOW DO YOUR GOALS 
AND THE FOCUS OF YOUR 
THERAPY CHANGE WITH 

THE DIRECTION OF CARE?



WHAT YOUR 
PATIENT MAY BE 

Patient

Neuropathy

Pelvic Floor 
Dysfunction

Fatigue

Pain

Chemo 
Brain

PATIENT MAY BE 
EXPERIENCING

We will discuss each of these in some detail in order to 
contextualize the plan, goals, treatments, and role of rehab 

clinician

LymphedemaShoulder 
Dysfunction



PAIN 12, 31, 32

• Pain is an uncommon early warning sign of 
cancer
• 50%-70% of those receiving treatment for cancer 

have pain

• 60%-80% of those with advanced disease have pain

Clinical Evaluation:PAIN 12, 31, 32
• Clinical Evaluation:

• Can it be reproduced?

• When was the onset?

• What are things that change the pain?

• Pain neuroscience education?



PAIN 12

 How is the pain classified?
 Chronic pain: preexisting pain unrelated to 

cancer/treatment (acute on chronic)

 Treatment related pain: post surgical 
pain/neuropathic pain because of 
chemo/stretching because of radiation 
fibrosis/joint pain related to hormone 
therapy

 Disease related pain: direct compression of 
nerve, or innervated tissue by a tumor, 
metastatic disease



PAIN – OUTCOME MEASURES 13

 Pain
 McGill Pain Questionnaire Short Form

 15 words to be rated as “none,” “mild,” “moderate,” “severe.” 
equate to 0-3 rating.equate to 0-3 rating.

 Numeric Rating Scale

 0 to 10, or 1 to 10. Usually, only the 2 extreme categories are 
labeled, for example, “no pain at all” and “worst imaginable pain,” 
and the respondent selects the number that best reflects the 
intensity of pain

 Visual Analog Scale

 a 10-cm long horizontal line with anchors on each end, for 
example, “no pain” anchoring one end and “pain as bad as it can 
be” at the other



CANCER-
RELATED 

 The National Comprehensive Cancer 
Network (NCCN) describes CRF as:

 “A distressing, persistent, subjective sense 
of tiredness or exhaustion, related to RELATED 

FATIGUE 1
of tiredness or exhaustion, related to 
cancer or cancer treatment that is not 
proportional to recent activity and 
interferes with usual functioning.”



WHAT CAUSES FATIGUE? 12

 Cancer

 Cancer Treatments 

(surgery, chemo, radiation)

 Hormones

 Difficulty breathing

 Cardiac issues(surgery, chemo, radiation)

 Anemia

 Insomnia/sleep disturbances

 Nutrition

 Depression and anxiety

 Medications

 Too much activity

 Lack of exercise

 Cardiac issues

 Infection

 Pain

 Stress

 Dehydration

 Weight loss

 Other medical conditions



CRF – OUTCOME MEASURES1

 BFI – Brief Fatigue Inventory 

 excellent test-retest reliability, construct validity with MFSI, and concurrent validity with FACT-F

 Cancer-Related Fatigue Distress Scale 

distress related to fatigue in terms of physical, social, psychological, cognitive, and spiritual areas distress related to fatigue in terms of physical, social, psychological, cognitive, and spiritual areas

 Ten Point Rating Scale for Fatigue 

 “How would you rate your fatigue on a scale of 0 to 10, with 0 being no fatigue and 10 being the worst 
possible fatigue?” verbally or along a 100-mm line

 Multidimensional Fatigue Symptom Inventory

 examines fatigue in the context of global, somatic, cognitive, and behavioral manifestations across general, 
physical, emotional, and mental domains

 PROMIS (patient-reported outcome measurement information system)28



CANCER RELATED FATIGUE - PRECAUTIONS12

 Bone Metastases

 Thrombocytopenia

 Anemia

 Fever or Active Infection Fever or Active Infection

 Limitations from metastases, or other illnesses

 Clinical Reasoning

 Always have clearance from the referring physician before 
beginning anything that causes you to pause



NEW PHYSICAL ACTIVITY GUIDELINES FOR AMERICANS 15

 2nd edition published in 2018 (PAGII) 

 Written in response to an already high and still 
expanding incidence of chronic, preventable 
diseases in Americans, and their diminishing 
participation in physical activity and exercises

 Improvements in brain function, and cognition

 Reduction in anxiety and depression risk

 Improved sleep patterns 
participation in physical activity and exercises

 Retained original guidelines, but softened. Calling 
for individuals to simply move more during daily 
lives
 Eliminates previous 10 minute minimum

 “gym time” is not essential

 Identifies 8 CAs with risk reduction when 
participating in physical activity: bladder, breast, 
colon, endometrial, esophageal, kidney, lung, 
stomach

 Improved sleep patterns 

 Decreased fall risk

 New designation of multicomponent physical 
activity creates an inclusive term that 
incorporates all types of physical activities that 
are viewed as essential in the comprehensive 
management of the cancer survivor

 http://physicalactivityplan.org/index.html



CANCER-RELATED FATIGUE TREATMENTS 2, 3, 4, 8, 12

• Cardiovascular exercise

• Walking/biking/swimming programs

• HITT• HITT

• Personalized training

• Strength training

• Energy Conservation/Pacing

• Sleep Hygiene 



CHEMOTHERAPY 
INDUCED 
PERIPHERAL 

 Chemotherapy and other drugs used to treat cancer can 
cause peripheral neuropathy. 

 The risk of developing CIPN is higher with higher doses, 
multiple courses, and combination chemotherapy. 

 Classification: PERIPHERAL 
NEUROPATHY 
(CIPN) 8, 31

 Classification: 

 Acute – occurs during or shortly after treatment, resolves 
quickly

 Chronic – long lasting, persisting between treatments

 Can improve over 6-12 months post treatment

 May become permanent



PREVALENCE OF CIPN 31

 Molassiotis,  A., et al (2019) conducted a multi-country prospective longitudinal 
observational study

 Patients assessed before commencement, and three weekly during chemotherapy for up to six 
cycles and at 6,9, 12 months cycles and at 6,9, 12 months 

 Clinician based scales, objective assessments, and patient reported outcome measures used

 343 patients recruited, 2399 observations

 Wide variation in CIPN prevalence using different assessments (14.2%- 53.4%)

 Some chemo agents (paclitaxel and oxaliplatin) showed higher (up to 63% and 71.4%)

 Peak prevalence at the 6-month assessment

 Motor neurotoxicity common



CHEMOTHERAPY INDUCED PERIPHERAL NEUROPATHY 8, 16, 31

 Treatments
 Behavioral Modifications 16

 Using wrist/elbow to test water 

 Gait training

 Balance training

Strengthening
 Using wrist/elbow to test water 

temperatures

 Using both hands when reaching for coffee 
mug, or larger

 Wearing shoes at all times

 Getting rid of fall risks in the home

 Using adaptive equipment/assistive devices

 Bath mats/stickers for sensory input when 
bathing

 Strengthening

 Hand therapy/OT
 FMC

 ADL related tasks



PELVIC FLOOR 
DYSFUNCTION 

 Occurs due to changes in the pelvic floor often caused by 
surgery, radiation, or hormonal changes due to 
chemotherapy (most common in gyn onc cancers, breast 
cancer, and prostate cancer)

 May experience these symptoms following treatment:

 Incontinence (urinary, gas, or stool)

ConstipationDYSFUNCTION 
17

 Constipation

 Sexual dysfunction

 Pelvic pain

 It is important to screen for these and let your patients 
know that there is help available through pelvic floor physical 
therapy



EVIDENCE TO SUPPORT PELVIC FLOOR REHAB

 Yang et. al (2012) demonstrated the effectiveness of Pelvic Floor 

Rehabilitation Program in pts post gyn/onc cancer

Improved pelvic floor strength, sexual function; also improved compared to control group Improved pelvic floor strength, sexual function; also improved compared to control group

 Filocamo et. al (2005) conducted a large study examining incontinence in men 

post prostatectomy incontinence

 300 participants post Prostate CA treatment

 In those engaged in Pelvic Floor rehab, incontinence had improved 19% compared to control (8%) at one month, and 94.6% 
compared to control (65%) after 6 months



PELVIC FLOOR DYSFUNCTION

 Plan of care may include referring to pelvic floor specialist

 Find a practitioner: https://pelvicrehab.com/

 Pelvic Sanity has list of sites through which you can locate a therapist https://www.pelvicsanity.com/single- Pelvic Sanity has list of sites through which you can locate a therapist https://www.pelvicsanity.com/single-
post/2017/05/03/How-to-Find-a-Pelvic-Physical-Therapist

 May also include education re bowel habits, diet and nutrition, positioning, activity, etc

 Online Resources

 Handouts, organizations, discussions, videos https://www.voicesforpfd.org/resources/pelvic-floor-dialogues/

 International Continence Society  icsoffice.org

 The Pelvic Floor Disorders Network  pfdnetwork.org

 Website for providers: articles, books, and resources to provide to patients https://hermanwallace.com/resources-for-pelvic-
rehabilitation-practitioners



LYMPHEDEMA18

 Swelling and skin changes that can occur when lymphatic 
flow to a region is compromised 

 Slow onset, asymmetrical

 Results in heaviness, achiness, skin breakdown and 
infections, decreased mobility, community isolation

 Occurs if the system’s ability LYMPHEDEMA18  Occurs if the system’s ability 

to transport lymph is not able

to meet the needs/volume of 

the fluid. Results in a high 

protein edema in the soft 

tissue and lymphatic vessels



LYMPHEDEMA
 Lymphedema can be common post breast CA, 

gyn/onc cancer, pelvic radiation, surgeries

 Surgery (e.g. node removal, scar tissue) and/or 
radiation can damage delicate lymphatic vessels

 Complications can include skin changes such as:

 Lymphorreah

 Fibrosis

 Hyperkeratosis

 Papillomatosis

• Swelling can occur anywhere in the quadrant of 
treatment

• RED FLAG: swelling is not in quadrant of 
treatment – ie lower extremity swelling with 
breast cancer dx



LYMPHEDEMA RISK REDUCTION 18

• No blood pressures, punctures, deep manual treatment to affected quadrant

• Skin careSkin care

• Keep area clean and dry

• Use bug spray/sun screen 

• If injury to area occurs, monitor closely for infection

• Avoid restricting limb – ie tight clothing or jewelry 

• Avoid extremes of temperature (hot tubs/saunas for > 15 minutes, or extreme cold due to 
chapping of skin)

• Exercise and weight management is an important part of risk reduction



LYMPHEDEMA

 Plan of care will include referral to a Certified Lymphedema Therapist (CLT)

 CLTs can be found online, or through calling local OPs/Homecare to see if they have CLTs on staff

 POC can also include: 

 Diaphragmatic breathing (to stimulate lymphatic drainage); skin care;  exercises  Diaphragmatic breathing (to stimulate lymphatic drainage); skin care;  exercises 

(segmental, non-resistive) and compliance with any compression regime

 Education re: risk reduction for those with Lymphedema

 Goals: May be related to girth reduction; mobility; perceived exertion; skin care.

 Resources:

 Online: Facebook support groups, Blogs,  Advocacy Groups

 Local therapists, compression vendors

 Vascular specialists, wound care centers



SHOULDER 
DYSFUNCTION 
IN BREAST, 

• Commonly occurs in these populations due 
to area of surgery and radiation

• Axillary Cording

Decreased ROM
IN BREAST, 
HEAD AND 
NECK CANCERS 
19, 20, 21

• Decreased ROM

• Nerve palsy

• Pain

• Lymphedema 



AXILLARY CORDING

• Breast cancer: side effect of 
sentinel lymph node biopsy 
(SLNB) or axillary lymph node 
dissection (ALND)

• Axillary Web Syndrome (cording) 
may be present in addition to 
restrictions in the axilla from 
radiation and scar tissue

• Scapular weakness following 
reconstruction



TREATMENT FOR AXILLARY CORDING 20, 21

 Manual treatments including myofascial release, soft 
tissue mobilization, mobilization of the cord(s), scar 
mobilization

Pec/chest stretching Pec/chest stretching

 Shoulder mobilization as appropriate

 Median nerve glides

 Shoulder ROM

 Shoulder/scapular strengthening

 MLD? 



SPINAL ACCESSORY NERVE PALSY

• Head and neck cancer

• Spinal accessory nerve palsy may occur due to stretching or removal of nerve during neck 
dissection surgery dissection surgery 

• Treatment:
• ROM both AROM/AAROM/PROM

• Scapular strengthening in pain free ranges

• Joint protection education



SHOULDER DYSFUNCTION TREATMENT 19, 20, 21

 Breast cancer

 Shoulder mobilizations for ROM

 Myofascial release of anterior chest wall/scar 

 Head & Neck cancer

 In the literature there is evidence for progressive 
resistance training in this population

 Myofascial release of anterior chest wall/scar 
tissue as appropriate (be cautious with 
radiated tissue)

 Shoulder ROM

 Pec stretching

 UE/Scapular strengthening

 Patients with lymphedema need to use an 
appropriate compression while exercising

 Focus on scapular stabilizers

 Working within pain free shoulder ROM to avoid 
impingement

 PROM, AAROM with back supported (supine, 
reclined)

 Initiate strengthening isometrically at 0 degrees

 If modified or selective neck dissection Spinal 
Accessory Nerve function may return



CHEMO BRAIN
10

 Memory lapses: forgetting things that they usually have no 
trouble recalling 

 Trouble concentrating: “spacing out”

 Trouble remembering details

 Trouble multi-tasking

 Taking longer to finish CHEMO BRAIN
10

things: disorganized, 

slower processing

 Word finding difficulty



CHEMO BRAIN 35,36

 Prevalence: 20% to 30% of patients report some cognitive impairment, which is 
transient for most, but persists in a subset of vulnerable patients

 2012 meta-analysis of 17 breast CA trials showed deficits in cognitive functioning in patients 
treated with chemotherapy relative to controls or to prechemotherapy baselinetreated with chemotherapy relative to controls or to prechemotherapy baseline.

 Causes:10, 38

 The cancer itself

 Other drugs used as part of 
treatment, such as steroids, anti-
nausea, or pain medicines

 Surgical anesthesia

 Low blood counts

 Sleep problems

 Infection

 Fatigue

 Hormone changes or hormone 
treatments (endocrine therapy)

 Other illnesses, such as diabetes or 
high blood pressure

 Nutritional deficiencies

 Patient age

 Depression

 Stress, anxiety, worry, or other 
emotional pressure

 Preexisting cognitive dysfunction

 Genetic factors



CHEMO BRAIN 11, 35

 Treatment

 Speech therapy

 Neuropsych testing to differentiate between preexisting dementia, or other cognitive deficits

 Screen for other mental health issues with similar symptoms, like depression

 ?Exercise

 Very limited information on how to treat this, especially outside of breast CA



CHEMO BRAIN 37

 Rats were injected with doxorubicin (Adriamycin) once a week for 4 weeks to 
induce ‘chemo brain.’

 Exercise group: 6 days/week of low-intensity treadmill walking Exercise group: 6 days/week of low-intensity treadmill walking

 Tests were performed to establish that cognitive impairments occurred

 Exercise attenuated effects of chemotherapy

 There are clearly limitations to this study…

 Difference between Chemo Brain and Brain Mets?



REHABILITATION
SPECIAL CONSIDERATIONS FOR COMPREHENSIVE ASSESSMENT



SPECIAL CONSIDERATIONS – History of Present Illness8

• Access to the medical record

• Oncology notes can be insightful

• Where, in the continuum of care, are you seeing this patient?• Where, in the continuum of care, are you seeing this patient?

• Multiple Issues will surface during history taking

• Focus on “worst ones”

• Reference the script – to narrow conversation

• Pain may not be from treatment or from CA – may be chronic



PATIENT EDUCATION

 Pre-Treatment

 Identify potential safety problems and establish a patient’s 
baseline physical and functional statusbaseline physical and functional status

 Understanding changes in activity/energy level

 Assessing functional measures is important in predicting 
mortality, disease free survival and prognosticating functional 
decline

 Forming good habits prior to beginning treatment

 Optimize performance outcomes during and after treatment 
and will help identify early functional status decline



PATIENT EDUCATION

 During Treatment
 Goal is to maintain current level, as gains may not occur 

during treatment

 Different baseline each day (cannot compare today to  Different baseline each day (cannot compare today to 
yesterday or tomorrow)

 Must understand your limits – can over do it!

 Post-Treatment
 Learn the “new normal”

 Survivorship issues



EVALUATION - OBSERVATION 8

 Seated posture

 Standing posture

 Gait assessment Gait assessment

 Positioning for treatment

 Affect

 Is there a family member, or caregiver present?

 Are they interacting during the evaluation?

 Are they giving you different information than the patient?

 Cognition

 Not always about Alert & Oriented



EVALUATION – MUSCULOSKELETAL 8

 AROM

 If limited, is the limiting factor treatment related?

 MMT

 If limited, is the limiting factor treatment related?

 Is it appropriate? Are there bony mets, or potential for pathological fracture?

 Special tests

 Body part specific testing: along with chief complaint painful areas, test the closest joints to the surgical site 

 Movement patterns

 Do not forget to look at quiet breathing vs. deep breathing



EVALUATION - NEUROLOGICAL 8

 Sensation

 Sharp/dull

 Light touch/pressure Light touch/pressure

 Temperature

 Balance

 CTSIB-M

 Cranial nerves II-XII

 Is this indicated for all patients?

 Should be able to do a Cranial Nerve Test quickly if indicated 

 Coordination



EVALUATION –
OUTCOME 

Use based on chief complaint

Example: a patient with breast cancer is being 
evaluated for back pain secondary to sacral OUTCOME 

MEASURES 8

evaluated for back pain secondary to sacral 
metastases. Outcome measure used: ODI

More examples to be discussed during Case 
Studies



REHAB SETTINGS – WHAT TO EXPECT

• Inpatient: lines/tubes, precautions, abnormal lab values, may be in active treatmentInpatient: lines/tubes, precautions, abnormal lab values, may be in active treatment

• Acute/Subacute Rehab: precautions, abnormal lab values, may be in active treatment

• Home Care: screening the independent patient for fatigue, balance deficits, functional deficits, ?ready for 
outpatient

• Outpatient: survivorship issues



HANDS-ON LAB BREAK

 Goal setting
 Take some time

Write down a specific example goal for  Write down a specific example goal for 
your rehab setting  (example: fatigue, 
pain, CIPN, shoulder dysfunction)

 We will discuss setting and modifying 
goals in two-three minutes- have your 
goal ready to examine!



HANDS-ON LAB BREAK

 Goal setting Lab: Examples
 Pain

 Reduce pain to <4/10 for bed transfer, using a log 
rolling technique, in 2 weeks

 Reduce pain to <4/10 for bed transfer, using a log 
rolling technique, in 2 weeks

 CIPN
 Improve tandem stance time to 30 seconds to 

reduce fall risk, in 4 weeks

 Shoulder Dysfunction
 Improve shoulder complex ROM in order to 

achieve position for radiation treatment, in 3 weeks



PRECAUTIONS
ONCOLOGIC EMERGENCIES

RED FLAGS

PRECAUTIONS WITH MODALITY USAGE

NEUTROPENIC PRECAUTIONS

VITAL SIGNS



ONCOLOGIC EMERGENCIES 30

 Structural/Mechanically Induced

 Spinal Cord Compression

 Malignant Pericardial Effusion

 Superior Vena Cava Syndrome Superior Vena Cava Syndrome

 Metabolic Oncologic

 Hypercalcemia

 Tumor Lysis Syndrome

 Haematologic

 Neutropenic Fever

 Venothrombolic Events

 See Resource/cheat sheet for presenting symptoms and rehabilitation implications



RED FLAGS 8, 12, 30

• Unexplained weight loss/anorexia

• Night pain

• Night sweats/Fever

• New onset of pain/inability to bear weight• New onset of pain/inability to bear weight

• Fatigue

• Skin changes

• Changes to bowel/bladder function

• Nagging cough/hoarseness

• Non-healing wounds

• Unexplained bleeding/discharge

• Non-mechanical pain/unable to be reproduced 



MODALITIES: PRECAUTIONS 7

Pulsed or 
Continuous 
ultrasound

Electrical 
Stimulation

Low Level 
Laser Therapy

Superficial 
Heat

Cryotherapy Short Wave 
Therapy

• Avoid over areas • Avoid in regions • Avoid in regions • Avoid in regions • No evidence • Avoid in persons • Avoid over areas 
of known or 
suspected 
malignancy

• Areas with 
impaired 
circulation or 
sensation

• Radiated tissues 
may respond 
atypically

• Avoid in regions 
of known or 
suspected 
malignancy

• Areas of impaired 
sensory awareness

• TENS may be 
used for pain 
management in 
palliative care

• Radiated tissues 
may respond 
atypically

• Avoid in regions 
of known or 
suspected 
malignancy

• Use with caution in 
recently radiated 
tissues

• Can be used for 
healing of ulcers 
caused by 
radiation – author 
suggests using 
only if 6 mo post

• Avoid in regions 
of known or 
suspected 
malignancy

• Avoid in areas of 
skin breakdown or 
damage 
producing uneven 
heat conduction 
across the skin

• No evidence
• Avoid in areas of 

impaired sensory 
awareness

• Avoid in persons 
with known or 
suspected 
malignancy

• Low evidence
• Avoid in recently 

radiated tissue, 
again low 
evidence

Physiotherapy Canada



NEUTROPENIC PRECAUTIONS

• Neutropenia is a condition causing low neutrophils (WBCs), leaving person at risk for infection

• Can occur 7-12 days after receiving chemotherapy

• Wash in/wash out• Wash in/wash out

• Glove, gown, mask for therapist

• If the patient has to leave the room: glove, gown, mask

• No fresh fruit or flowers

• Often due to side effects of chemotherapy and often in blood cancer population after BMT/HSCT

• What does this mean to us as therapists?

• Not a contraindication to exercise/mobility

• Neutropenic fever patients from outpatient chemotherapy



CYTOTOXIC PRECAUTIONS

 Cytotoxic Chemotherapy- killing healthy cells as well as CA cells Cytotoxic Chemotherapy- killing healthy cells as well as CA cells

 Precautions: Avoid bodily fluids; double glove dispensing medication; 
pregnant people may take extra caution

 Facilities may have specific guidelines 



VITAL SIGNS 8, 12

• Utilize Rated Perceived Exertion vs. Heart Rate 

• Monitor before and after vital signs 

• This is a great way to justify treatment, and show progress in the fatigue population

• Especially important for patients following cardiotoxic chemotherapy agents

• Discussion

• What patient can we expect abnormal vital signs? 

• If so when should we discontinue or modify treatment? 

• Examples as to how to modify to still make great use of your session (e.g. in home care, in patient rehab, subacute rehab)





VITAL SIGNS 8, 12

• Utilize Rated Perceived Exertion vs. Heart Rate 

• Monitor before and after vital signs 

• This is a great way to justify treatment, and show progress in the fatigue population

• Especially important for patients following cardiotoxic chemotherapy agents

• Discussion

• What patient can we expect abnormal vital signs? 

• If so when should we discontinue or modify treatment? 

• Examples as to how to modify to still make great use of your session (e.g. in home care, in patient rehab, subacute rehab)



LAB VALUES
Lab Values Range Walking Biking Exercises

Hemoglobin 
(g/dL)

>12 No limitations No Limitations No Limitations

8-12 Short Distances Short Intervals 5-10 min To Tolerance

<8 To tolerance- STOP if 
symptoms #

To tolerance- STOP if 
symptoms #

To tolerance- STOP if 
symptoms #

Platelets (#/uL) >50,000 No limitations No limitations No limitations

11,000-
50,000

No limitations No resistance for bike To Tolerance, no weights

<10,000 Min only- monitor for 
bruising/ecchymosis

No biking No exercise

White Blood Cells >11.0 109/L Symptom-based approach, monitor for fever

< 4.0 109/L Symptom-based approach, monitor for fever

< 1.5 109/L 
(Neutropenia)

Symptom-based approach, neutropenic precautions based on facility guidelines.



GOALS & PLAN OF CARE



GOALS 

• Should be patient centered

• Should be based on where patient currently is in her/his cancer journey

• Survivorship!• Survivorship!

• Goals may seem to be endless in helping patients return to PLOF
• Important to realize that it may seem like these 

patients could be on caseload “forever.”

• Make goals for patient to be independent in exercise 

program, independent in using RPE in order to

ensure proper activity level



GOALS

• Examples:

• Patient will demonstrate the ability to negotiate 12 stairs using 1 HR with supervision without 
adverse vital sign response in order to return to home safely with her husband.adverse vital sign response in order to return to home safely with her husband.

• Patient will demonstrate the ability to walk modified independently with least restrictive assistive 
device for 500 feet (1 city block) without taking a seated rest break.

• Patient will demonstrate the ability to complete morning care (usual hygiene) while reporting an 
RPE of 3-4 (11-12).

• Patient will demonstrate the ability to improve left shoulder complex forward elevation to 0 
degrees to 140 degrees in order to complete his job upon return to work.



PLAN OF CARE

• May vary based on practice area and where patient is in their treatment

• Pre op – 1-2 visits for pt education, pre-treatment assessment

• Post op – inpatient may need daily visits to reach goals of next level of care (rehab, home • Post op – inpatient may need daily visits to reach goals of next level of care (rehab, home 
care, outpatient)

• Chemotherapy – may consider scheduling visits prior or 1-2 days post based on pt response 
to treatment

• Radiation – may need pre radiation appointments to help attain proper positioning during 
radiation (breast CA)

• XRT is cumulative – symptoms may worsen towards the end of treatment



CASE DISCUSSION – HEAD AND NECK CA

 Mr. Favorite, 67 year old male dx with right base of tongue SCC (BOT CA)

 Began with chronic throat soreness, referred to oncology by ENT

 Staging: pT3pN0pM0, p16+ 

 Surgery: TORS resection, right neck dissection (3/48+)

 Chemotherapy: none

 Radiation: adjuvant x 5 weeks

 PMH/PSH: BPH s/p TURP, former smoker: quit 12 years prior to dx, GERD, borderline HTN



CASE DISCUSSION – HEAD AND NECK CA

 Subjective: difficulty swallowing secondary to lack of saliva, right shoulder pain, fatigue, 
right neck pain, mid-thoracic back pain, lack of neck motion, tongue/mouth pain, right-right neck pain, mid-thoracic back pain, lack of neck motion, tongue/mouth pain, right-
sided face/neck swelling

 Retired, enjoys gardening and travel with his girlfriend (a teacher still working)

 Sleeping on left side only with very poor rest



CASE DISCUSSION – HEAD AND NECK CA

 Objective

 Neck evaluation – AROM, quality of movement, cervical spine special tests, soft tissue mobility

 Shoulder evaluation – AROM, quality of movement, scapular strength, shoulder special tests Shoulder evaluation – AROM, quality of movement, scapular strength, shoulder special tests

 TMJ evaluation – AROM, quality of movement, presence of deviations- may require SLP referral

 Cancer-related Fatigue evaluation – 6 minute walk, Brief Fatigue Inventory (BFI), 30 second chair 
stand

 Lymphedema evaluation – Prioritize; referral to CLT?



CASE DISCUSSION – HEAD AND NECK CA

 Treatment: 

 Visit 1 (evaluation): HEP for cervical spine AROM, walking program with use of RPE, sleeping with a 
wedge for lymphedema management

Visit 2: MLD and teaching self MLD, measured for garments, HEP for scapular strengthening Visit 2: MLD and teaching self MLD, measured for garments, HEP for scapular strengthening

 Visit 3: review self MLD, review cervical spine AROM, review scapular strengthening, cardio (bike)

 Visit 4: added LE strengthening (sit to stand, standing hip/knee/ankle) to HEP

 Visit 5: fitted with garments, independently using HEP and walking program successfully

 Visit 6: follow up after using garments 1 week 



CASE DISCUSSION – HEAD AND NECK CA

 Visit 7: (discharge) follow up after using garments for a total of 3 weeks (2 weeks 
post follow up)

 Independently completing LE and UE strengthening 2 days per week, walking program 5 days per  Independently completing LE and UE strengthening 2 days per week, walking program 5 days per 
week = improved BFI and 6 minute walk

 Able to garden for 30 minutes without shoulder pain

 Full, non-painful cervical spine AROM

 Wearing garments as recommended with reduction in facial swelling



CASE STUDY: LYMPHOMA

 JL: 63 y/o male dx with Stage IV Mantle cell lymphoma in 2010 treated initially with 
active surveillance until 2012 where he received XRT, then chemotherapy from 2013-active surveillance until 2012 where he received XRT, then chemotherapy from 2013-
2016 and eventual stem cell transplant in 2016 complicated by graft vs. host disease 
(GVHD)

 Additional PMH: anxiety/depression, BPH, asthma

 Now 2 years into survivorship arrives to PT with a script from PM&R for elbow pain



CASE STUDY: LYMPHOMA

 Subjective: L elbow pain started approx. 3 weeks ago that he started noticing while 
leaning on L elbow while getting up out of a chair. Pain is aching and only occurs leaning on L elbow while getting up out of a chair. Pain is aching and only occurs 
when using his elbow (pushing up out of a chair/bed, getting in/out of the car, lifting). 
X-rays negative.  Denies neck pain, denies UE numbness/tingling/radicular symptoms.  
+ B LE neuropathy with L foot drop.  Reports significant fatigue/decreased endurance 
that he has been unable to change since SCT in 2016



CASE STUDY: LYMPHOMA

 Objective:

 Sensation

 ROM

 Strength (UE & LE)

 Balance

 Special testing: elbow

 Upper limb tension testing

 FOM: DASH, TUG



CASE STUDY: LYMPHOMA

 Treatment:
 Visit 1 (eval)

 Wrist extensor stretching, ulnar n. glides, upper trap stretching

 Visit 2 Visit 2

 Continue elbow exercises for HEP, Sit to stand training, glute strengthening, ankle strengthening, educated 
pt on daily walking/exercise program progressing up to 30 min/day

 Visit 3

 Continue glute strengthening, progress sit to stand to no UE support from lower seat, balance training 
(static and dynamic)

 Visit 4

 Patient noticing difference – no need to use arms as much to push up = less elbow pain



CASE STUDY: LYMPHOMA

 Visit 5 (discharge)

 Neuropathy unchanged but feels overall more steady on his feet while walking in the city Neuropathy unchanged but feels overall more steady on his feet while walking in the city

 Has been consistently walking daily when weather is good and has noticed improvements in activity 
tolerance (was able to walk around in NYC and go to a concert)

 Does not notice elbow pain if he utilizes leg strength instead of arms for support



CASE DISCUSSION – AML S/P BMT

P.M., 64 year old female dx with AML treated using induction chemotherapy with R- P.M., 64 year old female dx with AML treated using induction chemotherapy with R-
CHOP, consolidation with Cy/TBI followed by allogeneic BMT. 

 PMH/PSH: TAH/BSO, colon polyp removal



CASE DISCUSSION – AML S/P BMT

 Subjective: Evaluated on day +202 for weakness, and fatigue. Reported inability to lift  Subjective: Evaluated on day +202 for weakness, and fatigue. Reported inability to lift 
items over 5 pounds, difficulty standing for more than 15 minutes, back pain with 
prolonged positions of any kind, and inability to get up/down from the floor.



CASE DISCUSSION – AML S/P BMT

 Objective:

 Shoulder evaluation: AROM, quality of movement, scapular strength, shoulder special tests Shoulder evaluation: AROM, quality of movement, scapular strength, shoulder special tests

 Lumbar evaluation: AROM, quality of movement, ability to engage lower abdominals, lumbar special 
tests 

 Cancer-related fatigue: 6 minute walk, 30 second chair stand, Brief Fatigue Inventory (BFI), grip 
strength

 Balance: tandem stance EO/EC, Single leg stance



CASE DISCUSSION – AML S/P BMT

 Treatment

 Visit 1 (evaluation): HEP for walking program with RPE use, yellow putty for grip strength

 Visit 2-5: cardio (bike), bilateral hip strengthening, bilateral scapular strengthening

 Visits 7-10: high level balance activities, functional/work activities simulation with strengthening

 Visit 11: 30 minutes of work simulation



CASE DISCUSSION – AML S/P BMT

 Visit 12 (discharge): follow up after independently exercising, and working for 3 
weeks

 Working a full shift without seated breaks, able to lift 32oz drinks with 2 hands Working a full shift without seated breaks, able to lift 32oz drinks with 2 hands

 Back pain only during the last 2 innings 

 Exercising (walking and strength) for 60 minutes on non-game days

 Relapse occurred the next month with readmission for chemotherapy



CASE STUDY: BREAST CANCER

 RB: 62 y/o female s/p chemotherapy, L mastectomy and XRT for Stage III  RB: 62 y/o female s/p chemotherapy, L mastectomy and XRT for Stage III 
inflammatory breast cancer, now NED. Arriving to clinic c/o L shoulder pain.

 PMH: HTN, MI, DM type II



CASE STUDY: BREAST CANCER

 Subjective: Noticed L shoulder pain in December following radiation.  Developed L 
UE lymphedema after mastectomy in February 2018, had lymphedema therapy and UE lymphedema after mastectomy in February 2018, had lymphedema therapy and 
recently re-ordered her garments (sleeve and glove for day, bandaging alternative 
device at night), which she feels are fitting and working well. Shoulder pain is worse 
with carrying/lifting with L UE, reaching overhead, and with upper body dressing. 
Denies neck pain, denies numbness/tingling/radicular symptoms but does note a 
sensation of pulling under L axilla into forearm.



CASE STUDY: BREAST CANCER

 Objective:

 ROM (shoulder, neck)

 Strength (shoulder) Strength (shoulder)

 Special testing (shoulder, neck)

 Upper limb tension testing

 Lymphedema assessment

 Chest wall/axilla assessment

 FOM: DASH/LYMQOL UE



CASE STUDY: BREAST CANCER

 Treatment
 Visit 1 (eval)

 Shoulder ROM (wand and table slides), pec stretching (butterfly)

 Visit 2 Visit 2
 Continue with shoulder ROM for HEP, MFR/STM to L axilla (scar and cording), L GH mobs, scapular strengthening

 Visit 3
 Shoulder strengthening (tband), manuals to axilla and GH mobs, median n. glides

 Visit 4
 No longer experiencing sensation under arm except when in end range shoulder motion, able to lift/carry with L UE 

without increased pain, still difficulty with reaching/lifting overhead (avoids with left)

 Per exam axillary cording resolved



RESOURCES IN COMMUNITY



RESOURCES 

 Online Resources

 www.oncolink.org: Huge source of articles, blogs, reading resources for providers and patients

 www.cancer.org: Provides articles, research, and opportunities for volunteering/fundraising/etc.

 www.cancer.gov: Information about cancers, research articles and publications, grants and opportunities for study

 Support groups

 Online- Cancer Survivors Network; CancerCareOnline; BELONG-Beating Cancer Together (App with social network, file 
organization, experts, and articles)

 In-person: ACS Resource Search to find one in your area

 Patient and family services and Navigator services at the cancer welcome center

 ACS Navigator services

 Patient Navigator/Patient Advocate 

 Helps with insurance, doctors, care options, communication, medical paperwork

 Can call the American Cancer Society at 1-800-227-2345 to find one in your area



CONCLUSION



CONCLUSION

 Takeaway messages: If you have a patient with cancer:
 No need to fear! No need to fear!

 Check vitals/precautions (remember Borg Scale)

 Look out for red flags

 Listen to your patient – they will tell you what they need

 Encourage them and push them to reach their goals

 Exercise is safe and HELPFUL in all stages of treatment

 If in doubt about a course of action, look to the literature and ask experts instead of compounding 
myths/fears!



QUESTIONS?
VISIT WWW.ARCSEMINARS.NET FOR ARTICLES, INFORMATION, RESOURCES AND 
MORE! FOLLOW US ON FACEBOOK, INSTAGRAM AND LINKEDIN FOR UPDATES!
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