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Abstract
Physical activity is, among other things, characterized by an increased quality of life and several physiological posi-

tive results such as hypertrophy and counteracting atrophy. Cachexia has been proven to degradate muscle proteins and 
seems to be a death contributing factor during cancer.Cachectic muscles are resistant to anabolic effects, and this knowl-
edge combined with the many proven positive outcomes on muscle hypertrophy by exercise led this study to investigate 
the previous studies conducted on this subject further. The Ubiquitin-Proteasome System (UPS) plays a significant role 
in protein degradation, more specifically the E3 ubiquitin ligases MuRF-1 (Muscle RING Finger protein-1) and MaFbx 
(Muscle atrophy F-box), which are FoxO (forkhead box-O) transcription factors. The UPS can be inhibited by substrates 
upregulated by physical activity, such as IGF-1 (Insulin-like Growth Factor-1) and PGC-1α (Peroxisome proliferator-
activated receptor gamma coactivator 1-alpha). In conclusion, there are a lot of pathways in both cancer cachexia and 
physical activity that border on each other, but the molecular mechanisms are complex and not always clear.
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Introduction 
Cancer is defined as “an abnormal growth of cells which 

tend to proliferate in an uncontrolled way and, in some cases, to 
metastasize” (spread) [1]. A cancer tumor caused by the uncon-
trolled cell proliferation is a malignant tumor on the ground of 
invasion into other organs, and it spreads into other tissues like a 
clonal expansion [2].

Most patients with advanced cancer will be affected by ca-
chexia. Cancer cachexia is defined as a multifactorial syndrome, 
a permanent loss of skeletal muscle mass often accompanied by a 
loss of fat mass [3]. A condition that eventually leads to disability 
(functional impairment) and is the cause of nearly one third of all 
cancer deaths [4].It is suggested that the loss of weight could be 
because of the fight for fuel in between muscle and tumor, although 
this is not explaining the development of cachexia since small tu-
mors can induce atrophy while bigger ones not always do [5].

According to Fearon et al.[6], these four aspects are what 
cachexia consists of 1) skeletal muscle breakdown as a result of 
inflammation, tumor and neuro-hormonal changes, including hy-

poanabolism, 2) anorexia and/or reduced nutritional intake, 3) loss 
of lean mass, sometimes also including loss of fat mass, and 4) 
physical disabilities and dysfunctions, such as fatigue and psycho-
social distress. 

Through physical activity we are able to maintain fitness and 
muscle strength, and that has some significant beneficial effects on 
metabolic dysfunctions and chronic diseases [7].Physical activity 
can be described as activities of different intensities, where you 
perform on either light, moderate or vigorous intensity levels [8]. 
According to Kushi et al[9] moderate to vigorous levels of physi-
cal activity contribute to a reduced risk of developing different 
types of cancer. Well controlled 4 exercising is a safe and posi-
tive improvement strategy in a lot of cancer forms that improves 
exercise capacity and physical quality of life, and inhibits fatigue 
[10]. Physical activity provide benefits both during and after can-
cer treatment. The benefits include among other; psychosocial and 
physical improvements, greater willingness to complete treatment 
and less symptoms and side-effects [11]. 

A mixed model of different treatments, a combination of 
medication, nutrition and physical activity, seems to be the best 
treatment method in regards to cancer cachexia [12-14].While can-
cer leads to, among other things, an increase in pro-inflammatory 
cytokines, increased angiotensin II, increased proteolysis-inducing 
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factor, increased calpains, and a decrease in physical activity and 
a decrease in the mTOR (mammalian Target Of Rapamycin) and 
p70S6K (serine/threonine kinase), some of the above mentioned 
effects may be attenuated by resistance training [15]. Therefore the 
purpose of this review study was to investigate the effects of physi-
cal activity as a method of therapy/prevention in cancer cachexia.

Muscle plasticity 
Protein intake generates an increase in plasma amino acids, 

which thereafter may restrain protein catabolism in body tissues 
including skeletal muscles [3]. The amino acids are replenished 
after a meal (containing protein), through the process of protein 
synthesis. In this cycle of breakdowns and build-ups of muscle 
proteins the latter has got to exceed the sooner in order to achieve 
hypertrophy, building muscle or anabolism, through resistance 
training or growth. Atrophy, on the other hand, refers to muscle 
protein breakdown or catabolism, and occurs in response to disease 
or inactivity [16]. This protein degradation and subsequent muscle 
loss (also called cachexia), is harmful to the body and leads, with 
high probability, to death [17-19].

The catabolic state causing muscle atrophy is linked to the 
ubiquitin-proteasome-system (UPS) [20]. The UPS stands for the 
main protein breakdown in skeletal muscles [21-22]. Denerva-
tion, injury, bed rest, fasting, cancer cachexia, inactivity, diabetes, 
treatment by glucocorticoids, immobilization, sepsis, aging and 
metabolic acidosis are all factors and conditions that contribute to 
muscle atrophy and involve the ubiquitin-proteasome-system [22]. 
Apart from the UPS there are several molecular mechanisms and 
pathways that contribute to an anabolic state, e.g. the PI3K/Akt-
pathway (Phosphoinositide 3-kinase/protein-kinase-B-pathway) 
that has been proven to be of importance regarding hypertrophy 
and inhibiting atrophy of the skeletal muscle [20]. The PI3K/Akt-
pathway is downregulated during atrophy [23] which leads to an 
increased activity of FoxO (forkhead-box O) transcription factors 
[24]. While activation of PI3K/Akt-pathway can inhibit atrophy 
caused by disuse [25]. FoxO is a transcription factor family in-
volved in diverse regulatory pathways and mechanisms, including 
the regulation of muscle atrophy [26].

The counterpart of atrophy is hypertrophy; increased mus-
cle mass. Signaling by IGF-1 (Insulin-like Growth Factor-1) is 
an important mechanism in regards to muscle anabolism [27]. 
When it comes to fasting and diabetes, which contribute to the 
protein breakdown [22] insulin is highly involved and a low level 
of insulin is associated with muscle catabolism [28]. With higher 
levels of insulin and IGF-1 the PI3K/Akt/mTOR-pathway is up 
regulated[24]. IGF-1 and insulin also activates the Ras-Raf-MEK-
ERK-pathway/MAPK-ERK-pathway which affects fiber type 
composition and not muscle fiber size [24]. IGF-1 can suppress 
both FoxO 6 transcription factors [24] and the activity of MuRF-1 
(Muscle RING-Finger protein-1) [29]. 

In order to successfully achieve muscular growth, one 

should combine resistance training with dietary protein intake on a 
regular basis, approximately 25-30 grams of protein which accord-
ing to Paddon-Jones & Rasmussen [30] stimulates muscle protein 
synthesis maximally. The anabolic effect of protein consuming is 
lasting a few hours post consumption and then returns to the basal 
level [19]. In catabolic muscles there is an ongoing combination 
of energy imbalance with a negative outcome and protein metabo-
lism, which together play a role in the decreased nutritional in-
take with systemic inflammation and metabolic dysfunctions. [31]. 
Anabolic resistance is therefore an inescapable feature of cancer 
cachectic muscle [32].

Cancer cachexia 
The two counterparts intake and expenditure are the major 

causes of energy imbalance in cancer cachexia; energy intake de-
creases and energy expenditure increases and are regulated by tu-
mor type and growth phase [27]. According to Solheim et al.[33], 
factors that can cause a loss of weight in cancer patients with ca-
chexia are appetite, reduced lean and fat mass, reduced physical 
activity or reduced use of muscles and emotional changes that re-
duce food intake. The metabolism of carbohydrates and lipids is 
more deregulated when it comes to cancer associated metabolic 
dysfunction [34]. A study made by DeBoeret al.[35] concluded 
that the hormone ghrelin and a synthetic ghrelin receptor agonist 
improves weight gain and increases lean body mass in tumor-bear-
ing rats, because of anti-inflammatory effects and also because it 
inhibits the central melanocortin system. 

During muscle atrophy the skeletal muscle fibers have a 
smaller cross-sectional area, and they are also not generating 
as much force as the normal, healthy muscle fibers do. These 
athrophic muscle fibers do, however, keep most of their structural 
characteristics [36]. A study made by Acharyya et al.[4] suggest-
ed that muscle catabolism is very selective when it comes to the 
targeting of key muscle gene products, and not regulated by the 
downregulation of myofibrillar proteins. In most cases of atrophy, 
the rate of protein synthesis is suppressed while the rate of degra-
dation is increased [37]. As mentioned earlier the ubiqutin- protea-
some system (UPS) is the main system responsible for the skeletal 
muscle protein breakdown [15,21,22]. The UPS is regulating and 
degradating damaged and redundant proteins in the cell nucleus 
and cytosol. There are three different types of enzymes playing 
the main roles in this multistep pathway; E1, E2 and E3. Ubiquitin 
is a small protein, activated by E1, and attaches to the damaged 
proteins as a signal for disassebly. E2 (ubiquitin-conjugating en-
zymes) acts as an escort for ubiquitin to the E3 (ubiquitin-protein 
ligase). The E3 recruits the E2-complex and allows the ubiquitin 
to be transferred to the target protein. Eventually the degradation 
occurs in a proteolytic complex called 26S proteasome [38-39]. 
Furthermore Khal et al. [38] found that the enzyme E2 increased 
simultaneously with the increase in weight loss (up to 20%) among 
cachectic cancer patients. This also indicates that ubiquitination 
of substrates and proteasomal degradation increases in skeletal 
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muscles of patients with this disease. 

It is well known that the E3 ubiquitin ligases MuRF-1 and 
MaFbx (muscle atrophy F-box)/atrogin-1 are highly expressed in 
skeletal muscle during muscle atrophy [23,24,40,41]. NF-κB (nu-
clear transcription factor kappa B) that regulates MuRF-1 and Ma-
Fbx is a central integration site for pro-inflammatory signals [42]. 
This 8 transcription factor can become activated by for example 
PIF, proteolysis inducing factor [5], which is upregulated during 
cancer [15], and by stressors including inflammation and cytok-
ines [43]. The pro-inflammatory cytokine TNF-α (tumor necrosis 
factor-alpha) can induce activity of NF-κB [24]. Cachexia leads 
to an increase in pro-inflammatory cytokines such as interleukin 
(IL)-6 and TNF-α [44]. IL-6 promotes tumor development both di-
rectly on cancer cells and indirectly by arranging a tumor-friendly 
microevironment [45].Anemia, abnormal liver function, fatigue 
and vomiting are all symptoms of cachexia and can, according to 
Weidle et al. [46], be caused by the IL-6 administration. 

An example of the vicious circle of UPS and tumor cells 
is that tumor cells activate the transcription factor STAT3 (signal 
transducer and activation of transcription 3) which upregulates the 
ubiquitin-proteasome system and caspase-3 and will ultimately 
provide the UPS with substrates through cleaving of the proteins 
in the muscle. The activated STAT3 also leads to an increased ex-
pression of MaFbx and myostatin through C/EPB-delta [5]. Dur-
ing the early stages of cachexia, rate of protein synthesis is reduced 
through suppressing mTORsignaling, but the underlying mecha-
nism is, according to Gordon et al. [47] still not understood.

Physical activity
Physical activity seems to prevent the formation of cancer 

tumors and contributes to various effects in our bodies [48]. Aero-
bic exercise and strength training gives different responses me-
diated by a lot of various mechanisms and pathways [7]. If you 
put mechanical stress on skeletal muscles it will trigger signaling 
proteins, which activate genes that, in turn, activate translation of 
mRNA (messenger-RNA) of each 9 gene [49]. In cancer cachexia 
the muscles can show a two- to fourfold increase in mRNA-levels 
for a chain of ubiquitin and a few proteasome subunits [37]. Physi-
cal activity increases the expression of the transcriptional coacti-
vator and regulator of skeletal muscle mass PGC-1α (Peroxisome 
proliferator-activated receptor gamma coactivator 1-alpha) in both 
cardiac and soleus muscle, and this finding shows that PGC-1α via 
exercise could help protect cardiac and skeletal muscle atrophy 
by inhibiting FoxO pathway activity [40]. With erythropoietin ad-
ministration and moderate exercise Pin et al. [50] found that pro-
motion of mitochondrial biogenesis through PGC-1α and muscle 
quality is improved. 

When the muscles contract repeatedly, the muscle increases 
production of IGF-1 which stimulates protein synthesis and anab-
olism through Akt/PI3K. Akt phosphorylates FoxO transcription 
factors which lead to an inhibition of their transcriptional func-

tions [20]. Furthermore, PGC-1α is increased with physical activ-
ity and thus mitochondrial biogenesis is enhanced, plus it inhibits 
activity of FoxO [40,51]. Transcriptions depending on FoxO is a 
central point in controlling gene networks during cancer cachexia 
[52]. If inhibition of the FoxO transcriptional activity occurs, sat-
ellite cell proliferation and fusion with muscle fibers increases in 
control muscles according to Reed et al. [53], and the inhibition 
also has effects on skeletal muscle hypertrophy. According to Stitt 
et al. [54], the IGF-1/PI3K/Akt-pathway not only promotes hy-
pertrophy, but also suppresses atrophic pathways that otherwise 
might fight hypertrophy. The activity of this pathway requires an 
inhibition of FoxO[54]. 

Both aerobic exercise and high intensity exercise or resis-
tance training increase the production of reactive oxygen species 
(ROS) [55]. Aerobic exercise may also reduce inflammation which 
in cachexia truly is an important factor [56]. Production of ROS 
can cause oxidative stress that is an imbalance between the level 
of ROS and antioxidant capacity [57], and according to Lenk et 
al. [58] it is associated with several chronical diseases. The excess 
production of ROS can lead to activation of the FoxO-signalling 
pathway, which in turn increases the transcription of FoxO-target-
genes such as MuRF-1 and MaFbx [57] and these contribute to 
skeletal muscle atrophy. Interestingly, both exercise and disuse 
leads to oxidative stress according to Powers et al. [57]. While 
exercising improves the expression of proteins that regulate mi-
tochondrial biogenesis, this attenuates protein degradation even 
when levels of IL-6 are as increased as they are in cancer cachexia 
[59]. 

A study made by Khamoui et al. [56]. On mice in CT (con-
trol group), AT (aerobic training group) and RT (resistance train-
ing group) showed that neither AT nor RT could prevent tumor-
induced weight loss, and that exercise parameters such as duration 
and intensity are of high relevance in order to avoid an increased 
weight loss. For some of the mice in the RT group, euthanasia was 
necessary because of their impaired condition. In fact, some of the 
RT mice required to be put down because of their worsened condi-
tion. However, this study showed that aerobic exercise, defined as 
low muscular tension sustained for a prolonged period, may have 
attenuated the loss of muscle mass to a mild extent, together with 
improved maintenance of functions of the body, such as daily ac-
tivities being less strenuous. 

IL-6 and TNF-α can be prevented by proteins upregulated by 
aerobic exercise, such as GLUT4 (Glucose transporter), GSH (glu-
tathione) and SOD (Superoxid-Dismutase) by inhibiting either the 
pro-inflammatory cytokines or the increased activity of ROS, or 
by increasing glucose transport and thus inhibiting the increase in 
insulin 11 resistance produced by the pro-inflammatory cytokines 
[60]. The authors further disclose that resistance training ultimate-
ly leads to an increased protein synthesis, courtesy of substrates 
like IGF-1, mTOR or Akt. In order to achieve an increase in levels 
of Akt, IGF-1 and insulin, a supply of amino acids and glucose is 
needed [24].
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Conclusions 
Anabolic resistance is an inescapable feature of cancer 

cachectic muscle [32]. We conclude that the molecular mecha-
nisms of cancer cachexia remain unclear, but that they are similar 
to some of the important pathways that either promote or inhibit 
muscle hypertrophy via exercise. Cancer cachexia inhibits activity 
of mTOR[47].while increased levels of insulin and IGF-1 upregu-
lates the PI3K/Akt/mTOR-pathway [24]. This pathway is impor-
tant promoting hypertrophy and inhibiting atrophy of the skeletal 
muscle [20]. If the pathway is inhibited, an increased activity of 
FoxO transcription factors occurs [24]. The UPS is the main sys-
tem responsible for skeletal muscle protein breakdown [15,21,22] 
and the E3 ubiquitin ligases MuRF-1 and MaFbx are the most cru-
cial when it comes to atrophy. According to Mahdiabadi et al. [61] 
duration and intensity of exercise are important factors to consider 
when it comes to cachectic cancer patients’ treatment in order to 
avoid an increased weight loss. In conclusion there is not much 
evidence suggesting that muscle mass and strength are affected 
when it comes to physical activity as a treatment for cancer ca-
chexia patients and therefore further research is needed. 

References
Burgess R (2016) Stem cells: A short course. John Wiley & Sons Inc, 1.	
Hoboken, New Jersey.

Tomlinson IPM, Novelli M R,Bodmer WF (1996) The mutation rate and 2.	
cancer. ProcNatlAcadSci USA 93: 14800-14803.

Tisdale MJ(2009) Mechanisms of cancer cachexia. Physiol Rev 89: 3.	
381-410.

Acharyya S, Ladner KJ, Nelsen LL, Damrauer J, Reiser PJ, et al. 4.	
(2004) Cancer cachexia is regulated by selective targeting of skeletal 
muscle gene products. J Clin Invest 114: 370-378.

Silva KA, Dong J, Dong Y, Dong Y,Schor N, et al. (2015) Inhibition of 5.	
Stat3 activation suppresses Caspase-3 and t he Ubiquitin-proteasome 
System, leading to preservation of muscle mass in cancer cachexia. J 
BiolChem 290: 11177-11187.

Fearon K, Strasser F, Anker SD, Bosaeus I, Bruera E, et al. (2011) 6.	
Definition and classification of cancer cachexia: an international con-
sensus. Lancet Oncol 12: 489-495.

Egan B,ZierathJR (2013) Exercise Metabolism and the Molecular 7.	
Regulation of Skeletal Muscle Adaptation. Cell Metab 17: 162-184.

Ekblom Ö, Ekblom-Bak E, Rosengren A, Hallsten M, Bergström G, et 8.	
al. (2015) Cardiorespiratory fitness, sedentary behaviour and physical 
activity are independently associated with the metabolic syndrome, re-
sults from the SCAPIS pilot study. PLoS One 10: e0131586.

Kushi L, Doyle C, McCullough M, Rock CL, Demark-Wahnefried W, et 9.	
al. (2012) American Cancer Society Guidelines on Nutrition and physi-
cal activity for 13 cancer prevention: reducing the risk for cancer with 
healthy food choices and physical activity. CA Cancer J Clin 26:30-
67.

Jones LW, Liang Y, Pituskin EN, Battaglini, CL, Scott JM, et al. (2011) 10.	
Effect of exercise training on peak oxygen consumption in patiens with 
cancer: a meta-analysis. Oncologist 16: 112-120.

Hayes SC, Spence RR, GalvãoDA,Newton RU (2009) Australian As-11.	
sociation for Exercise and Sport Science position stand: optimising 
cancer outcomes through exercise. J Sci Med Sport 12: 428-434.

Lundholm K, Körner U, Gunnebo L, Sixt-Ammilon P, Fouladiun M, et 12.	
al. (2007) Insulin treatment in cancer cachexia: effects on survival, me-
tabolism, and physical functioning. Clin Cancer Res 13: 2699-2706.

Fearon KC (2008) Cancer cachexia: developing multimodal therapy 13.	
for a multidimensional problem. Eur J Cancer 44: 1124-1132.

Del Fabbro E, Hui D, Dalal S, Dev R, Nooruddin Z.I, et al. (2011) Clini-14.	
cal outcomes and contributors to weight loss in a cancer cachexia 
clinic. J Palliat Med 14(9): 1004-1008.

Al-Majid S, Waters H (2008) The biological mechanisms of cancer-15.	
related skeletal muscle wasting: the role of progressive resistance ex-
ercise. Biological research for nursing 10: 7-20.

Malavaki CJ, Sakkas GK, Mitrou GI, Kalyva A, Stefanidis I, et al. (2015) 16.	
Skeletal muscle atrophy: disease-induced mechanisms may mask dis-
use atrophy. J Muscle Res Cell Mot 36: 405-421.

Atherton PJ, Smith K (2012) Muscle protein synthesis in response to 17.	
nutrition and exercise. J Physiol 590: 1049-1057 .

Bonado P and SandriM. (2013) Cellular and molecular mechanisms of 18.	
muscle atrophy. Dis Model Mech 6: 25-39.

Brook MS, Wilkinson DJ, Smith K, Atherton PJ (2016) The metabolic 19.	
and temporal basis of muscle hypertrophy in response to resistance 
exercise. Eur J Sport Sci 16: 633-644.

Glass DJ(2003) Signalling pathways that mediate skeletal muscle hy-20.	
pertrophy and atrophy. Nat Cell Biol 5: 87-90.

Solomon V, Lecker SH, Goldberg AL (1998) The N-end rule pathway 21.	
catalyzes a major fraction of the protein degradation in skeletal mus-
cle. J BiolChem 273: 25216-25222.

Jagoe RT and Goldberg AL (2001) What do we really know about the 22.	
ubiquitin-proteasome pathway in muscle atrophy? CurrOpinClinNu-
trMetab Care 4: 183-190.

Bodine SC,Latres E, Baumhueter S, Lai VK, NunesL. et al. (2001) 23.	
Identification of ubiquitin ligases required for skeletal muscle atrophy. 
Science294: 1704-1708.

Sandri M, Sandri C, Gilbert A, Skurk C, Calabria E, et al. (2004) Foxo 24.	
transcription factors induce the atrophy-related ubiquitin ligase atrog-
in-1 and cause skeletal muscle atrophy. Cell 117: 399-412.

Bodine SC, Trevor SN, Gonzalez M, Kline WO, Stover GL, et al. 25.	
(2001) Akt/mTOR pathway is a crucial regulator of skeletal muscle 
hypertrophy and can prevent muscle atrophy in vivo. Nat Cell Biol 3: 
1014-1019.

Tzivion G, Dobson M, Ramakrishnan G (2011) FoxO transcription 26.	
factors; Regulation by AKT and 14-3-3 proteins. BiochimBiophysActa 
1813: 1938-1945.

Argilés JM, Busquets S, Stemmler B, López-Soriano FJ (2014) Can-27.	
cer cachexia: understanding the molecular basis. Nat Rev Cancer 14: 
754-762.

Lecker SH, Solomon V, Price SR, Kwon YT, Mitch WE, et al. (1999) 28.	
Ubiquitin conjugation by the N-end rule pathway and mRNAs for its 
components increase in muscles of diabetic rats. J Clin Invest 104: 
1411-1420.

SacheckJM, Ohtsuka A, McLary SC, Goldberg AL (2004) IGF-1 stimu-29.	
lates muscle growth by suppressing protein breakdown and expres-

http://doi.org/10.29011/JORT-125.000025
https://books.google.co.in/books?id=bWlXCQAAQBAJ&pg=PR4&lpg=PR4&dq=Stem+cells.+A+short+course.+John+Wiley+%26+Sons,+Inc.,+Hoboken,+New+Jersey&source=bl&ots=eak5TOZWI7&sig=AoPnbAlyVUbnTuqqnjjTS6BmEJQ&hl=en&sa=X&ved=0ahUKEwjwnMnKjoLRAhVElZQKHUjqDMkQ6AEILDAC
https://books.google.co.in/books?id=bWlXCQAAQBAJ&pg=PR4&lpg=PR4&dq=Stem+cells.+A+short+course.+John+Wiley+%26+Sons,+Inc.,+Hoboken,+New+Jersey&source=bl&ots=eak5TOZWI7&sig=AoPnbAlyVUbnTuqqnjjTS6BmEJQ&hl=en&sa=X&ved=0ahUKEwjwnMnKjoLRAhVElZQKHUjqDMkQ6AEILDAC
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC26216/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC26216/
https://www.ncbi.nlm.nih.gov/pubmed/19342610
https://www.ncbi.nlm.nih.gov/pubmed/19342610
https://www.ncbi.nlm.nih.gov/pubmed/19342610
https://www.ncbi.nlm.nih.gov/pubmed/19342610
https://www.ncbi.nlm.nih.gov/pubmed/19342610
https://www.ncbi.nlm.nih.gov/pubmed/25787076
https://www.ncbi.nlm.nih.gov/pubmed/25787076
https://www.ncbi.nlm.nih.gov/pubmed/25787076
https://www.ncbi.nlm.nih.gov/pubmed/25787076
https://www.ncbi.nlm.nih.gov/pubmed/21296615
https://www.ncbi.nlm.nih.gov/pubmed/21296615
https://www.ncbi.nlm.nih.gov/pubmed/21296615
https://www.ncbi.nlm.nih.gov/pubmed/23395166
https://www.ncbi.nlm.nih.gov/pubmed/23395166
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0131586
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0131586
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0131586
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0131586
http://onlinelibrary.wiley.com/doi/10.3322/caac.20140/full
http://onlinelibrary.wiley.com/doi/10.3322/caac.20140/full
http://onlinelibrary.wiley.com/doi/10.3322/caac.20140/full
http://onlinelibrary.wiley.com/doi/10.3322/caac.20140/full
http://onlinelibrary.wiley.com/doi/10.3322/caac.20140/full
https://www.ncbi.nlm.nih.gov/pubmed/21212429
https://www.ncbi.nlm.nih.gov/pubmed/21212429
https://www.ncbi.nlm.nih.gov/pubmed/21212429
https://www.ncbi.nlm.nih.gov/pubmed/19428291
https://www.ncbi.nlm.nih.gov/pubmed/19428291
https://www.ncbi.nlm.nih.gov/pubmed/19428291
https://www.ncbi.nlm.nih.gov/pubmed/17473202
https://www.ncbi.nlm.nih.gov/pubmed/17473202
https://www.ncbi.nlm.nih.gov/pubmed/17473202
https://www.ncbi.nlm.nih.gov/pubmed/18375115
https://www.ncbi.nlm.nih.gov/pubmed/18375115
https://www.ncbi.nlm.nih.gov/pubmed/21793729
https://www.ncbi.nlm.nih.gov/pubmed/21793729
https://www.ncbi.nlm.nih.gov/pubmed/21793729
https://www.ncbi.nlm.nih.gov/pubmed/18705151
https://www.ncbi.nlm.nih.gov/pubmed/18705151
https://www.ncbi.nlm.nih.gov/pubmed/18705151
https://www.ncbi.nlm.nih.gov/pubmed/26728748/
https://www.ncbi.nlm.nih.gov/pubmed/26728748/
https://www.ncbi.nlm.nih.gov/pubmed/26728748/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3381813/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3381813/
https://www.ncbi.nlm.nih.gov/pubmed/23268536
https://www.ncbi.nlm.nih.gov/pubmed/23268536
https://www.ncbi.nlm.nih.gov/pubmed/26289597
https://www.ncbi.nlm.nih.gov/pubmed/26289597
https://www.ncbi.nlm.nih.gov/pubmed/26289597
https://www.ncbi.nlm.nih.gov/pubmed/12563267
https://www.ncbi.nlm.nih.gov/pubmed/12563267
https://www.ncbi.nlm.nih.gov/pubmed/9737984
https://www.ncbi.nlm.nih.gov/pubmed/9737984
https://www.ncbi.nlm.nih.gov/pubmed/9737984
https://www.ncbi.nlm.nih.gov/pubmed/11517350
https://www.ncbi.nlm.nih.gov/pubmed/11517350
https://www.ncbi.nlm.nih.gov/pubmed/11517350
https://www.ncbi.nlm.nih.gov/pubmed/11679633
https://www.ncbi.nlm.nih.gov/pubmed/11679633
https://www.ncbi.nlm.nih.gov/pubmed/11679633
https://www.ncbi.nlm.nih.gov/pubmed/15109499
https://www.ncbi.nlm.nih.gov/pubmed/15109499
https://www.ncbi.nlm.nih.gov/pubmed/15109499
https://www.ncbi.nlm.nih.gov/pubmed/11715023
https://www.ncbi.nlm.nih.gov/pubmed/11715023
https://www.ncbi.nlm.nih.gov/pubmed/11715023
https://www.ncbi.nlm.nih.gov/pubmed/11715023
https://www.ncbi.nlm.nih.gov/pubmed/21708191
https://www.ncbi.nlm.nih.gov/pubmed/21708191
https://www.ncbi.nlm.nih.gov/pubmed/21708191
https://www.ncbi.nlm.nih.gov/pubmed/25291291
https://www.ncbi.nlm.nih.gov/pubmed/25291291
https://www.ncbi.nlm.nih.gov/pubmed/25291291
https://www.ncbi.nlm.nih.gov/pubmed/10562303
https://www.ncbi.nlm.nih.gov/pubmed/10562303
https://www.ncbi.nlm.nih.gov/pubmed/10562303
https://www.ncbi.nlm.nih.gov/pubmed/10562303
https://www.ncbi.nlm.nih.gov/pubmed/15100091
https://www.ncbi.nlm.nih.gov/pubmed/15100091


Citation: Daniela K, Malin J,Apostolos  T(2016) Cancer cachexia and the effects of physical activity.J OrthopTher 2016: J125. DOI: 10.29011/JORT-125.000025

5 Volume2016; Issue 03

sion of atroph-related ubiquitin ligases, atrogin-1 and MuRF1. Am J 
PhysiolEndocrinolMetab 287: E591-601.

Paddon-Jones D and Rasmussen BB (2009) Dietary protein recom-30.	
mendations and the prevention of sarcopenia. CurrOpinClinNutrMetab 
Care 12: 86-90.

Bilir C, Engin H, Can M, Temi YB,Demirtas D (2015) The prognostic 31.	
role of inflammation and hormones in patients with metastatic cancer 
with cachexia. Med Oncol 32: 56.

Williams JP, Phillips BE, Smith K, Atherton PJ, Rankin D et al. (2012) 32.	
Effect of tumor burden and subsequent surgical resection on skeletal 
muscle mass and protein turnover in colorectal cancer patients. Am J 
ClinNutr 96: 1064-1070.

Solheim TS, Blum D, Fayers PM, Hjermstad MJ, Stene GB, et al. 33.	
(2013) Weight loss, appetite loss and food intake in cancer patients 
with cancer cachexia: three peas in a pod? - analysis from a multi-
center cross sectional study. ActaOncol 53: 539-546.

Petruzzelli M and Wagner EF (2016) Mechanisms of metabolic dys-34.	
function in cancer-associated cachexia. Genes Dev 30: 489-501.

DeBoer MD, Zhu XX, Levasseur P, Meguid MM, Suzuki S, et al. (2007) 35.	
Ghrelin treatment causes increased food intake and retention of lean 
body mass in a rat model of cancer cachexia. Endocrinology 148: 
3004-3012.

Bassel-DubyR. and Olson EN (2006) Signaling pathways in skeletal 36.	
muscle remodeling. Annu Rev Biochem 75: 19-37.

Lecker SH, Jagoe TR, Gilbert A, Gomes M, Baracos V, et al. (2004) 37.	
Multiple types of skeletal muscle atrophy involve a common program 
of changes in gene expression. FASEB J 18: 39-51.

Khal J, Hine AV, Fearon KCH, Dejong CHC, Tisdale MJ (2004) In-38.	
creased expression of proteasome subunits in skeletal muscle of can-
cer patients with weight loss. Int J Biochem Cell Biol 37: 2196-2206.

Sandri, M. (2016) Protein breakdown in cancer cachexia. Semin Cell 39.	
DevBiol 54: 11-19.

Kavazis AN, Smuder AJ, Powers SK (2014) Effects of short-term en-40.	
durance exercise training on acute doxorubicin-induced FoxO tran-
scription in cardiac and skeletal muscle. J ApplPhysiol 117: 223-230.

Yuan L, Han J, Meng Q, Xi Q, Zhuang Q, et al. (2015) Muscle-specific 41.	
E3 ubiquitin ligases are involved in muscle atrophy of cancer cachexia: 
an in vitro and in vivo study. Oncol Rep 33: 2261-2268.

Cai D, Frantz JD, Tawa NE, Melendez PA, Oh BC,et al. (2004) IK-42.	
Kbeta/NFkappaB activation causes severe muscle wasting in mice. 
Cell 119: 285-298.

Bodine SC and Baehr LM (2014) Skeletal muscle atrophy and the E3 43.	
ubiquitin ligases MuRF1 and MaFbx/atrogin-1. Am J PhysiolEndo-
crinolMetab 307: E469-484.

Carson JA and  Baltgalvis KA (2010) Interleukin-6 as a key regulator of 44.	
muscle mass during cachexia. Exerc Sport Sci Rev 38: 168-176.

Taniguchi K and Karin M (2014) IL-6 and related cytokines as the criti-45.	
cal lynchpins between inflammation and cancer. SeminImmunol 26: 
54-74.

Weidle Uh, Klostermann S, Eggle D, Krüger A (2010) Interleukin 6/46.	
Interleukin 6 receptor interaction and its role as a therapeutic target 
for treatment of cachexia and cancer. Cancer Genomics Proteomics 
7: 287-302.

Gordon BS, Kelleher AR, Kimball SR (2013) Regulation of muscle pro-47.	
tein synthesis and the effects of catabolic states. Int J Biochem Cell 
Biol 45: 2147-2157.

Brown JC, Winters-Stone K, Lee A,  Schmitz KH (2012) Cancer, physi-48.	
cal activity, and exercise. ComprPhysiol 2: 2775-2809.

Spangenburg EE (2009) Changes in muscle mass with mechanical 49.	
load: possible cellular mechanisms. ApplPhysiolNutrMetab 34: 328-
335.

Pin F, Busquets S, Toledo M, Camperi A, Lopez-Soriano FJ, et al. 50.	
(2015) Combination of exercise training and erythropoietin prevents 
cancer-induced muscle alterations. Oncotarget 6: 43202-43215.

Sandri M, Lin J, Handschin C,Yang W, Arany ZP, et al. (2006) PGC-51.	
1alpha protects skeletal muscle from atrophy by suppressing FoxO3 
action and atrophy-specific gene transcription. ProcNatlAcadSci USA 
103: 16260-16265

Judge SM, Wu CL, Beharry AW, Roberts BM, Ferreira LF, et al. (2014) 52.	
Genome-wide identification of FoxO-dependent gene networks in 
skeletal muscle during C26 cancer cachexia. BMC Cancer 14: 997.

Reed SA, Sandesara PB, Senf SM, Judge AR (2012) Inhibition of 53.	
FoxO transcriptional activity prevents muscle fiber atrophy during ca-
chexia and induces hypertrophy. FASEB J 26: 987-1000.

Stitt TN, Drujan D, Clarke BA, Panaro F, Timofeyva Y, et al. (2004) 54.	
The IGF-1/PI3K/Akt pathway prevents expression of muscle atrophy-
induced ubiquitin ligases by inhibiting FOXO transcription factors. Mol 
Cell 14: 395-403.

Filaire E, Dupuis C, Galvaing G, Aubreton S, Laurent H, et al. (2013) 55.	
Lung cancer: what are the links with oxidative stress, physical activity 
and nutrition. Lung Cancer 82: 383-389.

Khamoui AV, Park BS, Kim DH, Yeh MC, Oh SL, et al. (2016) Aero-56.	
bic and resistance training dependent skeletal muscle plasticity in the 
colon-26 murine model of cancer cachexia. Metabolism 65: 685-698.

Powers SK, Duarte J, Kavazis AN, Talbert EE. (2010) Reactive oxygen 57.	
species are signalling molecules for skeletal muscle adaptation. Exp-
Physiol 95: 1-9.

LenkK, Schuler G, Adams V (2010) Skeletal muscle wasting in ca-58.	
chexia and sarcopenia: molecular pathophysiology and impact of ex-
ercise training. J Cachexia Sarcopenia Muscle 1: 9-21.

White JP,Puppa MJ, Sato S,Gao S, Price RL, et al. (2012) IL-6 regula-59.	
tion on skeletal muscle mitochondrial remodeling during cancer ca-
chexia in the Apc(min/+)mouse. Skelet Muscle 2: 14.

Gould DW,Lahart I, Carmichael AR,Koutedakis Y, Metsios GS (2013) 60.	
Cancer cachexia prevention via physical exercise: molecular mecha-
nisms. J Cachexia Sarcopenia Muscle 4: 111-124.

MahdiabadiJ,Gaeini AA,Kazemi T, Mahdiabadi MA (2013) The effect 61.	
of aerobic continuous and interval training on left ventricular structure 
and function in male non-athletes. Biol Sport 30: 207-211.

https://www.ncbi.nlm.nih.gov/pubmed/15100091
https://www.ncbi.nlm.nih.gov/pubmed/15100091
https://www.ncbi.nlm.nih.gov/pubmed/15100091
https://www.ncbi.nlm.nih.gov/pubmed/15100091
https://www.ncbi.nlm.nih.gov/pubmed/15100091
https://www.ncbi.nlm.nih.gov/pubmed/19057193
https://www.ncbi.nlm.nih.gov/pubmed/19057193
https://www.ncbi.nlm.nih.gov/pubmed/19057193
https://www.ncbi.nlm.nih.gov/pubmed/25638467
https://www.ncbi.nlm.nih.gov/pubmed/25638467
https://www.ncbi.nlm.nih.gov/pubmed/25638467
https://www.ncbi.nlm.nih.gov/pubmed/23034966
https://www.ncbi.nlm.nih.gov/pubmed/23034966
https://www.ncbi.nlm.nih.gov/pubmed/23034966
https://www.ncbi.nlm.nih.gov/pubmed/23034966
https://www.ncbi.nlm.nih.gov/pubmed/23998647
https://www.ncbi.nlm.nih.gov/pubmed/23998647
https://www.ncbi.nlm.nih.gov/pubmed/23998647
https://www.ncbi.nlm.nih.gov/pubmed/23998647
https://www.ncbi.nlm.nih.gov/pubmed/26944676
https://www.ncbi.nlm.nih.gov/pubmed/26944676
https://www.ncbi.nlm.nih.gov/pubmed/17347304
https://www.ncbi.nlm.nih.gov/pubmed/17347304
https://www.ncbi.nlm.nih.gov/pubmed/17347304
https://www.ncbi.nlm.nih.gov/pubmed/17347304
https://www.ncbi.nlm.nih.gov/pubmed/16756483
https://www.ncbi.nlm.nih.gov/pubmed/16756483
https://www.ncbi.nlm.nih.gov/pubmed/14718385
https://www.ncbi.nlm.nih.gov/pubmed/14718385
https://www.ncbi.nlm.nih.gov/pubmed/14718385
https://www.ncbi.nlm.nih.gov/pubmed/16125116
https://www.ncbi.nlm.nih.gov/pubmed/16125116
https://www.ncbi.nlm.nih.gov/pubmed/16125116
http://www.sciencedirect.com/science/article/pii/S1084952115002487
http://www.sciencedirect.com/science/article/pii/S1084952115002487
https://www.ncbi.nlm.nih.gov/pubmed/24947024
https://www.ncbi.nlm.nih.gov/pubmed/24947024
https://www.ncbi.nlm.nih.gov/pubmed/24947024
https://www.ncbi.nlm.nih.gov/pubmed/25760630
https://www.ncbi.nlm.nih.gov/pubmed/25760630
https://www.ncbi.nlm.nih.gov/pubmed/25760630
https://www.ncbi.nlm.nih.gov/pubmed/15479644
https://www.ncbi.nlm.nih.gov/pubmed/15479644
https://www.ncbi.nlm.nih.gov/pubmed/15479644
https://www.ncbi.nlm.nih.gov/pubmed/25096180
https://www.ncbi.nlm.nih.gov/pubmed/25096180
https://www.ncbi.nlm.nih.gov/pubmed/25096180
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3065300/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3065300/
https://www.ncbi.nlm.nih.gov/pubmed/24552665
https://www.ncbi.nlm.nih.gov/pubmed/24552665
https://www.ncbi.nlm.nih.gov/pubmed/24552665
https://www.ncbi.nlm.nih.gov/pubmed/21156962
https://www.ncbi.nlm.nih.gov/pubmed/21156962
https://www.ncbi.nlm.nih.gov/pubmed/21156962
https://www.ncbi.nlm.nih.gov/pubmed/21156962
https://www.ncbi.nlm.nih.gov/pubmed/23769967
https://www.ncbi.nlm.nih.gov/pubmed/23769967
https://www.ncbi.nlm.nih.gov/pubmed/23769967
https://www.ncbi.nlm.nih.gov/pubmed/23720265
https://www.ncbi.nlm.nih.gov/pubmed/23720265
https://www.ncbi.nlm.nih.gov/pubmed/19448694/
https://www.ncbi.nlm.nih.gov/pubmed/19448694/
https://www.ncbi.nlm.nih.gov/pubmed/19448694/
https://www.ncbi.nlm.nih.gov/pubmed/26636649
https://www.ncbi.nlm.nih.gov/pubmed/26636649
https://www.ncbi.nlm.nih.gov/pubmed/26636649
https://www.ncbi.nlm.nih.gov/pubmed/17053067
https://www.ncbi.nlm.nih.gov/pubmed/17053067
https://www.ncbi.nlm.nih.gov/pubmed/17053067
https://www.ncbi.nlm.nih.gov/pubmed/17053067
https://www.ncbi.nlm.nih.gov/pubmed/25539728
https://www.ncbi.nlm.nih.gov/pubmed/25539728
https://www.ncbi.nlm.nih.gov/pubmed/25539728
https://www.ncbi.nlm.nih.gov/pubmed/22102632
https://www.ncbi.nlm.nih.gov/pubmed/22102632
https://www.ncbi.nlm.nih.gov/pubmed/22102632
https://www.ncbi.nlm.nih.gov/pubmed/15125842
https://www.ncbi.nlm.nih.gov/pubmed/15125842
https://www.ncbi.nlm.nih.gov/pubmed/15125842
https://www.ncbi.nlm.nih.gov/pubmed/15125842
https://www.ncbi.nlm.nih.gov/pubmed/24161719
https://www.ncbi.nlm.nih.gov/pubmed/24161719
https://www.ncbi.nlm.nih.gov/pubmed/24161719
https://www.ncbi.nlm.nih.gov/pubmed/27085776
https://www.ncbi.nlm.nih.gov/pubmed/27085776
https://www.ncbi.nlm.nih.gov/pubmed/27085776
http://onlinelibrary.wiley.com/doi/10.1113/expphysiol.2009.050526/full
http://onlinelibrary.wiley.com/doi/10.1113/expphysiol.2009.050526/full
http://onlinelibrary.wiley.com/doi/10.1113/expphysiol.2009.050526/full
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3060644/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3060644/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3060644/
https://skeletalmusclejournal.biomedcentral.com/articles/10.1186/2044-5040-2-14
https://skeletalmusclejournal.biomedcentral.com/articles/10.1186/2044-5040-2-14
https://skeletalmusclejournal.biomedcentral.com/articles/10.1186/2044-5040-2-14
https://www.ncbi.nlm.nih.gov/pubmed/23239116
https://www.ncbi.nlm.nih.gov/pubmed/23239116
https://www.ncbi.nlm.nih.gov/pubmed/23239116
C:\Users\sys\Downloads\BS_Art_23349-10 (1).pdf
C:\Users\sys\Downloads\BS_Art_23349-10 (1).pdf
C:\Users\sys\Downloads\BS_Art_23349-10 (1).pdf

