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    IMPORTANT, PLEASE NOTE:

    Prior to initiating the use of massage or any other touch modalities, consult with the patient’s doctor. Medicine Hands is designed to be a resource; it is not a substitute for medical advice. Different state or municipal licensing boards have jurisdiction over the practice of massage. These regulating bodies may have a policy or recommendation with regard to massaging people with cancer. Practitioners should become knowledgeable about these regulations by contacting the licensing board.

  


  DEDICATION:


  Oncology Massage the world over is driven by touch therapists who feel called to this vocation. They work with a deep and abiding devotion to the heart of the world. They hold joy and suffering, and walk willingly with those who ask. This edition is for them—my colleagues, friends, kith and kin.
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  Preface


  Soil is created through a process that takes many, many years. Slowly, on top of bedrock, particles of weathered rock, decayed plant material and decomposed animals are laid down. Eventually, enough organic material has been deposited to create a soil deep and rich enough to support life.


  A new professional discipline, such as Oncology Massage, also takes time to build the layers of soil in which it will grow. At first, smaller plants grow in the beginning layers, but as the soil deepens, larger and larger projects can be planted and anchored. The soil in which Oncology Massage exists is maturing; just now reaching a middling depth. Much more is needed, and this will come through educating the general massage profession, patients, health care practitioners, and researchers. As well as this, we must examine our own educational infrastructure for elements that are lacking.


  Each edition of Medicine Hands mirrors the last layer of soil that has been laid down. The first edition (MH1) basically served to challenge the long-held belief that massage would cause cancer to spread, and should therefore be contraindicated. By today’s standards, MH1 was light on content. The internet barely existed, which meant that I gleaned much of my information from American Cancer Society pamphlets, a variety of nurses, and medical and nursing literature. There were fewer than a dozen research studies, most of which would not pass muster these days. Only a few professional colleagues were available to consult with, and at the time, many massage practitioners were still aghast that we were providing massage for people being treated for cancer. “I thought we weren’t supposed to touch people with cancer” was a comment I often heard. In 1999, there was no such thing as Oncology Massage.


  The second edition, published in 2007, showed the huge leap that had been made in experience and knowledge. More than three-dozen new research projects had been completed. The internet had become the place to research new treatments, medications, and types of cancer. Highly-visible programs were available at places such as The Christie Hospital in Manchester, England, at The Royal Marsden in London, at Memorial Sloan Kettering in New York City, and MD Anderson in Houston, just to name a very few. And the first professional association, the Society for Oncology Massage, was on the brink of being created.


  As publication of the third edition approaches, some massage students now enter school with the intent of specializing in massage for people with cancer; schools have created clinical experiences in the community to allow massage students to gain experience in cancer clinics and hospitals, and a few schools even have specialized tracks in Oncology Massage. Professional organizations have formed internationally—the Iris Cancer Partnership in Scotland, Oncology Massage Training in Australia, and Massage bij Kanker in the Netherlands. The infrastructure that accompanies this new field is slowly developing.


  Oncology Massage therapists are a group with many hands, yet one heart.


  Gretchen Murphy RN, LMT, Racine, Wisconsin


  The background reading for the third edition (MH3) was mindboggling; akin to an informational tsunami. In 2004, a Google search using the words “cancer and massage,” “oncology and massage” or “oncology and cancer massage” yielded 242,000 pages. By 2013, just using the keywords “cancer massage” showed that nearly 41 million pages were available!


  There is so much new information as of 2013, and so many practitioners with specialized knowledge, that part of my job in creating this new edition of Medicine Hands was to recruit contributors who could add their expertise to mine and make MH3 as complete as possible. Medicine Hands has evolved into a meeting ground where both givers and receivers of Oncology Massage the world over can pour in their contributions, sharing information and stories. I have become the steward for a collective process.


  Despite a great deal of new knowledge and experience on a collective level, Medicine Hands is still a primer in a discipline that is wet behind the ears. We have much to learn about how touch therapies affect people who have been through cancer treatment. It takes years of experience to figure out best practices. We have no idea which people could benefit from more pressure, or whether patients, once recovered from treatment that includes a sentinel node biopsy, can have deeper massage on the affected quadrant. There is little research on how long the benefit of a massage lasts or what the best frequency is. Just as the medical field is learning more and more every year about how cancer treatments affect people over time, Oncology Massage still has much to learn.


  If you want to go fast, go alone. If you want to go far, go together.


  African proverb


  Standards of Care


  There are no Standards of Care within the field of massage, let alone Oncology Massage. The clinical guidelines put forward in Medicine Hands were based initially on my own experiences with patients at Oregon Health and Science University, and later with clients in private practice. Over time, the experiences of many other therapists have affirmed my ideas. This is not to say that we are all in unanimous agreement. We each do certain things slightly different, but there is an overall similarity in our practices, which has come about without conferring any sort of professional meeting to establish Standards of Care.


  However, as Oncology Massage matures, we must look toward establishing something akin to Standards of Care. They raise the bar and will support us as therapists, and support patient and client care. The process of establishing a Standard of Care, however, is rigorous and involves an evaluation of the evidence. Oncology Massage is short on that kind of evidence and so we may be a long time in coming to Standards of Practice.


  In the mean time, I continue to take a conservative approach when massaging people affected by cancer treatment. Just as I teach therapists the concept of ‘inching forward’ with clients, I take the same tack with Medicine Hands, advocating slow, steady progress within the field, pushing the envelope in judicious ways; inching forward. To some practitioners, my go-slow approach may seem too cautious at times, but for the most part, we are still in a phase where safety must be the prime directive.


  Overview


  One of the main focuses of the original edition was ‘first do no harm.’ This is the cornerstone of all bodywork. Safety, along with the incredible good that happens through massage, is still the primary message of the third edition. In this version, however, I take the vision forward and include not just safety considerations and the benefits of massage, but also the ways in which touch therapies can support the person who is in treatment or post-treatment, or has been in remission for years. To be sure, it is not a treatment for cancer, but a form of support for the person whose organs are affected by chemotherapy, whose tissue is bound down from the adhesions caused by radiation, or who has limited function due to scars from surgery.


  Much of the focus for many years has been on clients in treatment. However, with the passage of time, it is becoming clear that a person recovering from treatment or who is many years out from its completion, can have issues specific to their position along the cancer spectrum. Chapters have been added that are relevant to them.


  Medicine Hands confines itself mainly to the clinical information needed for both professional and non-professional bodyworkers wishing to massage adult clients, friends, or family members with a history of cancer. Business information such as writing proposals, billing, or fund-raising is not covered. Topics such as breathing and relaxation techniques, exploring and coping with grief, and the use of intuition are not included. Each of these subjects is important to our work, but because they are already presented in other sources, no attempt is made to replicate or improve upon them in MH3. No attempt is made to teach any style of bodywork or touch technique. It is assumed that the reader is already skilled in a chosen modality whether it is Reiki, Swedish Massage, Shiatsu, Polarity Therapy, Therapeutic Touch, Reflexology, or any other of the multitude of techniques.


  Often, before bodyworkers start their training, they massage family, friends, and partners with a joyful innocence. Massage school can take that away, replacing it with fears about causing harm, lawsuits, or how to correctly relate to clients. Being mindful of these concerns is important, but a balance must be struck so that the pure delight of giving touch to another human being does not get lost. It is easy when presenting material about disease to create fear instead of confidence. I have tried to present this information in a way that will give you the assurance to proceed, mixed with an appropriate amount of caution.


  Structure of the Book


  Twenty years ago books were still one of the main conveyers of information, but the job of a book has changed. Compared to the vastness of the information held on the internet, a book is limited. It, therefore, is no longer sensible to use precious page space on information readily available in other places. MH3 includes information that is directly related to massage and cancer. Other material, such as types of cancers, staging, new treatments, and medical terminology can be found on the internet, in other books, through organizations, such as the American Cancer Society or Cancer Research UK, and from clients themselves. Suggestions of other useful resources are made throughout MH3.


  Some of the chapters in Medicine Hands stand alone, such as Chapters 2 and 3 which cover the topics of metastasis and massage research. However, beginning with Chapter 4 which explains the basics of cancer treatments, the chapters build on each other. The reader is encouraged to read Chapters 4–6 in their entirety prior to reading Chapters 7–11.


  Most of the adaptations a therapist must make are due to the side effects of treatment. The middle Chapters, 4–11, are the foundation when it comes to planning a massage session. These chapters have been sequenced to reflect clients’ relationship to treatment. Once they receive a cancer diagnosis, people will be in one of four stages that relate to treatment, or the disease itself:


  •   Treatment


  •   Recovery


  •   Survivorship


  •   End of life


  Please, do not think that I am suggesting that people with cancer move through these four stages toward a final destination resulting in the end of life. The sequence that patients move through is highly individual. Some people finish treatment, recover, survive and live 50 more years or even longer, dying from old age. Other people receive treatment, start the recovery phase, are re-diagnosed, and must re-enter treatment. Every person’s process is different, and yet all of the processes have a central theme—the side effects of treatment or the disease. By organizing the material in this book around each of these stages, I hope that you will be able to access the information you need more readily when you are planning massage sessions for your clients.


  Medicine Hands is by no means complete, nor is it enough. To assist in therapists’ learning, a companion workbook will be published in late 2015 or early 2016. However, this does not remove the need for supervised, hands-on instruction. Written information only addresses one channel in the learning process; the cognitive one. The proprioceptive and emotional domains must be attended to through study with experienced and wise teachers.


  Changes from the 2nd Edition


  Besides the alterations mentioned above, I also made two other major changes. One decision I took was to focus purely on adult cancer clients, this meant leaving out the previous Chapter 7, ‘Massage for Children Living with Cancer.’ The other major change of direction was to present only general concepts to be applied to bodywork techniques; no specific styles of bodywork are given focus. This meant not including the previous Chapter 6, ‘Strengthening the Body: The Use of Touch Techniques to Support the Body During and After Treatment.’ As a space-saving strategy, I also had to delete some of the older research listings in the tables at the back of Chapter 3, ‘Touch—Rx for Body, Mind and Heart: A Review of the Research.’


  However, the previous chapters 6 and 7, which have such excellent information, can be found on the Findhorn Press website by going to: http://findhornpress.com/medhands. As well as this, the deleted research listings have been gathered into a table that can be found at the Findhorn Press website.


  A Note About Language


  It is important to clearly define what is meant in this book by the term ‘massage.’ It is defined as ‘any form of systematic touch’. This opens up the possibilities greatly. Within this definition nearly all clients, despite their level of health, qualify for touch therapies of some sort. This would not be true if a traditional definition of massage were used, such as the one from the American Cancer Society; “Massage involves manipulation, rubbing, and kneading of the muscles and soft tissue to enhance function of these tissues and promote relaxation.”


  The words ‘touch’ and ‘bodywork’ are used synonymously with ‘massage.’ When massage is part of a specific modality, such as Swedish Massage, it will be capitalized to set it apart from the generic meaning of the word. Terms such as gentle massage, low-impact massage, and skilled touch, all refer to the type of massage that is at the center of Medicine Hands—comfort-oriented massage. ‘Therapist,’ ‘practitioner’, and ‘bodyworker’ are used interchangeably, as are ‘client’ and ‘patient’. Two words that are never used instead of client or patient are ‘victim’ and ‘sufferer,’ labels that evoke a sense of pity toward people who are ill. The sick don’t want pity; they seek companions who can take the journey with them.


  A commonly-used term that has arisen within oncology parlance to identify people who have endured cancer treatment is the word ‘survivor.’ It must be strongly noted that many people use this term with pride as a badge of honor, while others are deeply offended by it or don’t relate to it at all. Some people have adopted the term ‘thriver’ and even ‘previvor.’ Cancer previvors are people who are survivors of a predisposition to cancer, but who haven’t had the disease. Survivor is used in MH3, albeit sparingly, because it is a common term in oncology literature. However, I acknowledge the many negative connotations associated with this term.


  And a final clarification—to avoid confusion, the term ‘treatment’ is only used in conjunction with medical or cancer treatment. Touch practitioners often use the word treatment in connection with their modality, such a ‘massage treatment’, a ‘Shiatsu treatment’ or a ‘Reiki treatment.’ Instead, the word ‘session’ will be used when referring to the application of a touch modality.


  My Personal Roots


  My professional roots began in public school education. For 13 years I taught middle school health and physical education. My thinking was way out of the box; fitness and playing sports was fine, but I was more interested in helping students see who they could become and what the world held for them. We did activities such as poetry runs in the woods, used sports to build life skills, and saw health and PE as a way to enhance awareness.


  My last stint in public school teaching was in 1985–86 as an exchange teacher in Dundee, Scotland. When I returned back to the States, I missed Scotland to a depth not possible for most people to understand. The only comparable feeling is the loss of your most beloved. My health deteriorated quickly, and I was diagnosed with chronic fatigue syndrome. Because of that very difficult and lengthy period of my life, this book came into being. The saying about ‘silver linings’ is always true, as is the one about one door closing and another opening. My loss of nearly everything was needed to put me onto this path of massaging people with cancer. In a thousand years, I could never have imagined what my life has become.


  I tell you all of this because it is important when reading professional material to know something about the background of the writer. If Medicine Hands had been written by a nurse with many years in mainstream health care, it might have a very different feel. The content and structure of Medicine Hands is influenced by two things: first and foremost, I am an educator. Second, I began my Oncology Massage work in a hospital setting, not in private practice. You as the reader must factor that in as you read. A text written by someone whose main experience has been in private practice would have a different orientation. All books are a reflection of their writers. What you see on these pages is a reflection of me; it is my way of looking at the process of being with and massaging people affected by cancer, which is strongly influenced by my exposure to extremely ill people in hospitals. There are numerous other angles from which to look at this very same thing.


  This book is the result of working with cancer patients and supervising massage therapists since 1994 in the oncology units at Oregon Health and Science University (OHSU). OHSU is a large teaching and research hospital, which means many of the patients are referred there because of a severe or unusual form of cancer. The therapists and I have been blessed to assist a number of very sick people and to witness the undeniable benefits of massage in a wide variety of situations—for patients just out of surgery, those undergoing stem cell transplants, people admitted for bowel problems due to the side effects of pain medication, or patients who have lost part of their colon, a kidney, breast, lung, arm, or even part of their face. We have found ways to touch those healing from radiation burns, struggling for breath, or enduring a bone marrow biopsy. The oncology social workers have sought us out to comfort the mother of a 21-year-old man who was being intubated in the ICU, to calm a family who just learned of the mother’s breast cancer diagnosis, and to ease the way for a man told by the doctors that they could do nothing more for him.


  Medicine Hands is also the accumulated knowledge and experience of those therapists who I have met since 1999 in my continuing education classes and in advanced training with therapists in the Peregrine Institute of Oncology Massage Training. As part of those classes, we work with cancer patients and write reflection papers and case studies. I have literally heard the stories of thousands of therapists, many of whom have been personally affected by cancer, and thousands of clients who have been treated for cancer.


  It has been an honor and a labor of love to be with both the patients and the students on their intersecting journeys. They have been inspiring teachers and companions as I explored my own healing. The reciprocal giving and receiving has been its own reward.


  Existence uses you as a vehicle for happiness and loving presence.


  Frank Coppieters, Reiki Master, Portland, Oregon


  They say a good story comes back to the beginning; mine does. What began in Scotland in 1985 continued there 14 years later. When the American company that had agreed to publish the first edition of Medicine Hands was unable to, a home was found in Scotland with Findhorn Press. For this, I am eternally grateful. As we do when massaging a person with cancer, Findhorn Press, too, strives to bring heaven down to earth.


  Don’t ask yourself what the world needs; ask yourself what makes you come alive. And then go and do that. Because what the world needs is people who have come alive.


  Howard Thurman


  We never know in the moment what the gods have in store for us. We may meet someone at an elevator who transforms our life, a flyer for cancer and massage training intended for someone else miles away may end up in our mailbox, or a big donation may appear from nowhere to fund a massage program. Each of us has to keep showing up, every day, putting one foot in front of the other, doing what energizes us, and asking; “How can I serve?”


  Gayle MacDonald

  Portland, Oregon

  December 29, 2013
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  Chapter 1


  Introduction


  Cancer—A Part of Life


  Cancer is not a modern disease. The attempts to understand and treat it did not burst onto the scene just recently. Cancer has been observed and described for millennia. Evidence of it has been found in human remains that go back many thousands of years. The oldest possible tumor was found by the famous anthropologist Louis Leakey in a fossil jawbone in Kenya that dates back 6,000 years. Chinese folklore makes reference to esophageal and throat cancer. Ayurvedic medical books describe tumors and how to treat them. Hippocrates, the Greek physician, described cancer as a condition of excess black bile, which was one of the four humors. At that time, illnesses were categorized in terms of excesses of various bodily fluids—blood, phlegm, yellow bile, and the most malevolent of all, black bile.


  It was not until the Renaissance in the 15th century that more was known about the anatomy and physiology of the human body. This knowledge, often gained from autopsies, eventually brought an end to the ‘excess of black bile’ theory of cancer. By the 1700s and 1800s the foundations were being laid for the use of surgery to remove cancerous tissues. This was followed by greater understanding of cellular pathology. In the mid-1900s, the structure of DNA was discovered, which has moved science and medicine to its present understanding of cancer. Yet, as advanced as genetic and epigenetic knowledge has become, it is certain that there will be more chapters to the story of cancer.


  Cancer in Modern Times


  Cancer in modern times can be distinguished from the past by the dramatic rate at which the disease has increased. Since the end of WWII in 1945, there have been exponential rises in the incidence and death rates of some cancers, particularly in the developed world. Lung cancer is a prime example. In 1945, the death rate for men from lung cancer was 15 per 100,000. At its highest point in the early 1990s, it was around 90 per 100,000. Since that time, it has fallen off to 64 per 100,000.


  Breast cancer is another disease that has leapt to the forefront since 1945. According to King et al. (2003), a woman’s lifetime risk of getting breast cancer in the 1940s was 1 in 22, whereas in 1975 it was 1 in 11 according to the American Cancer Society’s “Cancer Statistics 2013.” In 2013 the risk is 1 in 8.


  Part of the increase can be explained by a greater life expectancy. In 1900, the average life expectancy in the U.S. was 47; today, in most of the developed world, life expectancies ranges between the mid-70s to the early 80s. As cancer is predominantly a disease of the aging, the longer people live, the higher the cancer rates will be. For example, according to “Cancer Statistics 2013,” an American woman between 40 and 59 has a one in eleven chance of developing cancer. Between 60 and 69, the probability rises slightly to one in ten. However, once a woman is over 70, the chance increases to one in four, and overall, the “birth to death” lifetime risk is one in three.


  Aging does not account for all of the increase. Some of the rise can also be attributed to factors such as obesity, which is now one of the leading causes of cancer behind smoking, as well as exposure to toxic substances and radioactive sources. Changes in hormone levels due to overexposure to estrogen as a result of delayed childbearing, or to hormone-disrupting chemicals, are known contributors to cancer, as are bacterial, viral and parasitical infections.


  While the rates of cancer have risen since 1945, so too have the number of people who survive cancer. In 1971 there were three million cancer survivors in the United States. Between 1975 and 1977, the SEER statistics calculated the 5-year survival rate for Americans was 49%; between 2003 and 2009, it rose to 66%. The American Cancer Society estimates that in 2012 there were nearly 14 million Americans with a history of cancer, and by 2022 that number is expected to be 18 million.


  i Declining death rates


  While the rates of cancer incidence have increased, there is a decline in the death rates. American cancer death rates rose consistently through the 1900s, peaking in 1991 at 215.1 deaths per 100,000 in the population. The 2009 death rate, was 173.1 per 100,000. That’s a 20% overall decline in cancer death rates from 1991. The rate of decline for a number of major cancers—lung, colorectal, breast and prostate—was greater than 30% each.


  “Cancer Statistics 2013,” Cancer: A Cancer Journal for Clinicians


  Despite the improvement in mortality levels, the rate of cancer incidence remains sobering. At some point in their lives, usually later in life, a staggering number of people will be diagnosed with cancer. In the United States, more than a third of women and nearly half of men are affected (American Cancer Society). One in three Australian women and one in two men will develop cancer by the age of 85 (Cancer Council of Australia). And in the UK, more than one in three will be diagnosed at some point in their lives (Cancer Research UK). These numbers will only rise as the baby boomer generation ages. By 2050, the World Health Organization reports that the number of people older than 60 will triple by 2050, increasing from 605 million to two billion.


  Future rates of cancer incidence will also be impacted by the present levels of obesity. In the 1960s, the US Department of Health and Human Resources reports that 13% of American adults were obese. By 2010 more than 35% were obese. Even more concerning, childhood obesity has risen from 10% in the 1980s and 90s to 17% in 2010. Overall there is presently a decline in cancer mortality, however, the obesity epidemic may be responsible for pushing it back up. A projection listed in the National Cancer Institute Factsheet on “Obesity and Cancer Risk” estimates that 500,000 additional cancer cases will occur in the United States by 2030 due to the trends in obesity.


  Many thought that the conundrum of cancer would be solved by now. That was the goal in 1971 when Richard Nixon, then president of the United States, signed the National Cancer Act, which became known as the War on Cancer. This euphemism is a reflection on how modern-day thinking has militarized the relationship with cancer. However, the process of figuring out cancer is not a war; it cannot be eradicated with spectacular bombing raids or the use of a sledgehammer.


  When readers stop and realize that cancer is not one disease but instead is hundreds of different diseases, it is little wonder that a cure still evades scientists. (The common cold is still a riddle, so it is not surprising that cancer is a dilemma.) The discovery of the proverbial ‘big one’ sometimes seems to be just around the corner; that one haywire gene, evasive enzyme, or biochemical cascade. The search, however, will require more plodding, one step after another. There will be tiny victories on good days, dead ends on other days. Finding a solution to cancer is not a sprint; it is an ultra-long-distance marathon.


  
    33 Dresses


    I met a woman at Goodwill two days ago who was buying 33 dresses to wear to 33 radiation treatments for breast cancer. As we spoke, she shared about living through this journey in a way that cancer cannot defy. I spoke to her about the idea of ‘the battle against cancer.’ She shared her thoughts that perhaps cancer offers an opportunity to prune and weed out the garden of our lives, to make room for that which is living.


    Jacqueline George, LMT, Pittsburgh, Pennsylvania

  


  Unfortunately, the focus on solving cancer has been fairly single-minded. The majority of resources and time are being spent on curing or caring for cancer patients once it has occurred. While this is a very important piece of a complex puzzle, scant attention is paid to prevention. Establishing prevention as a major goal would require a wholesale change in the global economy, the health care paradigm, and lifestyle choices. Prevention is more than just an increased intake of vegetables, maintaining an optimum weight, or controlling stress levels. Truly slowing the incidence of cancer will require a monumental effort to return the planet to health, and so cancer will continue to affect the global population into the foreseeable future, pushing each of us to make our contribution to the care and well-being of our fellow citizens and their families.


  i Vocabulary


  Allied practitioners—Care providers separate from medicine, nursing and pharmacy.


  Allopathic medicine—A term used by alternative practitioners that refers to mainstream medicine.


  Alternative medicine—Therapies used in place of mainstream care.


  Ancillary care—Another word for ‘allied’ care.


  CAM—Complementary and alternative medicine.


  Complementary therapies—Therapies such as massage, music, or writing, which are used alongside of mainstream medicine.


  Conventional medicine—Another name for mainstream or allopathic care.


  Holistic care—A system that attends to all parts of a person; physical, emotional, cognitive and spiritual.


  Integrative medicine—Combination of mainstream and CAM practices used side-by-side, but not necessarily in a team approach.


  Interdisciplinary care—A team approach in which the various practitioners work together.


  Mainstream medicine—A system that uses drugs, surgery, and radiation to treat illness.


  Traditional medicine—Folk or indigenous medicine.


  Use of Complementary and Alternative Medicine


  The aim, decades ago, was to cure a person’s cancer; to keep them alive. Little attention was paid to the physical, emotional, and social issues created by toxic treatments. Now, the vision of cancer care has changed. The focus has broadened to include not only eradication of the disease, but to improve quality of life, particularly since many varieties of cancer are being managed as chronic conditions, analogous to diabetes or heart disease. Cancer survivors not only want to be cured of their cancer, they also want to live well.


  As part of enhancing quality of life, cancer patients have turned toward complementary and alternative medicine (CAM), and are leading the way in its use. Health care providers are in the process of catching up to this consumer-driven trend so that they can advise their patients about the safety and efficacy of therapies. Many nursing and medical school curricula now include basic training in the area of integrative medicine. Journals aimed at nurses, nurse practitioners, and doctors regularly feature articles on patient use of CAM practices. The internet is teeming with information to help conventional practitioners understand complementary therapies.


  These therapies include interventions such as exercise, prayer, yoga, aromatherapy, acupuncture, guided imagery, massage, diet, and nutritional supplementation. When used as an alternative therapy, these modalities are used in place of allopathic care, or in conjunction with it to promote a cure. When used in a complementary fashion, these therapies are used alongside mainstream medicine, usually to ameliorate the side effects of curative treatments, and to improve quality of life. They are not practiced as curative agents. The term integrative medicine (IM) is often used as an umbrella term, a catch-all, for everything that is not mainstream. In its truest sense, IM is a total integrative approach to cancer care that uses both conventional and complementary therapies.


  Studies from countries all over the developed world paint a common picture: cancer patients are embracing complementary and alternative medicine (CAM). An internet search of studies on CAM usage will yield studies from the UK, Europe, Australia, New Zealand, Canada, Sweden and the US, as well as China, Korea, Taiwan, Japan, India, Israel, and Turkey. According to the 2007 National Health Interview Survey (United States), people who have been diagnosed with cancer used complementary approaches at a higher rate than those who have not—65% to 53%.


  Patients say that they use complementary modalities to enhance their quality of life, to feel more in control, to strengthen the immune system, to reduce stress, and to manage the side effects of treatment. Cancer patients use complementary therapies with specific goals in mind as opposed to using them merely to obtain refuge from the “uncaring world of allopathic medicine,” as many people believe. People who are seriously ill look for hope wherever they can find it; this is one reason that people with cancer are coming in huge numbers to CAM providers.


  Cancer patients have become the bridge between complementary care practitioners and conventional, allopathic health care providers. Both sides must now walk onto the span created by the patients and learn what the other has to offer, working together to better the lives of those who have survived, working to create interdisciplinary care.


  i Resources


  •   American Cancer Society. “Complementary and Alternative Medicine—Massage.” http://www.cancer.org/


  •   Cancer Council of New South Wales (Australia). “Types of massage and touch therapies.” http://cancercouncil.com.au


  •   Cancer Research UK. “Massage therapy.” http://www.cancerresearchuk.org


  •   Macmillan Cancer Support (UK). “Massage Therapy and Cancer.” http://www.macmillan.org.uk/


  •   National Cancer Institute (U.S.). “Thinking About Complementary and Alternative Medicine.” http://www.cancer.gov/cancertopics/cam/thinkingabout-CAM


  Massage—a Popular Complementary Therapy


  Consistently, massage is reported as a popular complementary modality. A report of cancer survivors sponsored by the American Cancer Society in 2008 (Gansler et al.) showed that 11% of respondents used massage, while studies by others (Parker et al. 2010, Berstein et al. 2001, Lee et al. 2000) place the numbers closer to 20% use by cancer patients. To be very clear, however, massage is not a cure for cancer; it is a complement to the treatments being used to cure the disease, a way of making the treatment process easier to tolerate.


  Massage has been making steady progress as a complementary therapy in hospitals, hospices, chemotherapy and radiation oncology clinics, cancer wellness centers, medical and destination spas. Large and small institutions make touch therapies available for their oncology patients; in the United States, Dartmouth Hitchcock Medical Center, Memorial Sloan Kettering, and MD Anderson; in the UK, The Royal Marsden, Western General Hospital, and The Christie; in Australia, Olivia Newton John Cancer and Wellness Center; in Ireland, St. Vincent Medical Center, just to name a few.
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  Spa day for people living with cancer.


  Reprinted with permission of the Community Holistic Health Center, Lafayette, Colorado


  Massage is provided at special events, such as The Race for the Cure, World Survivor’s Day, and Relay for Life. Cancer resource centers all over the world make free massage available to those receiving cancer treatment, such as the Charlotte Maxwell Center in Oakland, CA, the Victory Center in Toledo, Ohio, Macmillan Cancer Support Centres throughout the UK, and the Leucan Association, a group in Quebec, Canada that provides Oncology Massage to children. Therapists in Australia work at the Run for Your Life event and massage the Pink Ladies, a group of breast cancer survivors who race dragon boats. Medical centers sponsor special ‘survivor’s day’ celebrations, inviting those who have had or are in treatment for cancer for a special day of yoga, neck massages, Tai Chi, and music therapy. Also, a handful of massage businesses have ‘spa nights’ for their clients with a history of cancer.


  The American Cancer Society and the National Cancer Institute in the U.S., the National Health Service in the U.K., and bodies in Australia such as the New South Wales Cancer Care, all advocate for massage and manual pressure as part of pain management. The National Comprehensive Cancer Network (U.S.) recommends massage in the treatment guidelines as a treatment for refractory cancer pain, and a 2002 article in the prestigious Annals of Internal Medicine rated massage as an “acceptable” CAM therapy for people with cancer as long as certain precautions were followed.


  Pioneers in the massage field have worked with oncology patients for more than 25 years and have given the profession a large body of experience and wisdom to draw upon. The experiences of thousands of massage practitioners and clients with cancer have added to the body of knowledge. Allied health care practitioners such as lymphatic specialists, oncology nurses, and social workers, have also added to the information. Therapists are no longer required to guess or just intuit how to safely administer massage in the oncology setting, because the needs of people with cancer histories are becoming clearly known. Rather than using primarily their intuition for guidance and hoping for the best, bodyworkers can be given clinical training in how best to adjust their touch techniques for cancer patients.


  In addition to the years of anecdotal evidence, scientific research is now well underway and will begin to shape the practice of massage for people with cancer. Two of the side effects of cancer and its treatment are clearly improved by massage; short-term pain and anxiety. Relief of nausea is leaning toward favorable data but cannot yet be etched in stone. Many other conditions such as sleep problems, fatigue, and medication use, have not yet been studied enough to make firm conclusions. However, what is clear is that by making the right adjustments, the benefits of massage can be enjoyed by nearly all persons affected by cancer.


  Oncology Massage—an Emerging Field


  As a field, Oncology Massage is relatively new. Only since 2008 did it really begin to emerge as a specialty that is organized around professional associations with standards of practice and education.


  Several factors contributed to the need for oncology massage as an area of specialization. For many years, massage was believed to be a contraindication for people with cancer. Therapists left school fearful to even touch those affected by cancer, let alone massage them. This left a huge deficit in the general massage curriculum, something that has yet to be addressed by massage school proprietors. Specialists who are devoted to this group of clients are paving the way for the general massage field.


  The practice of Oncology Massage has emerged ahead of the educational components. Questions of how to train therapists to massage people with cancer are being asked at the same time that the general massage field is transitioning, maturing and deeply examining its own direction. The questions far outnumber the answers:


  •   Should there be multiple practitioner levels, such as entry level and an advanced level?


  •   What should all massage practitioners learn about massaging people with cancer from their core massage curriculum?


  •   Should all massage therapists be trained to work with those affected by cancer, or should it be a specialist training?


  •   To what level must oncology massage instructors be trained?


  •   What should the training of an oncology massage specialist contain?


  •   Should training be conducted as post-licensure/diploma studies?


  There will be touch therapists who specialize in massage for people with cancer; specialists like this are needed. However, every therapist needs to be trained to confidently and carefully minister to people with a history of cancer. All massage therapists will encounter clients who have been through cancer treatment and require adjustments. People with a history of cancer treatment receive massage in the same places as others—at health fairs, in chiropractic offices, with private practitioners, at spas, and through employee seated massage programs. Practitioners cannot avoid working with clients affected by cancer; the numbers are too great. In light of this, all touch therapists must have a fundamental understanding of how to administer bodywork to people with a history of cancer, even those practitioners who ‘just do relaxation massage.’


  Massage School—The Place to Begin


  Massage School is the place to begin training in oncology basics. Clarity and consistency needs to be established within school curriculums to eliminate the mixed messages students receive. Each part of the curriculum should give the same message whether it is in pathology class, introductory Swedish Massage, or the school clinic.


  Teach students from the beginning that bodywork for people with a history of cancer is extremely beneficial. When properly given, it is an incalculable blessing. However, working with those affected by cancer is complex, and students should not perform massage on this group until they have received training. Preferably, this training will include supervised experience within their core curriculum.


  Advising students at the start of their education that cancer is a contraindication for massage plants seeds of fear. Once students are indoctrinated in this view, it takes longer to unseat the anxiety. Some therapists, who have been instilled with apprehension during their formal training, turn cancer patients away. One massage therapist recounted a story about a spa client who was assigned to her. The woman had been given a gift certificate from friends for a day at the spa. A day away from cancer was what the client was looking forward to. A massage session was scheduled first, to be followed by a facial and a pedicure. When she arrived the massage therapist, who had been thoroughly indoctrinated in school to never massage a cancer patient, told the client she couldn’t massage her because massage might spread the cancer, but that she could give her a session of craniosacral therapy or Reiki. The client burst into tears when told this. Her upset was so deep that she left the spa without even the facial or pedicure; all she had wanted was a day to feel normal.


  An attitude of trepidation is injurious to clients and practitioners. It is harmful to clients because it denies them access to a service which is beneficial, and further stigmatizes an already branded group. Practitioners, too, are damaged because of an atmosphere of apprehension, so that even when they do embark on working with cancer patients, it is often with a lack of confidence that carries through their being and into their hands.


  Practitioners should graduate with the ability to administer gentle, soothing bodywork. Not only do cancer patients need this, so do elderly or pregnant clients, people on anti-inflammatory medications, or the ones who bruise easily. These clients present themselves to bodyworkers every day in every setting; all of this should be part of the core curriculum. The focus given to deep tissue techniques by many massage schools must be expanded to teach students how to work with all types of clients using a variety of rhythms and pressures appropriate to the physical and emotional condition of each client.


  Bodywork training institutions must also evaluate their policies regarding the massage of people with a history of cancer in the student clinic setting. This is part of creating a clear message. Some clinics turn away anyone in treatment for cancer, a very hurtful practice to those patients. Other schools allow the massage of cancer clients without providing training to the student practitioners. Both of these policies are unsound. Ideally, all therapists would be educated in the adjustments necessary for massaging clients with a cancer history.


  The massage and bodywork field is at a transition point regarding clients living with cancer. Most schools and practitioners have taken on board the message that massage is not a contraindication for people affected by cancer. However, the next stage has barely been explored—how do we educate bodywork practitioners to provide care for cancer survivors and thrivers?


  After my first experience with oncology massage, when I knew nothing about massage but everything about friendship, I was so surprised that I could do so much with so little! Just with unconditional love and an open heart, working with unexperienced hands, my friend Hester became more relaxed from massage than with anything else. This is why I changed my career as product-manager into a massage therapist specializing in Oncology Massage.


  Klara van Zuijdam van Tuijl, Gameren, Netherlands


  Final Thoughts


  Cancer has been around for thousands of years. Our understanding of it, its treatment and the care of people with cancer, has evolved beyond recognition in the last 100 years. Imagining the next 100 years is impossible. Whether the push to eradicate cancer will be successful remains to be seen. For the foreseeable future, cancer is part of the human condition.


  The times we live in are a blessing and a curse. They are incredibly complex, overwhelming in the vast array of information and choices available to us, and in ever-progressing technology, increasing speed, and chaos. Somewhat like cancer really. We need slow, simple measures as an antidote to the fast and complex. Touch therapies are one way. No one should be without this basic necessity of life—touch. It is as important as food, water, and shelter. This book aims to support and strengthen life in people living with cancer through education about the use of touch therapies, to bring health into the world, and to be part of the conversation about the meaning of holistic practice.
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  Chapter 2


  Understanding Cancer and Metastasis:


  Biology, not Mechanics


  A time will come when this chapter of Medicine Hands will be unnecessary. However, the old idea that massage might cause cancer cells to metastasize is still embedded in the minds of some patients, as well as a few health care providers and massage therapists. Many massage schools have changed their curriculum to reflect the new information on cancer, but the process of completely overhauling old beliefs and instilling new ones takes time. This topic still needs to be addressed here, at the onset, so that therapists can comfortably move forward into the remaining chapters, knowing that massage will not cause cancer to spread.


  No one is sure where the contraindication against massage for people with cancer originated. Perhaps it can be traced back to an image planted in Western psyches more than two thousand years ago by Hippocrates, the well-known Greek physician. He is thought to be the first person to have clearly recognized the difference between benign and cancerous tumors. His writings describe the blood vessels around malignant tumors as resembling the claws of a crab. He described cancer as a disease that spread out like the arms of a crab and grabbed on to other body parts. Hippocrates named the disease karkinos, which is Greek for crab. The English version of karkinos is carcinos, or carcinoma. Hippocrates’ view of cancer might have led health care providers, up until recently, to predict that mechanical force could break off the crab-like appendages of the tumor, setting them loose to travel to new places in the body and eventually implant there.


  Two thousand years later not everything is known about cancer, but what is known gives a clear picture of a process that is not caused by mechanical force, but is a biological one driven by genetic alterations. The changes in gene expression, which are due either to mutations in the gene pool or epigenetic alterations to the cell surface receptor sites, cause biochemical changes in the body that lead to cancer. It is not necessary for massage therapists to understand the pathophysiological details of metastasis, but having a broad sense of them is one piece of knowledge that will enable practitioners to approach their clients without fear, to be fully present to the person with a history of cancer, pulling away nowhere, realizing that no one needs to be turned away.


  Biochemical Changes


  Cancer is a common term for many different diseases that have the same underlying mechanism. Just as “bacterial infection” is an umbrella term for many different illnesses, such as pneumonia, meningitis, and staphylococcal infections, cancer is an all-encompassing term for more than 200 separate diseases. Breast cancer is a different disease from lung or colon cancer. In fact, the term “breast cancer” encompasses more than 20 different diseases. Kidney cancer is unique and completely different from liver cancer, and leukemia has a biochemical process completely unlike testicular cancer, to name just a few.


  What these cancers do have in common is a biochemical messaging service that has gone awry. The messaging services that direct cell activity make deliveries from both inside the cell via instructions from the DNA, and from outside the cell via cell surface receptors that communicate with the outside world. Some parts of this messaging system are hardwired into a person from birth. However, many of the components are more like software that can change under the impact of inner and outer influences.


  i Vocabulary


  Angiogenesis—The creation of new blood vessels.


  Benign—Non-invasive.


  Cancerous—A tumor with the capacity to be invasive.


  Carcinoma—A cancer that has its beginning in epithelium.


  Epithelium—The layer of cells that line the GI tract, hollow organs, blood vessels, and forms the skin and part of the glandular organs. It has the ability to regenerate frequently.


  Hematology oncology—The study of blood cancers.


  In situ—Localized.


  Malignancy—A cancerous tumor, as opposed to a benign one.


  Metastasis—The process by which cancer spreads from the original site to distant one.


  Metastases—The new tumors formed at a distant site, a.k.a. ‘secondaries.’


  Sarcomas—Cancers that arise from bone, muscle, connective tissue, cartilage and fat.


  Messages from Inside the Cell—Genetics


  The inside messages are initiated by genes, which are contained in the nucleus. This specialized area is the reproductive control center for each cell. The nucleus tells the cell when to grow and when to rest; when to make certain proteins or other material; how to communicate with other cells near and far in accordance with the genetic messages brought into the cell from the generation before, along with all other functions it needs to survive and thrive.


  The genetic material that provides the body’s blueprint is contained on chromosomes, of which there are 23 pairs in each human cell (46 total chromosomes, except in the sperm and the egg cells which contain only 23 chromosomes—one copy of each). Chromosomes are composed of deoxyribonucleic acid (DNA). Four fundamental constituents compose DNA—adenine, thymine, cytosine, and guanine (A, T, C, and G). These four components are arranged in pairs along a double helix formation and can be aligned in a nearly infinite number of arrangements.


  Through the cell’s ability to read the code, the DNA directs the activities of growth, development and maintenance. To do this, the DNA must ‘unzip’ itself along the middle of the rungs of the ladder, allow various other molecules to ‘read’ the code in the genes, and then re-zip themselves together again when the gene is ‘decoded.’ They must do this as many times as needed for various functions. At any given time within cells, different portions of chromosomes are unwinding from their spirals, unzipping, allowing decoding, and re-forming.
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  Double helix.


  Courtesy: National Human Genome Research Institute


  Mutations—Inherited and Acquired


  It is during these unwinding, unzipping, decoding and reforming phases that damage can occur to the DNA. Parts of the DNA can be deleted during copying or extra copies can be made; chromosomes can break or be incorrectly repaired; or a carcinogen such as a pesticide or virus can bind to the DNA, causing damage to it. These injuries or copying mistakes reshuffle the genetic pack inside the cell and damage, destroy or create malformed cell surface receptors on the outside of the cell membrane.


  The majority of mutations have their beginning in highly active cells, such as epithelium, blood and lymphatic cells. Epithelial cancers, referred to as carcinomas, account for approximately 80–90 percent of cancers. The body abounds in epithelial cells. They line the tract of the gastrointestinal system, lungs, blood and lymphatic vessels and the cavities of the body. Epithelium covers surfaces of glandular organs, such as the thyroid, adrenals, ovaries, and testes, as well as the entire human body. Not only are they highly active cells that are constantly replicating themselves, they are required at the same time to maintain their functions. This increased level of activity puts them at greater risk for mutation. Each time a cell divides there is the risk of an error. This explains why so few cancers originate in muscle tissue, nerve cells or connective tissue; they are not constantly replicating.


  
    Does Massage Spread Cancer?


    I worked with a woman who was at risk for lymphedema in both legs due to ovarian cancer with nodes removed bilaterally from the inguinal area. We had worked for months on a weekly basis. I had been administering a combination of MLD and lymphedema massage protocol, which resulted in decreased pain and minimized the swelling. We would talk off and on about the role of massage for her and how helpful it had been. One day she came in with a pale face and a trembling voice, saying she needed to ask me something; “Does massage spread cancer?” she asked with the deepest concern and fear. She had been having some recurrent pain in her right side that hadn’t gone away over the past week. I could see she needed to talk this through before she would ever get on the massage table again. I reviewed, in a conversational manner, the role of genetics and the biochemical process, which put her more and more at ease.


    We talked about a new plan, most of which consisted of a visit to her doctor for further assessment. The entire hour was spent clarifying this situation and with me answering any lingering questions. She left feeling much more at peace, and I think, cared for, even though she never got on the massage table. A week or so later, she reported that her doctor said the massage was probably helping to gently break up the cysts in that area and that was most likely creating mild pain. I don’t know that the doctor’s theory was correct, but it calmed her fears. She went on to say that massage was in fact helping her to make a more full recovery. With that the woman gladly returned for continued massage work.


    Meg Robsahm, M.Ed, LMP

  


  Inherited Mutations


  It is estimated that approximately five to ten percent of mutated genes are inherited from parents, while the remainder are acquired over the course of a lifetime. Inherited genes are passed on through mutations in sperm or ova and are found in every cell of a person’s body. The inherited genes that receive the most press are the BR CA 1 and BR CA 2 genes that cause breast cancer. Other inherited genes are APC, which is known to cause early polyps leading to colon cancer. Another form of colon cancer can occur from inherited mutations to the DNA repair genes known to scientists as MLH1, MSH2, MSH6, PMS1, or PMS2. A gene designated as TP53, which is a tumor suppressor gene charged with the job of stopping abnormal cell growth, if mutated, can put children at higher risk for sarcoma, leukemia, and brain cancers.
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  Base pair deletion.


  Courtesy: National Human Genome Research Institute


  Acquired Mutations


  Approximately 90–95% of mutations are acquired. People were not born with them; they occur over time within cells that were originally healthy but may have had a predisposition toward cancer, or were damaged by internal or external factors. Through the years, DNA strands can be damaged by chronic inflammation with a long list of possible causes. Something as seemingly simple as long-term exposure to foods or chemicals in the food chain that are specific irritants for some individuals can create chronic inflammation. A variety of inflammatory diseases can be precursors to cancer, such as inflammatory bowel disease, gastritis, pancreatitis, rheumatoid arthritis, or reflux, to name just a few. Microbes such as bacteria, parasites, and viruses are another group of culprits. A surprising variety of viruses have been implicated in certain cancers: human papilloma virus (HPV) and cervical cancer, hepatitis B and liver cancer, and Epstein-Barr virus with lymphomas. H pylori, the bacteria that infects the stomach, can cause gastritis and lead to stomach cancer. The evidence linking H pylori to gastric cancer was considered sufficient enough to classify it as a carcinogen. Other carcinogens—smoke, pesticides, UV rays, or chemicals produced by the body, such as cytokines—can create inflammation in the body. The inflammatory response releases a variety of substances in addition to cytokines; macrophages, white blood cells, prostaglandins, and growth factors are part of the response. It is a high-energy process that produces potentially damaging by-products. Temporarily, the body can cope with this metabolic overdrive, but the by-products of persistent inflammation can damage DNA and/or create an environment that is rich with growth factors that fuel tumor cells.


  Sometimes, genetic damage is also acquired because cells naturally make errors in copying DNA, even without the influence of environmental agents. The examples of accidental copying mistakes are all around us in nature. It is these mistakes that are responsible for evolution.


  i Types of cancer


  Carcinomas—Cancers that start in epithelium and account for 80–90% of cancers.


  Sarcomas—Cancers that arise from bone, muscle, connective tissue, cartilage and fat. They account for about 1% of cancers.


  Hematological cancers—Include lymphomas, leukemias, and multiple myeloma. They affect white blood cells, lymph nodes, bone marrow, and the spleen and account for about 9% of cancers.


  Messages from Outside the Cell—Epigenetics


  On the outside of the cell, also influencing cell functioning, are cell surface receptors (CSR). CSRs are mediators that take part in communication between the cell and the outside world. The cell surface receptors act like antennae reading the interstitial fluid: the soup of chemicals surrounding the cells which contains things such as nutrients, hormones, neurotransmitters, cytokines, growth factors, inflammatory agents, and immune cells.


  The ingredients in this extracellular soup are signaling molecules, which attach to receptors, triggering changes in the functioning of the cell. Depending on the metabolic needs of the person, the CSRs signal the cell wall to either let in the chemicals needed or keep them out. The CSRs adapt to the influences in the chemistry of the interstitial sea, which is affected by diet, thoughts and feelings, viruses, and environmental toxins, to name a few. The contents of the interstitium can affect the functioning of the CSRs, causing them to sometimes over-express a certain receptor site, or at other times to under-express. The study of these changes is referred to as epigenetics. Epigenetic modifications do not change the DNA sequence, they affect how cells read the genes. So, while damage to DNA inside the cell may be the match that lights the fire of malignancy, it is the ingredients in the interstitial soup that provide the fuel that feed the flames.


  Cell surface receptor sites, like genes, are inherited and are activated by biological stress or harmony experienced in the body. An example of biological stress is environmental toxins. The lipid layer of the cell membrane holds onto toxins. These toxins, especially heavy metals, block the transfer of nutrients across the cell membrane and slow or stop the by-products of metabolism from leaving the cell. When the process of cell excretion is inhibited by congestion in the lipid layer of the cell membrane, the byproducts of metabolism, like nitrogen, urea and ammonia, become concentrated and can begin to damage functioning organelles. In some cells this process may trigger programmed cell death, apoptosis, and cell division replication begins anew in an attempt to heal. In cancer cells the cycle of replication is confused, so the cells may increase their reproduction speed and produce more cancer cells in an attempt to manage the excess natural toxin, bypassing the trigger for apoptosis.


  Other misinformation occurs because some of the molecules that arrive in the interstitial fluid confuse the CSRs, causing them to make too many of one particular receptor. Estrogen-mimicking molecules, or xenoestrogens, are an example. Xenoestrogens are a variety of synthetic molecules that have their origins in industrial compounds, such as PCBs, BPA and phthalates, and cause CSRs to make too many estrogen receptors. This not only disrupts the endocrine system, it has been associated with some breast cancers.


  At other times, the cell surface receptors under-express. If excessive amounts of hormone or manmade molecules bind to the CSR, without the biological ability to potentiate the cell, they block the receptor from receiving the appropriate stimulus and the cell under-expresses. For instance, the ‘mask of Parkinson’s disease’ is the result of adrenal hormones and many others being blocked from binding to the CSR by toxins, acquired over a lifetime, that are already confusing the CSR’s.
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  Cell Surface Receptors—each unique in shape and function.


  Reprinted with permission from Picscience.com


  Epigenetic damage is in constant flux. Cells have the potential to recover if and when the perturbating factors are taken away. This is how a receptor-binding hormone therapy such as tamoxifen works. Tamoxifen suppresses estrogen production, which in turn means the CSRs make fewer estrogen receptors. Cancers that are fed by estrogen, therefore, receive less of it because the number of estrogen receptors are lessened.


  Damage from smoking provides another example of the potential for cell recovery. Bosse et al. (2012) examined the effect of smoking on genes. Over 3,000 genes showed differences between those who had or do smoke and those who had never smoked. However, after quitting, most, but not all of the genes returned to the same activity level found in people who had never smoked. There is good and bad news in that finding. Cells can recover, and yet some permanent damage to the genetic blueprint can remain. This explains why smokers who quit are still at increased risk for lung cancer over those who have never smoked.


  Precancerous Growth Patterns


  When the biochemical messaging service first goes off track, no dashboard light goes on to tell the person to ‘check under the hood.’ By the time anything noticeable has occurred, cancer is fairly well advanced. Approximately 60% of patients with solid tumors already have metastases by the time of initial diagnosis. However, these secondary growths do not occur overnight. It is necessary to have a number of injuries to the DNA and the cell surface receptors before precancerous changes with the potential to progress to cancer occur. In most cases, they have their beginnings decades before patients present to their physician with a palpable tumor or with symptoms associated with an established cancer such as severe fatigue or blood in the stool.


  Before a cancer develops, it passes through a number of stages on its way to becoming invasive:


  1. Hypertrophy   2. Hyperplasia    3. Metaplasia 4. Dysplasia    5. In situ


  Initially, cells may become enlarged, known as hypertrophy. Commonly, this condition results from an increased workload, hormonal over-production, or compensation for other tissue that is functioning poorly. Cigarette smoke is an example of an agent that can trigger hypertrophy due to increased workload. The inflammatory response is triggered in the mucosal lining of the lungs, which leads to fibrosis and thickening in the membranes and bronchioles.


  A mass will begin when a normal cell mutates, increasing its propensity to over-produce when normally it would rest. These transformed cells look normal, but they reproduce at a higher than usual rate. This stage is referred to as hyperplasia. It is important to note that the cells in a tumor all originate from a single cell in which DNA has mutated. The proliferating cells are clones of the original.


  At times, one cell type substitutes for another, a condition known as metaplasia. Metaplasia occurs naturally along the junction between two different types of epithelial cells, e.g. where vaginal cells, which are squamous cells, meet the glandular cells of the endocervical canal and the squamous cells at the base of the esophagus meet the glandular cells of the lining of the stomach. The zones of metaplasia are areas of great change in our body, which make a mutation or abnormal replication very likely to occur. The process is reversible if the stimulant is removed. Inflammation, irritation, chemicals, or dietary insufficiencies are common triggers.


  If the cause of the metaplasia is not removed, years later, one in a million of these cells may be affected by another genetic mutation, causing further malfunctions in cell growth. At this stage, cells not only continue the excess growth, but the descendants take on an abnormal shape and orientation referred to as dysplasia. Readers may have encountered this stage by hearing of the diagnosis cervical dysplasia or oral epithelial dysplasia. One of the ways of determining how advanced a tumor might be is by the degree to which it has lost its resemblance to the cells in the original tissue.


  i Staging and grading


  According to the National Cancer Institute, “Staging describes the extent or severity of a person’s cancer. Knowing the stage of disease helps the doctor plan treatment and estimate the person’s prognosis. Staging systems for cancer have evolved over time and continue to change as scientists learn more about cancer.” There are 5 stages of cancer beginning with stage 0, which is an in situ disease, and ending with the most advanced cancer, stage 4. “There are several different staging systems. Grading is an indicator of how quickly a tumor is likely to grow and spread. If the cells of the tumor and the organization of the tumor’s tissue are close to those of normal cells and tissue, the tumor is called ‘well-differentiated.’ These tumors tend to grow and spread at a slower rate than tumors that are ‘undifferentiated’ or ‘poorly differentiated,’ which have abnormal-looking cells and may lack normal tissue structures. Based on these and other differences in microscopic appearance, doctors assign a numerical ‘grade’ to most cancers.”


  Read more at the National Cancer Institute website at: www.cancer.gov or the Cancer Research UK website at: www.cancerresearchuk.org


  After a time, if another mutation damages the cell’s DNA, the growth and appearance of the tumor cells becomes even more abnormal. At this point, the neoplasm makes the transition from benign to cancerous. In order for a tumor to be considered cancerous, it must have the capability to be invasive. If it is still contained within the boundaries of the original tissue, the bundle of dysplastic cells are considered to be an in situ cancer. These encapsulated cancers can become problematic because of their sheer size. They may remain in this state indefinitely, or may eventually accumulate the mutations required to become metastatic. Ductal carcinoma in situ or DCIS, a category of breast cancers, is the most common in situ diagnosis readers will be familiar with.


  After sperm fertilizes an egg, the cell divides, divides again and does so many times to ultimately make a baby. During this development, cells start to take on more specialized roles and they differentiate more and more through development.


  Cancer cells take the opposite path. Cancer cells start as normal body cells that become less mature, less specialized, and more like the cell of an embryo. When they only go a little down this path, they still look a lot like the original normal cells and it’s easy to type them. However, sometimes they dedifferentiate so severely that they lose any semblance to the original cell from which they came and it’s impossible for the pathologist to type them. In this case, they are called “poorly differentiated.”


  Jared Weiss, MD GRACE Lung Cancer Lead and Head/Neck Cancer Lead Medical Oncologist Assistant Professor of Medicine at UNC, Chapel Hill NC


  Qualities of Cancer Cells


  Cells that have developed metastatic potential have special capabilities, all of which are driven by genetic alterations and conducted in a coordinated manner. However, it is not the kind of coordination that is harmonious and peaceful. Cancer cells have been described as unconscionable rogues or rebels that violate the body’s regulatory system of growth and proliferation. Normal cells conduct themselves in an orderly manner, adhering to one another, stopping growth when contact is made with another cell, dividing only when attached to an anchor point. Cancer cells are rowdy renegades in which the inhibition mechanisms have failed. They grow and divide, crowding the space they occupy, until the cells are piled on each other in an unorganized mass. Here are some other qualities of cancer cells, all of which are determined by genetic or epigenetic alterations:


  •   They lack adhesiveness. Normally, cells adhere to one another and to a mesh of proteins known as the extracellular matrix. Metastatic cells are able to drift away from their original site and reattach to unlike cells because of changes in certain cell surface receptors. E-cadherin is an example; when it is compromised or missing from the surface of the cell, researchers have found that many cancers, such as breast, prostate, esophageal, gastric, colon, skin, kidney, lung, and liver progress.


  •   These aberrant cells are ‘anchorage independent’ and can divide while suspended in a liquid medium. When normal cells are denied anchorage, they stop reproducing and commit cellular suicide, thereby safeguarding the integrity of tissues.


  •   Cancer cells are able to accomplish their feats on only a fraction of the growth factors normal cells would require. Some cancer cells even grow in the absence of these factors, which would seem to indicate that they make their own growth factors. In addition, they sometimes induce surrounding tissue cells to produce more growth factors.


  •   Invading tumor cells have the ability to secrete normal enzymes (collagenases) in abnormal quantities that degrade the basement membrane and other extracellular matrices. The cells are then able to digest their way through surrounding tissue. This ability to penetrate the epithelial basement membrane and enter the underlying interstitial stroma allows them to gain access to lymphatic and blood vessels. It is a major difference between invasive and non-invasive.


  •   Some cells are able to adapt their shape into an amoeba-like form and squeeze through gaps in the basement membrane. This ability to so drastically change their morphology puts cancer cells at an incredible metastatic advantage. It also explains how some cancer cells are able to pass through capillary beds that are smaller than themselves and migrate to outer reaches of the body.


  •   Metastatic cells possess the ability to induce new capillary growth, or neovascularization. Usually, by the time a tumor is large enough to detect, neovascularization, also known as angiogenesis, is well underway. Without a blood supply to provide the necessary nutrients, most neoplasms cannot grow more than a few millimeters. Tumors that lack this ability remain in situ, a steady state in which the number of new cells equals the number of dying cells. For unknown reasons, an in situ tumor can suddenly induce new capillary growth, allowing the mass to continue growing and invade adjacent tissue. This is known as ‘direct spread.’


  •   Some cancers progress due to decreased oxygen availability, or hypoxia. The lack of oxygen triggers a chemical response that in turn creates neovascularization and other processes that allow tumor cells to survive or escape their oxygen-deficient environment, a normal survival pathway for healthy cells. It would seem that the cancer cells use all the tricks of normal cells to survive and replicate. Cancer cells have the same basic molecules as normal cells but in abnormal proportions. When they act on a problem like hypoxia, they have more molecular resources.


  It is these qualities of uncontrolled proliferation, lack of adhesiveness, anchorage independence, diminished need for growth factors, the ability to secrete normal enzymes in a degradative amount, and to induce new capillary growth that are associated with their ability to spread. The spreading occurs irrespective of patients’ activities. It happens while watching TV, cooking dinner, playing with the children, or even sleeping. Avoiding massage will not stop these rogue cells from slipping away from the original tumor. This is not to say that bodyworkers are free to work without inhibition. As will be seen in later chapters, there are reasons for adjusting the sessions a cancer patient receives, but the adjustments do not center around the potential for metastatic spread. They are, by and large, a result of the patient’s treatment history.


  (Many more pages could be devoted to this subject. If you would like to read more about “The Spread of Cancer,” go to the Findhorn Press website at: www.findhornpress.com/medhands)


  [image: image]


  Degradative enzymes. After a metastatic cell adheres to the endothelium and penetrates to the subendothelial basement membrane, it releases enzymes that degrade elements of the basement membrane.


  
    Undeterred


    I was contacted by a woman who wanted me to provide massage for her 16-year-old niece, who was having severe back pain during her hospitalization on a pediatric oncology unit. After some discussion I advised the aunt, who was also the girl’s guardian, to obtain permission from the patient’s oncologist. Within 24 hours the answer came back: “No, massage spreads cancer.” Undeterred, I sent the physician a copy of Debra Curties’ article, “Could Massage Therapy Promote Cancer Metastasis?” several research studies on pain relief with massage in hospitalized oncology patients and my credentials. Within less than a day I had a different answer: “Patient may receive massage”.


    Mary Peifer, RN, LMT, Peoria, Illinois

  


  Factors Influenced by the Individual


  Exposure to a cancer-causing agent doesn’t mean a person will get cancer. The development of cancer is a complex interaction that is influenced by how often, how long, and how much exposure the person had, as well as their genetic predisposition to developing cancer. The way in which tumors of the same type metastasize varies from one person to the next. This has led some researchers to conclude that factors related to each individual contribute to metastatic potential. Besides genetics, diet and other lifestyle choices, the immune system, age, and hormones can all determine the way in which the cancer process unfolds.


  The capacity of a person’s immune system influences whether and how cancer will develop. Some researchers believe that cancer cells are continually being created in the body and then destroyed. It is when the ‘surveillance system’ breaks down that malignancies occur. Stress, age, or certain medications can be the cause of the immune system becoming suppressed. In experiments with animals, cancer cells that normally wouldn’t metastasize will do so in animals whose immune systems are suppressed. Human evidence bears this out too; immunocompromised individuals are many times more likely to develop cancer than the general population.


  Another determinant in the development of cancer is the age of the host. The longer a person’s lifespan, the more opportunity for DNA mistakes to occur and go unrepaired or misrepaired. A look at the rates of incidence provides proof of this. According to the American Cancer Society “Cancer Statistics 2013,” the chance of a man between the ages of 40 and 59 developing cancer is one in eleven. Between ages 60 and 69, the chance rises steeply to one in six, and above the age of 70, the prospect increases again to one in three.


  Certain types of tumors appear to increase, regress, or arrest because of hormones. For example, women who breast-fed their children have a decreased incidence of breast cancer, possibly due to decreased estrogen exposure. On the other hand, those who have children late in life or not at all have increased rates of gynecological cancers. This can be explained by the change in women’s reproductive lives. European and North American women start menstruating earlier, delay having children, and have fewer of them. The result is more ovulatory cycles, which translates into increased estrogen exposure. Men, too, can stress the prostate by artificially increasing testosterone levels. It is important to note, though, that while chronic hormonal stress may promote the expansion of a cancerous growth, many scientists believe that an external, carcinogenic event is still needed to trigger the initial process.


  Implications for Bodywork


  The examination of metastasis in this chapter has remained relatively simple. The focus has centered on the role genetic and epigenetic alterations play in the rise and spread of cancer. In no way can massage contribute to the mutation of genes. There are, however, some possible implications with regard to the metastatic process and bodywork:


  •   It is not possible to know at any given time whether a client is free of cancer. There are always aberrant cells present in the body, or cancer cells, which can lie dormant and then years later become active. Despite following intake protocols to the letter, many bodyworkers have unknowingly massaged someone with cancer. Patients often do not present to their physician until a tumor is well established, and by the time of the initial diagnosis, a high percentage already have metastases. However, practitioners have acted in a judicious manner if they performed a health history consultation, obtained physician approval for clients whose medical condition warranted it, and observed appropriate safety precautions.


  •   Denying gentle massage to a patient will not prevent metastasis. Because cancer spreads due to biochemical forces, metastasis will occur even when the client is involved in completely sedate activities such as sitting or sleeping. Comfort-oriented massage does not increase circulation any more than the activities of daily life such as exercising, shopping, or caring for children, activities which doctors urge their patients to engage in.


  There has been no evidence that massage therapy can spread cancer, although direct pressure over a tumor is usually discouraged.


  Lisa Corbin, MD


  •   Massaging the site of a tumor is contraindicated. It can be uncomfortable to have the tumor site massaged if for no other reason than the tissue is prone to inflammation and highly sensitive or is mechanically exerting pressure on underlying structures.


  Massage therapy is not contraindicated in cancer patients; massaging a tumor is, but there is a great deal more to a person than their tumor.


  Bernie Siegel, MD


  •   Because there is no actual research showing the physiological effect of deep massage on someone with active cancer, nor is there bound to be any in the future, extrapolation must sometimes be used as a guiding force. It could be hypothesized that deep massage, which is known to create an inflammatory response, is contraindicated for the person with cancer because of the following: inflammatory cells produce enzymes that degrade surrounding tissue as well as facilitate embolization by some of the substances they produce. Both of these processes factor heavily into metastatic potential. It is also imperative not to injure tissue, thereby causing bruising, which then leads to blood clotting. Cancer cells combine with blood constituents present in the clotting process, such as platelets and fibrin, to form emboli, which more easily come to rest in a distant capillary bed.
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