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Abstract 

The most common reason for which oncological patients come in the rehabilitation 

clinics, is pain. This can have various etiologies which are related or not  to the neoplasia. In 

both cases, pharmacotherapy and the physical-kinetic-therapy should be individualized. Over 

the time, the therapeutic approach for these patients varied due to the fear of not harming. 

Nowadays, we can count on a few studies when applying various medical treatments and 

physical-kinetic modalities. An interdisciplinary team should collaborate to treat the pain 

during the course of illness of an oncological patient. The availability of professionals from 

major disciplines is essential to offering comprehensive care. 

However, each specialist must know their medical field in order to give the patient the 

best treatment. Thus, doctors in other specialties than physical medicine and rehabilitation 

should provide a more accurate diagnosis of neoplasia as co-present diseases, so the 

rehabilitation doctors to prescribe proper physical-kinetic procedures and rehabilitation 

modalities. 
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Introduction 

The pain in cancer patients, 

although common is not easy to treat as it 

requires a wide range of analgesic drugs, 

from non opioid ones to morphine 

derivatives. Interventional techniques as: 

nerve blockade or intrathecal 

administration associated with systemic 

medication are being used in 10% of cases 

[1]. 
  
In cancer patients, the classification of 

pain is very important for the symptomatic 

treatment.  

 

The pain can be due to the presence 

of neoplasia/treatment of neoplasia, or not.  

Chemotherapy is associated with 

neurotoxicity and peripheral 

polyneuropathy (PNP). The latter occurs in 

70-100% of patients treated with 

chemotherapy agents administered in large 

doses and in 12% of patients treated with 

chemotherapy agents administered in 

minimum doses. [2] 

Many patients with cancer, 

particularly those with advanced or 

metastatic disease, have increased levels of 

pain. [3] 

 

Osteonecrosis and reduced bone 

mineral density are common among 

patients with cancer. Both cancer and 

cancer treatments increase the risk for 

developing osteonecrosis in a variety of 

locations, including proximal or distal 

femur, proximal humerus, jaw, and 

metatarsals. [4] 

 

New-onset pain and decreased 

weight-bearing ability should alert 

therapists to the possibility of 

osteonecrosis; however, this condition is 

not always symptomatic. [5] 

 

Both radiation and chemotherapy 

can alter the structure and function of the 

central nervous system and may result in 

impaired mental function in patients during 

or following treatment for their cancer. [6] 

 

Emotional functions also may 

affect the ability of a patient to participate 

in the physical therapy intervention. A tool 

that has been used to evaluate emotional 

functions in patients with cancer is the 
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Profile of Mood States. This self-report 

instrument is easy to use and may provide 

insight into our patient's ability to respond 

to and participate in a physical therapy 

program. [7] 

 

Pharmacotherapy is associated with 

the use of opioid and/or non opioid and 

adjuvant analgesics, the latter being 

divided into 3 groups: antidepressants (e.g. 

amitriptyline, venlafaxine, duloxetine), 

anticonvulsants (e.g. sodium valproate, 

phenytoin, carbamazepine) and local 

anesthetics (e.g. lidocaine) [8]. The 

guidelines have decided gabapentin (a 

medicine used in antiepileptic treatments) 

as the first medicine to be used. [9] 

 

Capsaicin is another method used 

to treat pain, one which has not been 

studied on oncological patients. Studies on 

capsaicin have been conducted within the 

treatment in diabetic patients. However, 

the results were inconclusive and therefore 

this course of treatment is not 

recommended at present. [10] 

 

If the pain is due to nerve 

compression steroids should be considered. 

There is evidence that I.V. Lidocaine and 

its oral correspondent, Mexiletine, 

constitute a more effective method to 

reduce neuropathic pain than placebo in 

adult oncological patients and can alleviate 

the pain in selected patients [11].
 
There 

may be two or more pain etiologies in one 

oncological patient. The treatment method 

may come with relative or absolute 

contraindications regarding the oncological 

etiology (e.g. vitamin supplements). 

 

Are vitamins beneficial or increase the 

risk? 

 

B vitamins interfere with cell 

metabolism (whether healthy or affected 

by neoplasia). Vitamin B1 (thiamine) is a 

coenzyme involved in the carbohydrate 

metabolism and the nervous function; 

vitamin B2 (riboflavin) and B3 (niacin) are 

coenzymes integrated in the cycle of citric 

acid, the metabolism of fat acids and the 

transportation of electrons. Vitamin B12 is 

a coenzyme involved in the metabolism of 

folic acid and the nervous function. Folic 

acid is a coenzyme involved in the 

synthesis of DNA and RNA acids. 

The intake of vitamin B6 lowers 

the risk of developing colorectal cancer 

[12]. 

A study conducted on vitamins B6 

and B12 in Finland revealed a significantly 

lower risk of developing a pulmonary 

neoplasm in patients with high vitamin B6 

levels. Therefore, vitamin B6 plays a 

protective role against pulmonary 

neoplasms as well [13]. 

 

Treatment of oncological patients. 

Studies conducted on physical 

procedures 

Objectives: 

 

Pain management 

Maintaining or improving joint mobility 

Maintaining or improving muscular force 

Gait training 

Easing the performance of activities of 

daily living (ADL) 

Improving life quality 

 

Transcutaneous electrical stimulation 

(TENS) is the physical procedure most 

frequently used in the treatment of pain 

regardless of the etiology. No studies on 

TENS have been conducted on patients 

presenting with neoplasia. A study 

revealed an improvement of the numb 

sensation, stinging pain and allodynia 

associated with modifications in the 

perception of vibrations and temperature 

and a reduction of the pain threshold by 

means of TENS therapy. Another study 

revealed that high-frequency muscle 

stimulation is more effective than TENS as 

far as the improvement of pain evaluation 

scores and peripheral neuropathy symptom 

evaluation are concerned. However, both 

proved effective in the alleviation of 

symptoms. No risks regarding the 
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application of TENS therapy in patients 

presenting with neoplasia have been 

reported [10].  

 

LASER light radiation therapy is also 

an option, depending on the case particular 

features. This treatment is associated with 

the fewest relative or absolute 

contraindications. No studies that advise 

against the use of  LASER therapy in 

oncological patients have been found. 

Both therapies are locally contraindicated. 

 

Hydrogymnastics in a pool at a 

neutral temperature of 35-37° C +/- herbs. 

This technique causes an improvement in 

the central and peripheral blood flow and 

stimulates the cardiorespiratory capacity. 

Demonstrated effects include the increase 

of the nerve sensitivity threshold and the 

stimulation of the metabolism [14].  

 

No studies advising against 

hydrotherapy in patients presenting with 

neoplasia are known at present! 

 

Thermal and electrotherapy are 

avoided on account of their stimulation of 

the blood flow and cell metabolism 

(healthy cells and by analogy, cells 

possibly affected by neoplasia). Precaution 

is recommended despite the absence of 

studies to demonstrate any possible 

negative effects. The absence of studies 

explains the fact that these therapeutic 

methods are associated with relative 

contraindications rather than with noticed 

harmful effects. 

 

Occupational therapy improves fine 

movements and the reeducate perception. 

It uses vibrating platforms and balance 

systems as support devices. Occupational 

therapists evaluate patients' ability to carry 

out tasks related to self-care, including 

activities of daily living (ADLs), such as 

dressing, bathing, meal preparation, and 

homemaking. These professionals also 

assist patients to increase ability to perform 

ADLs, including the use of compensatory 

techniques and adaptive equipment. In 

addition, occupational therapists evaluate 

home environments for potential 

modification, and they provide instruction 

in driving with adaptive devices. They 

implement interventions to promote upper-

extremity ROM, strength, endurance, and 

coordination [15]. 

 

Kinetotherapy is applied in parallel 

with the training in compensatory 

strategies and the proper use of support 

devices and ortheses with the purpose of 

obtaining maximum autonomy during 

occupational and physical therapy. Motor 

deficiency is a common complication 

associated with neuropathy in oncological 

patients. They can benefit from 

kinetotherapy (but the intensity and 

duration must be correlated with the 

patient’s condition). Self care is sought in 

intermediary/advanced stages. 

 

Compensatory strategies are 

applied as support for orthostatism, 

transfers or ambulation. Stimulation and 

energy preservation strategies can also be 

useful in patients dealing with severe 

fatigue. The patient is taught to adjust their 

posture and alter their biomechanics in 

order to maximize their strength and 

preserve their muscle groups. 

 

Stretching is used for the 

antagonists of the muscles affected. 

Ortheses can also be used to maintain 

posture. Also within kinetotherapy, 

physiotherapists must insist on muscle 

toning exercises with or without the 

association of bio-feedback techniques, 

proprioception facilitation or stimulation. 

 

Gait training is conducted using 

walking devices if the pain or muscular 

deficiency does not allow orthostatism or 

ambulation. 

 

The majority of development 

groups extrapolated their results starting 

from studies on non-oncological patients in 
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order to formulate recommendations. 

Therefore, these guides do not provide 

solutions to important situations, such as 

altered kinetics and side effects in these 

patients.  

 

The supply of proper support 

devices is critical for the therapy to be 

successful. There are no studies related to 

the utilization of support devices in 

patients presenting with neoplasia. 

However, two non-randomized trials have 

been conducted on the use of canes and 

ortheses in diabetic patients. These devices 

proved efficient in the prevention of falls, 

improvement of balance and 

proprioception [10]. 

 

Acupuncture is another alternative 

treatment method.  

 

While there is no cure for 

lymphedema, the condition can be 

managed through a combination of early 

detection, clinical treatment, education, 

and home management. In the early stages 

of lymphedema, when very mild swelling 

is present, the condition is managed by 

compression garment wear, exercise, and 

elevation. If the condition progresses, 

physical therapist management may 

include:  

• Manual lymph drainage (to help 

improve the flow of lymph from the 

affected arm or leg) 

• Compression garment wear 

following lymphatic drainage.  

• Skin care (such as cleaning the skin 

of the arm or leg daily and moisten with 

lotion).  

• Exercise to improve cardiovascular 

health and help decrease swelling in some 

cases.  

• Patient education (proper diet to 

decrease fluid retention; how to avoid 

injury/ infection).  

• Garment fitting [16]. 

  

 

 

Patients and their families often have a 

number of psychological and adjustment 

issues related to the illness, its treatment, 

and its resulting disabilities. The 

psychologist assesses and treats patients to 

help them manage their cancer-related 

psychological distress. As a member of the 

rehabilitation team, the psychologist assists 

other team members when psychological 

issues, either in patients or their family 

members, complicate efforts to provide 

effective therapy. The goal of consulting 

the psychologist is to maximize the benefit 

the patient derives from rehabilitation [15]. 

 

A Danish study determined that 

compared with the general population, a 

greater percentage of individuals who have 

been diagnosed with cancer are 

hospitalized for depression. According to 

the report, which investigated depression-

related hospitalizations occurring between 

1973 and 2003, the relative risk for 

depression in the first year after an 

individual had been diagnosed with cancer 

ranged from 1.16 (in women with 

colorectal cancer) to 3.08 (in men who had 

been diagnosed with brain cancer). The 

authors concluded that depression must be 

recognized early and treated effectively in 

persons who have been diagnosed with 

cancer in order to avoid the need to 

hospitalize these individuals for depression 

[15]. 
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