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Abstract: Multidisciplinary approach of clinical cases in rehabilitations units can be very complex
and divers. Method: We present a case of a woman 30 years old, whose oncological histo-ry begins
9 years ago, when the diagnosis of invasive ductal mammary infiltrating ca-nelular carcinoma grade
I was made and treated by tumorectomy (lumpectomy). The pa-tient refused oncological treatment
at that time and resorted to alternative medicine dur-ing a period of 7 years: diet without sugar and
animal products; regular vitamin B17 treatments; almond kernel cure; high-dose intravenous
vitamin C treatment for; intrave-nous ozone therapy; apitherapy with bee venom; oral
administration of cannabis oil dur-ing the past four years until now; physical therapy. Results: The
evolution is marked by the appearance of multiple bone metastatic lesions. The most worst clinical
consequence was a hyperalgesic cervicobrachial neuralgia, due to multiple C6-T3 lytic lesions diag-
nosed 2 years ago and C7 compression (close to spinal cord injury), situation which had as medical
approach two surgeries interventions, radiotherapy and chemotherapy. Con-clusions: The
rehabilitation program was adapted to every stage of clinical evolution and was marked by many
complications. All the steps were made for functional improvement and for increase the quality of
life.

Keywords: multimetastatic invasive ductal mammary carcinoma, cervical cord injury; physical
therapy; alternative medicine

1. Introduction

Previous studies have largely focused on the oncological specific treatment for inva-
sive ductal carcinoma, while little is known about this cancer evolution with alternative
medicine approach. The variety of outcomes observed in clinical practice demonstrates
that the biological behaviour of this disease can still be uncertain and often does not de-
pend on the type of treatment offered to the patient, which indicates that the mechanisms
involved in this process are not fully known [1]. Invasive ductal carcinoma (IDC), also
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known as infiltrating ductal carcinoma, is cancer that began growing in a milk duct and
has invaded the fibrous or fatty tissue of the breast outside of the duct. IDC is the most
common form of breast cancer, representing 80% of all breast cancer diagnoses. Treatment
for all types of IDC is determined by the exact type of cancer and staging. Depending on
the size and spread of the tumour(s), most women will undergo a combination of any of
the following treatments: lumpectomy, mastectomy, sentinel node biopsy, axillary node
dissection, breast reconstruction, radiation, chemotherapy, hormonal therapy, biologic
targeted therapy [1,2]. On the other side, medullary breast cancer (MBC) is an uncommon
type of breast cancer, representing 1-7% of all cases, characterized by the occurrence of
many histopathological features associated with a high grade of malignancy [3,4].

Breast cancer has several outcomes in spite of the treatment used, and the presence of
the axillary metastases is a strong indicator of poor prognosis [5]. A meta-analysis involv-
ing 11 studies [6] concluded that tumour size greater than 2 cm and angiolymphatic inva-
sion indisputably increase the probability of axillary lymph node involvement [1].
Ductal carcinoma in situ (DCIS) of the breast is an early localized stage of the carcinoma
in the process of the multistep breast carcinogenesis. If left untreated, a significant pro-
portion of these tumours will evolve into invasive cancer. Optimal management of DCIS
remains controversial, the goal of treatment being to control local disease and prevent
subsequent development of invasive cancer. Following breast-conservation therapy,
about 50% of the tumours recur as invasive cancer [7].

Data exist that suggest that not all cases of histologically detectable DCIS will pro-
gress to aggravated cancer forms [8, 9]. Also, it cannot be distinguished which DCIS will
progress to an invasive breast cancer and which will remain latent and for how long [7].

There are several studies that report the outcome of patients with tumour recurrence
after primary tumour treatment or excision. Solin et al [10] presented 42 recurrences in
patients with DCIS who received breast-conservation therapy: 23 had invasive carcinoma
and 19 had DCIS; Zangouri et al [11] concluded after a study that despite the poor and
aggressive pathological features of MBC, its clinical outcome is more favourable com-
pared to IDC; Price et al [12] reported 60 patients who had 26 recurrences after treatment,
two of them presenting distant metastases. Solin et al [13] followed for 15 years patients
after initial treatment using breast conservation therapy and the 5-year actuarial rate of
freedom from distant metastases was 86%.

Distant metastases in the absence of local recurrence is rare, with an incidence of less
than 1% and can also be associated with contralateral breast cancer [13, 14]. Evidence
shows that a substantially greater rate of distant metastases exists among women with
local recurrence than among those without local recurrence after breast-conservation ther-
apy [7].

The occurrence of vertebral metastases is far from rare. The majority of patients with
advanced breast cancer have evidence of skeletal metastases by the time of death [15].
Bone metastases may remain asymptomatic, but pain is common (the most frequent site
of the first distant relapse) and hypercalcemia, pathological fractures and leuco-erythro-
blastic anaemia may occur. When the case, spinal cord compression is treated by surgical
decompression if the signs are rapidly progressing [16].

Bone metastases also lead to nerve compression. In breast cancer, osteolytic metasta-
ses are most common, but mixed and osteoblastic metastases occur in significant number
of patients. Stimulation of osteoblasts can paradoxically increase osteoclast function, as
bone-synthesizing osteoblasts are the main regulators of bone-destroying osteoclasts. Co-
expression of osteolytic and osteoblastic factors can thus produce mixed metastases or
increased osteolysis [17].

Bone metastasis significantly affects both quality of life and survival of the breast
cancer patient. The presence of metastatic lesions in bone disrupts the normal bone mi-
croenvironment and upsets the fine balance between the key components. The changes in
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the bone microenvironment then create a vicious cycle that further promotes bone de-
struction and tumour progression [18]. The unique pathophysiology of bone pain involves
spinal cord astrocytosis, enhanced neuronal activity through c-Fos expression and sensi-
tization of the central dorsal horn of the spinal cord mediated by dynorphin, a pro-hyper-
algesia peptide [19].

Spinal cord compression is a potentially devastating complication which occurs in up
to 8% of patients with metastatic breast cancer [20]. A multidisciplinary team approach
with experienced surgeons, radiation oncologists, medical oncologists, palliative care
physicians, cancer nurses and coordinators is often necessary [21]. Optimal management
consists of high dose corticosteroids, magnetic resonance imaging to confirm diagnosis,
prompt surgical decompression and radiotherapy [22].

1. Results

The evolution is marked by the appearance of a cervicobrachial neuralgia three years
ago, initially improved by physical therapy sessions, which included postures, stretching,
respiratory gymnastic, free active and active resistance exercises, to re-ax and tone the
scapular girdle, but accentuated again after Yumeiho massage maneuvers, moment when
cervicodorsal magnetic resonance imaging - MRI was performed Figure 1, following
which multiple metastatic lesions in bones, lung, pleura, mediastinum, aortic crossa, arte-
rial left emergencies and multilevel lymph nodes lesions were identified. There is also a
tumor mass in the left breast, with a large left axillary lymphadenopathy with big com-
pression and invasion of left brachial plexus. which explained the clinical neuralgic symp-
toms. The MRI multiplanar sequences shows very various metastatic lesions in skeleton,
at vertebral level the most important was at C7 level, with compression to spinal cord,
which explained major neurologic and statical problems. Also vertebral the metastasis
were at C6, T1 at the somatic and pediculi of the vertebrae and at the vertebral bodies of
T3 and T5. Other bone lesions were identified at: posterior part first left rib, left scapulae,
multiple left and right ribs. pAt that time, the patient underwent intravenous corticother-
apy and, after it, a laminectomy without osteosynthesis for the bone fragility cause. Due
to intense pain, morphine patches were then used and then a morphine pump plus Oxi-
norm —Oro 10 mg tablets.
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Figure 1. Cervicodorsal MRI two years ago

Two years ago, the patient was consulted in other sevice, where she was offered an
etiological assessment with a biopsy, but she refused. Clinical presentation at that time:
very difficult bilateral hyperalgesic cervicobrachial neuralgia, due to cervical-dorsal ver-
tebral and brachial plexum metastatic lesions with root compression, a second primary
tumor other than a breast tumor occurring after lumpectomy (local excision), breast tu-
mour recurrence in the same sector, near the original lesion. One year ago, the patient had
a second surgery , as a result of which osteosynthesis material was placed on the area
where the laminectomy was initially performed in Romania Figure 2. Following the inter-
vention, the compressive pain was significantly improved. The patient underwent a
thoraco-lumbar orthosis Figure 3 and underwent physical therapy again, to increase the
postural muscles tone and improve respiration.

o

Figure 2. The incision Figure 3. Orthosis

In the early fall last year, hyperalgesic cervical-brachial neuralgia returned, at which
point the patient accepted 10 sessions of radiation therapy (which resulted in temporary
damage to the larynx), which again resulted in pain relief but in the short to medium term.
Currently, the patient accepted chemotherapy and undergoing complex various oncolog-
ical treatments.

2. Discussion

Alternative medicine along with physical therapy has been applied to a case of inva-
sive ductal mammary infiltrating canelular carcinoma grade I for 7 years. Unfortunately,
this only gained some time for the patient, the disease evolving anyway. The most com-
mon cause of spinal cord compression in people with cancer is metastasis to the spine.
Any type of cancer can spread to the spine, but it is more common with the following
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cancers: breast cancer, lung cancer, prostate cancer, kidney cancer, lymphoma, multiple
myeloma [23].

Coleman and Rubens [16] stated that 13 of their studied subjects developed spinal
cord compression with a median survival of 3 months (range 0-26 months) after this com-
plication. Surgery is used to remove as much of the tumour as possible. It is also used to
stabilize the spine and relieve pressure within the spine [24].

A case of a 43-year-old female patient with breast cancer for 8 years and metastasis in
thoracic spinal intramedullary area which had been partially excised and then given ad-
juvant radiotherapy and chemotherapy is the opposite type of medical approach than that
of our case report (eight years ago, at the onset, she received chemotherapy and radiother-
apy). She was admitted to the hospital with complaints of weakness in both legs. On her
neurological examination, she had paraparesis (left lower extremity: 2/5, right lower ex-
tremity: 3/5) and urinary incontinence. Spinal MRI revealed a gadolinium enhancing in-
tramedullary lesion. Pathologic examination of the lesion was consistent with breast car-
cinoma metastasis. The patient has been taken into radiotherapy. Microsurgical resection
was necessary for preservation or amelioration of neurological state and also for increased
life expectancy and quality [25]. Alternative medicine and oncological treatment seem to
lead to the same point in the course of the evolution of a breast cancer.

Bone metastasis from breast cancer is a common condition and is associated with in-
curable disease, significant complications, morbidity and reduced quality of life [26-29].
Treatment of bone metastases is palliative and is aimed at reducing SREs, preserving mo-
bility and improving quality of life [21], both physically and in the area of emotions and
mental activity [25, 26]. The bone fragility for which the patient was operated with lami-
nectomy without osostosynthesis could also have been accentuated by possible osteopo-
rotic damage, given the intravenous corticosteroid treatment performed, a pathology that
may lead to a further decrease in the patient's quality of life [30].

3. Materials and Methods

We present a case of a woman 30 years old, whose oncological history begins 9 years
ago, when the diagnosis of invasive ductal mammary infiltrating canelular carcinoma
grade I was made and treated by tumorectomy (lumpectomy). The patient refused onco-
logical treatment at that time and resorted to alternative medicine during a period of 7
years: diet without sugar and animal products; regular vitamin B17 treatments; almond
kernel cure; high-dose intravenous vitamin C treatment for; intravenous ozone therapy;
apitherapy with bee venom (from 1 to 20 bees progressively placed on the posterior face
of the thorax); oral administration of cannabis o0il during the past four years until now;
regularly physical therapy sessions, to maintain joint suppleness and muscle strength. The
patient has a height of 152 cm, weighing 43 kg at the onset of the disease and 37-38 kg at
present. The study was approved by the Ethical Committee of the Balneal and Rehabilita-
tion Sanatorium of Techirghiol, Rehabilitation Division (approval no. 1734 from
02.02.2022).

4. Conclusions

Multidisciplinary approach in this cases is the key for the good results after the com-
plex treatments using surgical, oncological, neurological and orthopedic methods, associ-
ated with rehabilitation for increasing the quality of life. Also, this case can contribute to
our experience of clinicians regarding the standard protocols for treatments.
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