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II. G.I. Cancers

A. Adenocarcinoma of the esophagus (see GERD)

1. A recent study identified that the consumption of refined grains are directly related to the risk of cancer of the oral cavity, pharynx, esophagus and larynx.  In contrast, whole grain cereals are protective.

a. This may the result of the high absorption of refined carbohydrates with consequent increases in plasma insulin concentration and insulin-like growth factor 1 (carcinogenic?) or

b. Whole grains contain several micronutrients (antioxidants, minerals, flavonoids, etc) which are anticarcinogenic.

B. Gastric carcinoma

1. H/O: males>females, blacks>whites, blood group A, positive family Hx

· Japanese living in Japan or 1st generation living outside of Japan or Chinese living in China or 1st generation 

outside of China

· Gastric cancer is the second most common cause of death from malignancy in the world, but is not common in the U.S.

· increased consumption of salt (esp. salted fish and meat and pickled vegetables) and dietary nitrates (lunch meats, 

smoked foods), 

· achlorydric conditions such as pernicious anemia (high pH allows bacteria to convert nitrates into nitrosamines), 

· hx of partial gastrectomy, , PUD (H. pylori), unexplained weight loss.

a. Gastric carcinoma is the second most common cause of death from malignant disease worldwide.

b. Gastric carcinoma is the most common cancer in both sexes in China; 38% of all stomach cancer cases in the world occur in China.

2. Sn/Sx:  

a. Early Sx are typically vague:  epigastric discomfort and nausea (pain is commonly dull and achy, < with meals

If you Dx PUD, treat and response does not occur within two weeks, you must further your evaluation ( endoscopy.

b. Late Sx are associated with anorexia and early satiety, weight loss, vomiting, dysphagia, anemia, hematemesis, weakness, fatigue, SOB, positive occult blood (always consider upper GI as well).  At this point the cancer has usually invaded the muscular layer with high incidence of metastases.

3. Dx:  Radiographic exam of stomach using a double contrast media (barium swallow), irregularities confirmed with 


endoscopy with multiple biopsies and brush cytology, CBC, fecal occult blood (In a 1998 study, in people with positive 


fecal occult-blood tests, upper gastrointestinal lesions were identified more frequently than colonic lesions)
.  If the patient 


presents very symptomatic, start with endoscopy.

4. Prognosis:

a. Early gastric cancer (adenocarcinoma that is confined to the mucosa or submucosa) has a better prognosis: 5-year survival more than 90%.  Early gastric cancer is histologically different than advanced gastric cancer. Unfortunately, most gastric gastric cancers present as late cancers.

b. Late gastric cancer has a poor prognosis due to the fact that by the time symptoms manifest, the gastric cancer is already advanced into the muscular layer of the stomach and often metastases have already occurred..  The overall 5-year survival rate is about 10%.  The standard of practice is surgery, with chemotherapy and radiation offering only slight improvement in survival.

c. Many patients with early gastric cancer develop recurrent ulceration with malignant changes in the mucosa but do not progress to advanced carcinoma (malignancy advanced through the muscular layer of the stomach).  

d. Japan has initiated endoscopic screening programs, although the advantages to this screening program are not yet known.

e. Prevention of gastric carcinoma is essential:  diet, vitamin supplementation, antioxidants and eradication of H. pylori. In the May issue of Journal of Cancer (Zhang, Z-F), a study conducted in China compared 133 stomach cancer cases, 166 chronic gastritis cases and 433 health individuals.  The study found that green tea drinkers have a 48% lower risk of stomach cancer than non-drinkers.   As the frequency and duration of tea drinking increased, the risk of both chronic gastritis and stomach cancer decreased.  This is true for esophageal cancer as well.


The total dietary intake of antioxidants is inversely associated with the risk for developing cardia and distal 
        gastric cancer.  In people exposed to abnormal bio-radical loads, such as smokers and Helicobacter pylori-
        infected individuals, the increased need for antioxidant equivalents seems even more important.
  

C. Pancreatic cancer (4th most common cancer in males, 5th in females)

1. Exocrine pancreatic cancer accounts for 95% of all cancers that arise in the pancreas.

2. H/O:  chronic pancreatitis, elderly, smoking, DM, increased consumption of alcohol, animal fats and animal protein and low in fruits and vegetables, blacks>whites, Jews>non-Jews, Hx of peptic ulcer surgery.  

       Our role as naturopaths is to prevent this disease by encouraging a healthy diet and lifestyle.

3. Dx:  Clinical manifestations are insidious with the most common presentation being weight loss (>5% of body weight) with anorexia and nausea, epigastric pain (persistent, dull, non-colicky and may radiate to the back), and jaundice.  Other symptoms include:  diarrhea, malabsorption, depression, abdominal mass, sudden onset of diabetes mellitus or glucose intolerance without family hx or obesity. The duration of symptoms before diagnosis is usually 3-4 months, at which point most pancreatic tumors are un-operable and therefore the disease is fatal.  

4. 70% of the adenocarcinomas of the pancreas are located in the head of the pancreas.  Pancreatic cancer metastasizes widely by direct invasion and through lymphatic and vascular channels.  Metastases to the liver, peritoneum, and lung are common.

5. Dx:  US with contrast enhanced CT to clarify findings, fine needle biopsy, SMAC, CBC

6. Conventional tx:  If there is a resectable tumor, surgery is the first line of Tx.  The standard operation is the Whipple procedure or pancreaticoduodenectomy.  This involves removing the duodenum, a portion of the distal stomach, the jejunum, GB, common bile duct, and regional lymph nodes.  Survival rates are about 20% post surgery.  Chemotherapy and radiation therapy are often used conjointly.

D. Liver cancer

1. The liver is a likely site for metastasis as it filters arterial and venous blood and is therefore usually secondary.  Primary hepatoma is rare and is usually the consequence of cirrhosis (caused by Hep. B or C).

2. H/O:  Other cancer (esp. colon, pancreas, stomach, breast, lung, gallbladder and bile duct tumors and lymphoma), 





Hepatitis B virus chronic infection.

3. Sx/Sx:  abdominal pain, anorexia, weight loss and malaise.  Often patients function well once the primary cancer is 

removed then suddenly decline due to the liver metastases.  Therefore, screening markers are an important aspect of  care, usually bi yearly or yearly for at least 5 years.

4. Dx:  CBC (anemia is common), SMAC (elevated liver enzymes, elevated bilirubin, CT, percutaneous liver biopsy

a.
Diagnostic laparoscopy combined with laparoscopic ultrasonography can detect liver lesions as small as 4 mm. and may be more accurate than CT scans.  Consider this screening when there is symptomatic evidence to warrant further investigation.

5. Conventional Tx:  Prognosis is poor.  Surgical resection, transplantation, chemotherapy and radiation are all employed.  Current  research is attempting to utilized localized application of chemotherapy with chemoembolization.

6. Naturopathic Tx:  successful cases have utilized strict dietary changes and utilization of aggressive dosing and frequency of botanicals and antioxidants; Intrahepatic injections of urea (Contreras Clinic in Mexico)

7. Cholangiocarcinoma (a very rare primary liver malignancy arising from cells forming the biliary tree.

a. Prevalence:  uncommon; 2000-3000 new cases annually.

b. H/O:  Primary sclerosing cholangitis (PSC), chronic ulcerative colitis without PSC, long-standing intraductal gallstone disease, infestation with SE Asian liver flukes

c. Sn/Sx:  Painless jaundice, clay-colored stools, cola-colored urine, pruritis.  Pain, fatigue, malaise and weight loss are present with advanced disease.  PE reveals jaundice, RUQ tenderness to palpation, hepatomegaly, palpable gallbladder or mass.

d. Dx:  

1.) Cholestasis serum markers:  moderate to markedly increased alkaline phosphatase, bilirubin, GGT, and bile acids.  Aminotransferases are only mildly elevated or normal.  Prolonged cholestasis leads to decreased fat-soluble vitamins and prolonged prothrombin time.  

2.) Markers: CA 19-9 (>100 U/mL) and CEA are most effective for detecting cholangiocarcinoma in patients with PSC (approx. 85% sensitive and specific), however these markers are only 53% sensitivity for cholangiocarcinoma without PSC.  Additionally, cholestasis itself can modestly increase CA 19-9 levels.

3.) Imaging:  US and CT are the initial diagnostic imaging procedures.  ERCP assesses the location, nature and resectability of bile duct tumors.

e. Conventional tx: Surgery is the only curative treatment known.  Excision of the tumor and draining lymph nodes.  The surgery should be performed by a skilled surgeon as the scar tissue that forms from the first surgery generally prevents additional perihilar surgery.

1.) “no-touch” surgery is also an option which involves transection of vasculary supply, venous drainage and lymphatic drainage well away from the tumor before the tumor itself is dissected. 

2.) This is only an option for certain tumors, depending on their location. 

3.) Survival rates vary according to the location of the tumors.  Five-year survival ranges from 10%-60%.  Periampullary tumors have the best survival rate whereas intrahepatic tumors may have the worst survival rates.  

E. Colorectal cancer

1. Colon cancer is the second most common cancer in men (after lung cancer) and third most common in women (after breast and lung cancer).  Over 95% of colon cancers start in a colonic polyp thus screening is important.  Colorectal cancer is the second leading cause of death in North America.  Everyone after 50 should have a screening colonoscopy, followed by repeat colonoscopy every five years.  If the patient is high risk with a history of IBD for > 7 years or familial polyposis, then colonoscopy should be immediate with repeat colonoscopy every three years.

2. Colonic polyps protrude into the lumen of the gastrointestinal tract from the bowel wall.  Polyps may be benign or malignant.  Colonic polyps are very common (50% prevalence in people over the age of 50).  Polyps are identified by barium enema x-ray, sigmoidoscopy or colonoscopy.  Any polyp greater than 1 cm in diameter should be removed and examined histologically for signs of cancer.

3. If malignant cells are found in an adenomatous polyp, if may be contained within the mucosa of the polyp or it may extend into the stalk, or into the blood and lymph vessels.  Once the malignancy has invaded the blood and lymph vessels, polypectomy is not sufficient treatment:  Partial bowel resection is necessary.

4. Colon cancer -- H/O:  rectal bleeding and positive occult blood, change in bowel habits (diarrhea or constipation), IBD, colonic polyps, high dietary intake of animal protein, animal fat, and refined foods with a low dietary intake of fiber, elderly, family h/o colon cancer, iron-deficiency anemia (especially in a male, check your stools via hemoccult test), low fecal butyrate levels, breast or female genital cancer.

a. Risk factors for anal cancer include:  anal HPV, hx of receptive anal intercourse, history of STDs, more than 10 sexual partners, history of cervical, vulvar or vaginal cancer, immunosuppression, HIV infection, long-term use of corticosteroids and cigarette smoking.

b. The role of fiber is controversial.  In a prospective study by Fuchs of 88,757 women between 34-59 years old with no history of cancer, IBD or familial polyposis completed a dietary questionnaire in 1980.  During the 16 year follow-up, 787 cases of colorectal cancer were documented.  After adjustment for age, established risk factors and total energy intake, there was no association found between intake of dietary fiber and risk of colorectal cancer.  
Numerous editorials have pointed out various methodological flaws in the Fuchs study.  A review of 37 observational studies showed that only half were strongly or moderately supportive of the protective effect of fiber against colon cancer.  A meta-analysis of 13 case-control studies of colon cancer demonstrated a beneficial effect of dietary fiber.  Some studies have suggested an increased risk of recurrence for adenomas of the colon.  


One hypothesis for the link between dietary fiber and prevention of colon cancer (presuming this 

 link exists) is that the preventive effect is the result of other phytochemicals found in the high fiber foods (grains, fruits and vegetables) not the fiber itself (i.e. a fiber supplement).  Phytochemicals, found in fruits and vegetables, and lignans, IP-6, etc., found in grains, exert anti-mutagenic and anti-carcinogenic activities.

c. Inflammatory bowel disease (both Crohn’s and ulcerative colitis) increases the risk of colon cancer; possibly via inflammation-induced oxidative damage leading to dysplastic tissue.  An alternative explanation is the inflammatory cytokines released during inflammation inactive p53, which later interferes with apoptosis of malignant cells.

d. Smoking and enteric dysbiosis are recognized risk factors for colon cancer.

5. Sn/Sx:  abdominal pain in association with rectal bleeding or positive occult blood and change in bowel habits, Fe-deficiency anemia, weight loss, possibly a palpable abdominal mass (late stage).

6. Dx (in order):  Fecal occult blood test, digital examination, (sigmoidoscopy- w/ frank bleeding), colonoscopy, CBC, fecal butyrate level.  

7. Screening for colon cancer should be done routinely on patients at high risk and in those patients over the age of 50 with average risk.  Screening should include yearly occult blood testing (3 consecutive) and digital exam and colonoscopy every 5 years.  

a. The sensitivity of one-time fecal occult blood testing (FOBT) is 33-50%.  Despite the lack of sensitivity to the

presence of colon cancer, FOBT is still considered an important screening tool.  FOBT will detect some large polyps (more likely to bleed).  The subsequent removal of these polyps (some of which are premalignant adenomatous polyps) decreases the incidence of colon cancer.

b. The potential mortality reduction with sigmoidoscopy could reach 60%. Colonoscopy is more effective than 


sigmoidoscopy in detection of adenomas (95% sensitivity).
 Recent research indicates that routine colonoscopy 

 
provides better screening than sigmoidoscopy  due to the increased ability to detect advanced neoplasms.

c. Colonoscopy is the screening test of choice.  All patients over the age of 50 should obtain a screening 


colonoscopy at least every 5 years. Colonoscopy is definitely recommended for patients with a higher than 


average risk of colorectal cancer, even for those under the age of 50.

d. Barium enemas are not recommended for screening under normal circumstances due to the less effective 


detection ability.

e. The cost of screening is at most $750 (the average cost of colonoscopy), but the average cost of cancer care is 


$70,000, therefore screening is cost-effective.

f. Genetic testing (for microsatellite instability, allelic loss, p53 mutations) will come into common use for the


prognosis of colorectal cancer when the results are shown to affect medical management.

g. Once diagnosed, people with colon cancer should receive colonoscopy every 1-3 years and have yearly serum 


CEA levels checked.

h. However, most recurrences occur outside of the bowel lumen, therefore abdominal ultrasound, CT, and MRI are 


indicated on a 1-3 year interval.  The liver is a common site of recurrence and therefore the CT scans should be 


directed there.

8. Conventional tx:  surgery (radiation for metastases), 5-FU can increase survivability

III. Naturopathic Treatment Approach

A. This subject is too large for this course, however, the following are key strategies of naturopathic intervention.

1.  Calcium, also consider potassium and magnesium.  Conflicting studies:  There is suggestive evidence that calcium supplementation may prevent colon cancer.  May prevent the conversion of bile salts into carcinogenic substances.


Controlled trail:  Calcium supplementation increased survival in patients with colon cancer. (Gaby)

2. Anti-promotion therapies

3. Anti-proliferation therapies

4. Tissue regeneration

5. Nutritional enhancement

6. Digestive support

7. Prevent and treat conventional treatment side-effects.

8. Psycho/spiritual support

9. Address increased bile acids and dysbiosis
B.  Act in concert with the patient’s oncologist so that the patient is not triangulated.

Dr. Ross:


- would do an endoscopy first





Pancreatic cancer major risk factor:


-smoking





US: can miss things farther away from pancreatic head





Liver Cancer Risk Fx:


-HepB, HepC, xs alcohol





Do a PT –INR (international normalization ratio):


- when you “thin” blood with coumadin you want to be between 2 and 3 on an INR


- usually when you order a PT you get an INR with it





Familial Polyposis?


- be vigilant with colonscopy





Decide For Yourself:


-not all doctors believe that a colonoscopy helps with survivability (including M. Ross, MD)


- check out US Preventive Task Force, which is updated q 5 years 
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