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Abstract

This article provides guidance on the integral role of physical therapy, occupational therapy (OT), and speech
language pathology (SLP) in palliative care (PC), underlining the necessity for effective communication be-
tween physicians and therapists, the importance of caregiver education and support, the application of holistic
treatment modalities in OT, the underutilization of resources in PC settings, the role of SLP professionals in
feeding and nutrition, and the challenges in communication during the advanced stages of illness. The article
draws on various studies and expert opinions to elucidate these issues, offering a valuable resource to health
care professionals in ensuring high-quality patient-centered PC.
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Introduction

Palliative care (PC) requires a comprehensive ap-
proach that considers not just the medical needs of the

patient but also their physical and psychological well-being.
The interprofessional team plays a crucial role in ensuring
effective care delivery. Among the key players in this team
are the physical, occupational, and speech language thera-
pists. These professionals address various aspects of patient
care, from physical mobility and daily life activities to
communication and feeding issues, all of which significantly
influence patients’ quality of life.

Despite the essential role therapists play, there is a need for
increased knowledge and recognition of their contributions,
particularly in the context of PC. This article aims to shed
light on 10 important items that PC clinicians should know
about physical therapy (PT), occupational therapy (OT), and
speech language pathology (SLP).

Tip 1: Physical Therapists Can Help With
Musculoskeletal Pain and Offer Interventions
That Promote Patient Ambulation, Reducing
Caregiver Burden at the End of Life

PT and OT offer beneficial care for people with advanced
illness or nearing the end of life who prioritize maintaining
function and reducing caregiver burden.1 A randomized
controlled trial involving adults with advanced cancer in
hospice care showed that multidisciplinary rehabilitation
interventions reduced needs in the domains of psychological
support, assistance for physical activities of daily living
(ADLs), and for patient care and support at the end of life
compared with usual care, while also showing cost effec-
tiveness of such rehabilitation interventions.2

Another study demonstrated that when rehabilitation in-
terventions were individually tailored and incorporated a
biopsychosocial approach to address patients’ goals, there
was a significant improvement in achieving patient-selected
goals versus traditional PC for patients newly diagnosed with
advanced cancer.3 This approach demonstrates a notable
advantage to integrating physical rehabilitation into the now
common use of early PC.

The success of these rehabilitation interventions can be
attributed to multiple factors, including the overall functional
decline seen in patients with advanced cancer (especially
those with bone metastases) and the fact that traditional PC
might not typically include function-directed treatment.4

Since a substantial amount of end-of-life pain is generated by
musculoskeletal impairments, maintaining strength and inde-
pendence, along with a judicious use of adaptive equipment,
can alleviate suffering and improve mobility.5 Rehabilitation
interventions, like PT, may also lessen caregiver burden
through strengthening programs, use of necessary specialized
equipment, safety evaluation, and caregiver training. So, such
interventions should be considered for these patients.

Tip 2: Physical Therapists Can Help Improve Patient
Mobility and Independence Through All Phases
of Illness and Can Assist With Data Collection and
Collaborative Research in Palliative Care Settings

Physical Therapists play a pivotal role in enhancing the
function and quality of life for individuals living with serious

illness. They provide customized interventions to aid symp-
tom management, offer education in activity planning and
pacing, deliver family training, and suggest adaptive equip-
ment.1,6,7 Skilled PT services span a range of care settings:
acute and postacute settings such as inpatient rehabilitation
facilities, skilled nursing facilities, long-term acute care
hospitals, home-based care, and outpatient clinics, and can
extend to PC and hospice care contexts.

However, despite the crucial role PT plays in serious ill-
ness care, not all physical therapists receive training in both
primary and specialty PC skills. Therefore, it is vital for PC
clinicians to clearly express the goals and expectations when
referring to physical therapists, especially when dealing with
patients living with advanced and end-stage diseases. For
these patients, the objectives of PT may differ significantly
from traditional recovery and resumption of preillness
functioning.

This goal alignment can be achieved by PC clinicians di-
rectly engaging with PT colleagues to agree on patient-
centered goals for rehabilitation, which take into consideration
the likely progressive decline in the context of prognostic
uncertainty.8 Likewise, for PC research with a functional or
rehabilitation component, involving PT colleagues early in the
study design and as formal members of the research team can
generate more specific data in the field.

Tip 3: Early Institution of PT in Oncology Settings
Can Improve Patient Safety by Preventing Falls
and Reduce Overall Morbidity and Mortality

Cancer survivors and patients receiving PC often face a
higher risk of falling due to factors such as muscle weakness,
imbalance, and generalized fatigue.9 PT interventions fo-
cused on strength, flexibility, sensory processing, and balance
can mitigate this risk while improving overall physical well-
being (Table 1).10 Such interventions might incorporate Tai
Chi, balance training, aerobic exercises, strength training,
and flexibility activities. The combination of these practices
has shown significant potential in reducing fall risk in older
adults and cancer survivors alike.

In cancer survivors experiencing chemotherapy-induced
peripheral neuropathy, PT can play a crucial role in im-
proving physical well-being.10,11 Somatic yoga therapy, a
type of movement therapy, has been shown to enhance bal-
ance and substantially reduce fall risk in patients with
chemotherapy-induced peripheral neuropathy.12 These ther-
apies can be vital in maintaining functional independence and
minimizing personal care problems related to functional fecal
and urinary incontinence, thereby reducing the need for
caregiver support and institutionalization.13

Tip 4: Moderate-Intensity Aerobic Exercise and
Resistance Training Can Help Reduce Anxiety
and Depression in PC Patients, thus Improving
Overall Functional Status and Quality of Life

Anxiety and depressive symptoms are serious side effects
for patients undergoing or recovering from cancer treat-
ment.14 Regular exercise-based programs, including yoga,
provided during PT or as part of a home exercise regimen,
can significantly alleviate these symptoms. These exercise-
based programs also enhance physical well-being, reduce
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fatigue, improve sleep quality, and elevate overall quality of
life for cancer patients.14

Specific training protocols tied to depressive symptom
reduction may encompass aerobic sessions, such as a 60-
minute mild-to-moderate workout comprising a 10-minute
warm-up, 45-minute training phase, and 5-minute cool-down
stretching exercises.16 Similarly, strength training for the

biceps, triceps, core, and legs (2–3 sets at 60–70% of the one-
repetition maximum) can decrease anxiety levels and foster
increases in strength, muscle mass, and overall quality of
life.16 The benefits derived from these therapies can last up to
six months, significantly enhancing patients’ quality of life.17

Regardless of the degenerative effects of cancer treatment
or related symptoms, PT interventions should always aim to

Table 1. Suggested Interventions, Tools, and Associated Key Considerations in Relation to Physical

Therapy, Occupational Therapy, and Speech Language Pathology for Palliative Care Patients

Discipline Patient’s goal
Suggested intervention/

tool Key considerations

PT (1) Enhance stability and
prevent falls

Balance exercises and gait
training.

Durable medical
equipment

Individualized to patient’s mobility
Use of various walkers/canes best suited to

patients’ mobility needs

(2) Relieve
musculoskeletal pain

Strengthening, manual
therapy and modalitiesa

Targeted to pain source
Use of various smartphone apps for relieving pain

and improving function
(3) Improve respiratory

function
Breathing exercises and

postural training
Suitable for patients with respiratory issues
Tai Chi, Qi Gong, yoga, and meditation-based

breathing exercises
(4) Maintain/improve joint

mobility
Range of motion exercises,

bracing/splinting
Helps counteract stiffness and contractures
Relaxation techniques, and guided imagery to

improve muscle stiffness and reduce
contractures

(5) Enhance functional
mobility

Strength training and
functional activities

Tailored to patient’s daily activity needs
Regular training/exercise sessions with incremental

graded difficulty over time
OT (1) Enhance ability to

perform daily activities
Adaptive equipment for

ADLs*
Customized per patient’s functional level
Use of Reacher Grabber devices

(2) Improve hand function
and grip

Hand therapy and assistive
devices

Ideal for arthritis or hand impairments
Use of pinch pin exercisers, finger hand splints,

therapy putty, therapeutic exercises, and
activities to enhance hand function.

(3) Facilitate safe home
environment

Home safety assessment
and modifications

Reducing fall risks and enhancing accessibility
Use of grab bars, shower chairs, and bath lifts

(4) Promote cognitive
function

Cognitive stimulation
activities

Activities such as puzzles and memory games.
Use of smartphone apps and games for cognitive

stimulation.
(5) Foster social

participation
Social engagement

activities and strategies
Encourage community interaction and social

bonding
Community-based camps and clubs

SLP (1) Enhance
communication abilities

Voice therapy techniques Address voice quality and clarity
Use of pocket talkers and speech amplifiers

(2) Improve swallowing
and reduce aspiration
risk

Modified diets and
swallowing techniquesb

Personalized per patient’s swallowing assessment
Use of dental bite blocks

(3) Facilitate cognitive-
communication

Cognitive-communication
therapy

Target memory, attention, problem solving, etc.
Use of puzzles and memory games

(4) Improve voice
resonance and pitch

Resonance and pitch
therapy

Beneficial for patients with vocal changes
Training exercises to improve pitch and resonance

of voice to improve phonation
(5) Foster nonverbal

communication
AAC For patients with severe communication

impairments
Communication training programs and apps with

focus on single meaning pictures and alphabet-
based systems

Adaptive equipment for ADLs: devices that assist with ADLs, for example, modified utensils and dressing aids.
General notes: The table outlines potential interventions/tools employed by PT, OT, and SLP experts in response to the primary goals of

PC patients. Engaging directly with the respective professionals ensures precise patient recommendations.
aManual therapy and modalities: Techniques such as massage and heat treatment.
bModified diets and swallowing techniques: Strategies such as texture-modified diets.
AAC, augmentative and alternative communication; ADLs, activities of daily living; OT, occupational therapy; PC, palliative care; PT,

physical therapy; SLP, speech language pathology.
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enhance patients’ functionality, independence, comfort,
mood, and overall quality of life.18 To alleviate the burden of
frequent clinic visits, telemedicine sessions can be used for
follow-ups, providing valuable insights into patients’ clinical
improvement.19

Despite its clear benefits, PT remains underutilized in PC
and end-of-life care settings.18 Physical therapists play an
essential role in these settings and should be active members
of the multidisciplinary team caring for this important patient
population.18

Tip 5: Therapy Prescriptions Need to Contain Specific
Reason, Diagnosis, Goals of Therapy, and Any Specific
Precautions for Safety and Coordination Purposes to
Improve PC Patient Outcomes

Effective communication between physicians and thera-
pists is critical for achieving patient functional goals.
Studies reveal that patient outcomes improve when physi-
cians and therapists engage in active dialogue regarding
patient care.19,20 However, there seems to be a disparity in
perceptions—physicians often perceive the quality of com-
munication to be higher than therapists do.21 Therapists, in
contrast, may seek improved accessibility to physicians and
more opportunities to discuss mutual patients.22

In actual clinical settings, often referral information is
provided in the form of ‘‘evaluate and treat’’ by the referring
clinicians with their intent of giving maximal liberty to the
therapist on therapy treatment, its frequency and duration, to
obtain the best benefit to the patient. Beyond this, addition of
relevant diagnoses, goals, and precautions with the referral by
the clinician can be helpful for the therapists in their own
clinical evaluation based on such information to provide the
best specifically tailored therapy for that patient, and not as a
plain limitation for certain treatments.

Therapists might not always have access to complete pa-
tient records, and a patient may present to the therapist with
multiple issues treatable through therapy. Consequently, it is
crucial to include in the referral the specific diagnoses and
individual goals that both the physician and the patient aim to
address. For instance, if a patient is treated for a pathological
femur fracture with the critical goal of navigating steps into
their home, this information must be relayed to the therapist.

In the PC setting, patients frequently have complex med-
ical conditions, such as compression fractures and hemato-
logical conditions such as thrombocytopenia and anemia.
These conditions can make certain therapeutic exercises
challenging or even dangerous.23 Physicians should, there-
fore, include necessary precautions and restrictions in their
communication to help guide the therapist.

Finally, although rehabilitation plays a beneficial role in
PC, determining the right time and duration for it is essential
to ensure that patient resources, such as time and energy, are
valued and utilized efficiently.

Tip 6: Physical and Occupational Therapists Can
Provide Training and Equipment Recommendations
to Caregivers to Improve Patient Safety and Mobility
at Home, thus Enhancing Patient Independence
with ADLs

Caregivers form an integral part of a patient’s team, yet
their role often remains under-recognized. As a disease

progresses, the physical and emotional burden on patients
and caregivers invariably increases.24 Despite caregivers’
significant daily involvement, educational and support re-
sources for them are scant.25 Physical and occupational
therapists can help fill this gap by offering caregivers training
that aids in mobility, daily living activities, and safety.

Physical therapists strive to optimize function and inde-
pendence, whereas occupational therapists assess and imple-
ment interventions aimed at improving functional areas, such
as self-care, transfers, and work/life task management. For
patients with neurodegenerative diseases such as amyotrophic
lateral sclerosis, therapists can educate both patients and
caregivers on the proper use of assistive devices. They can
recommend durable medical equipment, such as bathtub lifts
and raised toilet seats, to maximize patient independence and
enable caregivers to provide safer care. Therapists can also
provide specialized tools for eating and performing ADLs.26,27

Rehabilitation, especially supportive rehabilitation, can be
implemented for those with terminal diagnoses to maximize
patient comfort and independence and provide vital support
to caregivers. Physical and occupational therapists can
demonstrate safe bed mobility techniques and transfers to
caregivers to mitigate the risk of falls and related injuries.
Moreover, therapists can serve as a secondary line of defense
by teaching caregivers how to assess patient symptom burden
and monitor potential medication side effects.28

Tip 7: Occupational Therapy Focusing on Mind–Body
Techniques for Cognitive-Functional Support Help
Improve ADL Retention in PC Patients

OT goes beyond standard therapy plans for specific clinical
disorders, proving beneficial when utilized as a holistic
treatment modality. This therapy adopts multiple comple-
mentary approaches to enhance a patient’s functional cap-
abilities, employing various mind–body techniques such as
deep breathing, meditation, and postural exercises (Table 1).
These techniques operate through biofeedback mechanisms
to bolster muscle strength and functional coordination, par-
ticularly for patients grappling with long-standing chronic
illnesses. Such diseases often lead to a decline in functional
status, resulting in extended institutionalization and in-
creased health care utilization.29

Moreover, these techniques can address stress-related is-
sues such as anxiety, depression, and associated psychoso-
matic symptoms such as fatigue and generalized body pain,
common in patients with prolonged illnesses, especially
within PC settings. In the geriatric population, these ap-
proaches can be instrumental in maintaining functional status
and the ability to perform ADLs and instrumental ADLs,
thereby fostering sustained functional independence.30

Certain techniques, such as Tai Chi, yoga, and Qigong,
have demonstrated improvements in overall neuromuscular
coordination, physical function, and proprioception, reducing
falls and subsequent hospitalizations.31 Moreover, research
suggests that such holistic OTs can maintain, or even en-
hance, cognition in patients with neurological disorders
linked with gradual cognitive decline.32 Ultimately, im-
provements in functional status and cognition can facilitate
sustained functional independence in patients, thereby alle-
viating the caregiver burden for tasks such as fecal and uri-
nary care in advanced stages of disease.33
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Tip 8: Speech Language Pathologists Can Evaluate
and Treat a Broad Spectrum of Cognitive-Linguistic
Communication, and Swallowing Disorders;
While Occupational Therapists Can Provide Care
for Cognitive Issues Related to Performance of ADLs

A multidisciplinary team is essential for successful out-
comes in PC,34 yet evidence indicates an underutilization of
speech therapy and OT resources in patients with cancer and
those receiving PC.34,35 Speech language pathologists offer
prevention, assessment, diagnosis, and treatment for speech,
language, social communication, cognitive-communication,
and swallowing disorders.36 Occupational therapists harness
everyday life activities to enhance health, well-being, and
participation in vital life activities.37

In the PC and hospice setting, patients often prioritize
maintaining independence as long as possible. Thus, speech
language pathologists and occupational therapists can play
critical roles as collaborative treatment providers to support
this goal. Speech language pathologists can equip patients
with strategies to not only safely swallow but also maximize
their enjoyment of eating and drinking (Table 1).38 In addi-
tion, as a patient’s disease progresses and communication
abilities weaken, speech language pathologists can develop
compensatory strategies for speech, swallowing, and cogni-
tive deficits.33,38 The complementary nature of OT and SLP
skills can allow for collaboration around many functional
tasks, for example, feeding and swallowing.

Occupational therapists collaborate directly with patients
and caregivers to adapt meaningful activities, ensuring pa-
tients’ continued participation. For instance, occupational
therapists can aid a stroke patient in improving upper limb
function for better mobility and strength. This assistance
supports patients’ independence in activities such as dress-
ing, bathing, and feeding, while simultaneously exercising
memory and cognitive sequencing of tasks. Occupational
therapists can also design and fit braces to protect painful
joints or address limb contractures.39 Like speech language
pathologists, occupational therapists guide patients in iden-
tifying when an activity becomes unsafe and in employing
devices as compensatory measures.39

Tip 9: Speech Language Pathologists Can Maximize
Safety With Comfort Feeding at the End of Life
and in Oncological Presurgical Settings
for Laryngectomy and Esophagectomy
to Improve Postoperative Outcomes

Feeding and nutrition, often utilized as markers for health-
related quality of life, carry considerable significance. Pro-
blems with swallowing, for instance, are associated with
reduced psychosocial quality of life, leading to distress for both
patients and caregivers.40 In this context, the role of speech
language pathologists becomes paramount. Speech language
pathologists are instrumental in assessing the risks and benefits
of oral feeding, and their early involvement before and after
procedures such as laryngectomy and esophagectomy can
yield better outcomes.41,42

Despite the prevalence of dysphagia and its well-known
problems, families and nursing staff in hospice settings may
lack knowledge about appropriate interventions. Speech
language pathologists can fill this gap by educating families

and providing treatments to patients as their function evolves
during the palliative phase of the disease process.43

The therapeutic interventions provided by speech language
pathologists span both rehabilitative and compensatory
mechanisms. Treatments vary based on factors such as the
etiology of the underlying condition, neurocognitive func-
tion, previous treatments (such as surgery or radiation), and
the patient’s ability to safely engage in treatment. Changes in
medical status, evidence of coughing or aspiration, or the loss
of the ability to swallow all warrant interdisciplinary dis-
cussions with caregivers and families about the rationale for
temporary or permanent alternative feeding mechanisms
within a person’s goals of care.38,44

The goals of intervention should not solely focus on
functional improvements in swallowing. Goals can also in-
clude promoting positive pleasurable feeding interactions
with the family.45 This approach can enhance both patient
care and caregiver satisfaction with feeding, especially at
advanced stages of illness.

Tip 10: Speech Language Pathologists Can Help With
Patients’ Communication, thus Assisting With Their
Participation in Conversations Around Code Status
and Other Advance Care Directives

Changes in communication are common during advanced
stages of illness and can arise from a variety of sources in-
cluding neurological disruptions, anatomical alterations,
functional decline, and reliance on mechanical ventilation.46

These challenges can gradually or abruptly appear, necessi-
tating a specialized approach for facilitating meaningful
communicative interactions.

As part of the PC team, the speech language pathologist
aims to develop strategies that support communication, with
the goal of preserving social–emotional connections and
fostering autonomous participation in care.34,47,48 The speech
language pathologist also provides ongoing consultation re-
garding changing communication function and needs, in line
with the patient’s evolving status.46

Communication, recognized as a critical factor in quality
of life, is essential for patients throughout their illness jour-
ney. It enables processing serious illness with family and care
providers, understanding information, expressing feelings
and needs, reporting symptoms, asking questions, and par-
ticipating in decision making.47,48 The speech language pa-
thologist determines the best ways to facilitate functional
communication through a thorough assessment of patient
strengths across cognitive (alertness, attention, memory, etc.)
and communication (auditory comprehension, verbal ex-
pression, reading, writing, motor speech, voice) domains.

In addition, the speech language pathologist collaborates
with audiology, OT, and PT teams to consider hearing, vi-
sion, motor, and positioning factors that can maximize
function.

Supportive interventions may include augmentative and
alternative communication approaches, tailored according to
preserved functional skills, patient needs, availability, and
setting. In cases of severe language impairment and/or altered
mental status, providing education and counseling on com-
municative interaction strategies and interpreting nonverbal
communication for families and health care team members
may be the most beneficial approach.49
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Conclusion

PT, OT, and speech language pathologists can help im-
prove quality of life from the aspects of physical, functional,
and psychological well-being in PC patients. Their skill set
can help both clinicians and caregivers in providing optimal
interprofessional clinical care in advanced illnesses and end-
of-life settings. Early integration of these services can help
optimize patient mobility, independence, and safety at home,
thus improving the overall care for the patients, and reduction
in institutionalization and costs of health care delivery in PC
settings. Therefore, it is imperative that clinicians integrate
and closely collaborate with these services in management of
PC patients for improved quality-of-life outcomes.
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