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NUTRITIONAL THERAPY TO THE AID OF 

CANCER PATIENTS

By Dr. Lawrence Plaskett

In the January 1998 Issue of JACM I presented an article setting out what I believed to be the basis for a quantum leap forward in the application of nutritional cancer therapy.  I made the case that there was every reason to modify the nutritional cancer therapies of the past by adding a welter of new measures based upon nutritional and biochemical research during the years 1960 to the present.  At the same time those formerly used measures that have not stood the test of time should be dropped.  The strategy that I outlined then has been put into practice over a two-year period (Dec. 1997 to Nov. 1999 inclusive).  The initial results have been so extremely encouraging that all those concerned in the project consider that the details of the new approach should be made public knowledge without delay.

Introduction

It is my firmly held view that the nutritional approach should take its place in a short time among the general nationally available treatments.  Orthodox oncologists seem set to fight that concept all the way.  The reason they give (if any is offered at all) is that nutritional treatment is “not proven”.  Since it appears churlish to oppose any reasonable call for proof the matter is supposed to end there.  However, that belies the fact that the only people likely to have access to the very large funds needed for convincing clinical trials are the orthodox oncologists and they are also the only people likely to obtain the necessary ethical approvals for planned trials.  They therefore have the power to simply block any trials of nutritional treatment, just because its underlying medical philosophy clashes with orthodoxy.

Perhaps the only way to overcome this difficulty is to demonstrate the effects of nutritional therapy in those patients who have no orthodox treatment currently on offer, or who opt to eschew orthodox therapy for reasons connected with their own personal belief systems.  When these people make their own personal choice to apply nutritional therapy, it must be absolutely right for the world to wait and watch.  The role of the Nutritional Therapist is then to advise them what range of nutritional measures they might employ to try to control or stop the growth of their tumour.  The people who proceed on this basis know full well that they are intellectually “out on a limb” and that the treatment they propose to employ does not have the approval of their hospital consultants and has not yet been subjected to any formal proof.  Nonetheless, given their situation they have little or no other constructive option apart from that of just waiting to die.  In human terms their positivity is to be heartily applauded, and as will be shown below, may lead to results that are beyond expectations.  It is stressed that all the patients who have tried my therapy are people who have come forward spontaneously to request it.  Since all the information on the therapy itself is being provided free of charge by the Nutritional Cancer Therapy Trust, there is a transparent absence of any financial incentive on anyone’s part to promote its use.

Can Nutrients Inhibit Established Tumours?

The fact that nutrients can protect against the inception of cancer is beyond dispute.  Quite orthodox authorities indicate full acceptance of this notion (1).  It is even admitted that various exact percentages of cancers have a nutritional cause, often about 60%.  This represents a high level of importance relative to other causes.  To me as a biochemist, it does not appear that defining this exact percentage is valid.  Both laboratory experiments and the epidemiology of cancer are showing us that multiple factors may work together to generate the cancerous transformation.  Other estimated figures do tend to address a combination of food and lifestyle factors.  For example, Lanza et al (2) stated that 68% of cancer deaths in the USA were accounted for by diet, alcohol and tobacco.  When “chemicals and other environmental factors” are also included Simone (1) estimated that 80-90% of all cancers were accounted for.  It seems clear that the interaction of the different factors is important.

With a poor diet one may yet remain free of cancer in a toxin-free environment.  Exposed to a serious level of carcinogen one still may well escape if one’s diet affords a luxury intake of micronutrients.  Nutritional protection can be offered even against radiation damage.  Eventually the toxin level or the radiation level may overwhelm any possible degree of nutritional protection.  The actual incidence of cancer in these cases will always be the combined net outcome from those factors that inflict damage and those factors that protect.  Constitutional or genetic factors also play their part.  That situation defies one to reliably distinguish certain cancers as “caused by nutritional factors” and others that are definitely not.  Rather, there is a balance of disadvantage against advantage that decides the issue of carcinogenesis.  Furthermore, in any individual with a given balance, there must presumably be an element of superimposed probability.  That makes any one person’s outcome unpredictable.

Returning to the “unproven” charge against nutritional therapy, it may lead us to ponder what we mean by “proof” in different circumstances.  I was schooled most thoroughly in the need for proof in science.  Arriving in Cambridge from school science I was rather inclined to believe all that was printed in textbooks.  Textbooks were “bibles” of the subject.  I was due to be shocked out of that position when I had my first ever University tutorial with Dr. Neville Willmer, an expert on tissue culture in the Department of Physiology.  It was like arriving in a new world to face an insistence that one should reject from one’s belief everything for which one had not seen with one’s own eyes incontrovertible evidence.  The standard of proof amazed me.  But then during the following years I was educated within that very system and it became a part of me also.  All my research, reported in The Biochemical Journal and elsewhere, was carried out to those exacting standards.

Since it is now accepted that nutrients protect against carcinogenesis, what is the position with regard to the power of nutrients to influence the outcome once carcinogenesis has occurred?  Much less work has been done but it is positive as far as it goes.  There is no a priori reason to assume that those factors that can prevent carcinogenesis can necessarily reverse it afterwards.  But evidence is accumulating that this is so. Kandaswami (3) demonstrated that flavonoids such as quercetin exert an antiproliferative effect upon squamous cell carcinoma in-vitro that is enhanced by Vitamin C.  Kuo (4) showed that quercetin and genistein were the most potent anti-proliferative flavonoids against cells of colon cancer. Armand (5) carried out a study that included the screening of 200 naturally occurring flavonoids and found that quercetin enhanced the lifespan of mice with P-388 leukemia.  Teofili (6) demonstrated that quercetin was potentially useful in the treatment of acute leukemias.  Liao et al (7) that the catechins in green tea reduced the size of human prostate and mammary tumours growing in mice.

The story continues with the carotenoids and terpenoids.  Beta-carotene and Vitamin C (or possibly other nutrients consumed within the diet that yielded these) appear to very strongly influence the survival of women with breast cancer (8).  Wattenberg et al (9) showed that “high doses of D-Limonene can cause regression of mammary tumours that have already reached a size that can be palpated grossly”.  Rock et al. (10) also found that a carotenoid-rich diet improved the prognosis after diagnosis of breast cancer.  From this work it appears that the carotenoid lutein was particularly important.  Hall (11) found that beta-carotene, canthaxanthin and retinoic acid could inhibit the growth of human DU145 prostate cancer cells to the extent of 45, 56 and 18%, respectively.  Lycopene was also found to inhibit cell growth.  Very promising clinical results with human breast cancer using Co-Enzyme Q10 were referenced in my first article (12, 13).
This work, which has been touched upon here only briefly, indicates that it is absolutely unsupportable to maintain today that nutrients do not influence the growth of established tumours.  That being the case it should be incumbent upon all oncologists to study the subject and to at last move away from the habit of advising cancer patients, as they do, to just go on eating their normal diet. It was their normal diet that at least contributed to their trouble in the first place.

The Medical Philosophy

Obviously no one nutrient can be relied upon to produce by itself the regression of established tumours, no matter how high its concentration.  That can be a problem for the orthodox scientist who wants to analyze the effects of substances upon human cancer one at a time.  He may never find one that works to a satisfactory extent. The design of my therapy is predicated upon the aim to influence tumour growth with a multiplicity of simultaneous attacks with natural agents that are all essentially non-toxic, each contributing towards the effect of the whole therapy.  Medical science is notoriously poor at grasping at such opportunities.  Yet this approach in not inherently incapable of investigation.  But it is not an analytical approach.  Rather, it requires me to synthesize my therapy by putting the component parts together.  The therapy is therefore not so much discovered as invented.  The steam engine could not be discovered because it did not exist: rather it had to be invented by constructive thought before it could be built in practice.  This current problem seems similar.

I cannot prove to anybody that food alone will ever either stop the growth of a human cancer or make it actually regress.  The feeling that I have for the subject leads me to believe that food alone will probably perform in this way sometimes.  Most of the hard data that we have, however, about food patterns and cancer is addressed to the prevention aspect.  My therapy offers a diet that we know from hard data to be an extremely powerful anti-carcinogenic diet.  The hope is that it will also quite strongly discourage the growth of established tumours.  If it does not then I am nonetheless very confident that it can do no harm.  It is a concentration of known anti-carcinogenic measures.  Its justification is the voluminous world literature on the prevention of carcinogensis with foods.  It is based upon hundreds of research references.

A few food items on the therapy are there to support particular points in my philosophy of treatment.  That philosophy implies a mechanism for the therapy.  One then needs active agents that can induce the required effects and make the mechanism work.  These agents are summarized in Table 1.  My strategy is a seven-pronged one.  I consider that you should attack the enemy with the army, the navy and the airforce all at the same time.  That prevents him from fending off one attack and then preparing for the next.  Moreover, because all the treatment agents are considered to be thoroughly harmless, it is quite reasonable to pile them all in at once.

There is actually good support in the literature for quite widespread synergism between nutrients and phytonutrients that would tend to confirm that the multiple agent approach is valid.  For example, Ip & Ganther (14) looked at the anti-carcinogenic effects of ellagic acid with selenomethionine, diallyl sulfide with quercetin and diallyl sulfide with Se-methylselenocysteine.  The result was that “in all three cases, the combination regimen was much more effective than the single-agent treatment in tumor suppression”.
At the same time one adopts a rigorous approach to avoiding any further significant exposure to environmental toxins.  There are specified measures to ensure the purity of all drinking and cooking water and organically grown foods from reliable sources are used exclusively.

THE SEVEN-FOLD APPROACH TO DISCOURAGING TUMOUR CELL GROWTH

REQUIRED ACTION
EXAMPLES OF ACTIVE SUBSTANCES

Anti-Oxidants – By quenching free radicals to reduce new damage that can be done to the patients’ body cells, including immune cells, during the treatment.  To make the re-differentiation of cancer cells to normal cells more possible by preventing damage to recently repaired cells.
Vitamins C and E, Multiple Carotenoids, Multiple Flavonoids, Co-Enzyme Q10, Curcuminoids from Turmeric

Anti-Proliferative Agents – To slow down the replication of the cancer cells.  Since most tumours are in any case loosing cells at a great rate, this may be decisive in determining whether tumour growth slows down or stops.
Multiple Flavonoids, Multiple Carotenoids, Vitamin A, Curcuminoids from Turmeric.

Inducers of Detoxifying Enzymes – To induce the production of increased levels of detoxifying enzymes and so reduce toxins levels in the tissues.  As a result to reduce cell damage and, by reducing cell damage to the immune system. Increase immune effectiveness.  Prevent further damage to recently repaired cancer cells.
Organic sulphides from garlic:

Sulphoraphane and other thiocyanates from Brassicas:  Many other Phyto-nutrients:  Coffee Enemas to increase Glutathione-S-Transferase Titre:

Magnesium to increase Glutathione levels: Multiple minerals and vitamins.

Inducers of Differentiation – By encouraging genetic repair to cancer cells to encourage tumour cells to become normal cells again.  This is very much like encouraging desertion from the enemy’s army.
Bromelain – possibly zinc for DNA repair function.  S-Allyl cysteine from garlic.

Inhibition of Metastasis
Bromelain

Direct Immune Stimulant Effects – to directly stimulate those functions of the immune system that have most to do with the immune attack upon tumour cells.
Aloe vera, Bromelain and multiple minerals and vitamins.

Angiogenesis Inhibitors – to inhibit the growth of new blood vessels that the tumour usually induces as it expands. By doing that to deny the tumour its blood supply and cause necrosis (death) of tumour cells.
Soya bean Genistein.

The cancer cells are thus faced with having their growth slowed down whilst at the same time the immune system attackers come at them in greater numbers and with greater energy.  Some cancer cells actually “desert” to the other side.  Simultaneously, their supplies of food, fuel and oxygen may be partly cut off by reduction of blood supply.  The successful application of this strategy seems set to cause a stranglehold.  That, at least is the intention behind the concept of the therapy.

It is part of my treatment philosophy that the standard of proof about the efficacy of individual agents does not have to be 100%.  For the cancer patient, if a potential natural treatment agent is the subject of research that leads to a 90% probability of efficacy, that is good enough, so long as the agent itself can do no harm.  For orthodox drug medicine certainty about the efficacy of individual agents is mandatory.  For natural agents that are to be used along with others that are also highly indicated, lesser standards of proof are, I submit, entirely acceptable.  If you combine together ten agents each with a 90% chance of efficacy, you have a mixture that is nearly certain to be efficacious.  That is an important component of my philosophical position.

The Treatment Diet

The therapy diet is vegan and hence meat, dairy products, eggs or fish excluded rigorously.  There is ample evidence supporting use of a fairly low protein diet.  The early work of Tannenbaum (15) has received ample support in the 1970’s and 80’s.  All fried foods are similarly excluded, due to wanting to avoid using oil and the hazard of damaging that oil with high temperatures.  Processed foods are entirely excluded, as one would expect in any naturopathic programme, to get away from process damage, nutrient depletion, lack of organic origin and salt and other additives.

Intake of fresh vegetables is to be high, the minimum in different versions of the therapy being 1000g to 1200g per day.  Only listed named vegetables are to be used, these being the ones with a proven content of phytonutrients with anti-cancer properties.  These are: garlic, cabbage both green and red, red-leaved lettuce, carrots, celery, parsnips, parsley, onions both red and green, tomato, aubergine, broccoli, cucumber, kale, cauliflower, sweet potatoes, radishes, Brussels sprouts, endive, watercress and capsicum pepper.  Positively indicated herbs and spices are licorice, ginger, turmeric, mint, horseradish, oregano, rosemary, sage, thyme, chives, basil, mustard and tarragon.  For preference only these types are to be used, and only in organic form.

There is a daily requirement, within the above total for fresh garlic 10g, fresh onion 100-150g, fresh tomato 200g.  About 5g of turmeric powder daily is also prescribed.  Guidance on cooking and presenting these is provided by the Trust.  A cookery book is in preparation by one of the team, especially for patients using this diet.

The diet includes 40g dry weight per day of pulses, being selected from among fresh and dried peas, lentils, chickpeas and beans.  Soya and soya products are excluded unless specially directed (for cancers of hormone sensitive sites).  Unsalted, unsweetened soya milk (no added calcium) may be used up to 120ml per day.  No nuts or seeds are used to avoid unnecessarily increasing protein and fat intake.

Oats (50g/day) may be used and a minimum 125g/day of organic, brown short-grain rice is prescribed.  Buckwheat, barley and fresh sweet corn may be used as occasional variations.  Occasional use of organic pasta made exclusively from organic brown rice is permitted, though one should check carefully that it has no contraindicated ingredients.  Potatoes may be used quite freely, so long as only fresh potatoes are used, no processed forms.  These may be baked, boiled or steamed.  However, they should not be used at the expense of the specified rice intake.  Potato flour may be used to produce baked snacks, along with other permitted ingredients.

There is no tea or coffee in recognition of the anti-vitamin effects from these beverages.  Instead one uses herb teas, grain-based coffee substitutes, Rooibosch tea, dandelion coffee or water.  There is, however, a prescribed use of organic Japanese green tea, two mugs per day, for the sake of its anti-cancer flavonoids of the catechin group.  

There is a long exclusion list comprising textured soya, sugar of all kinds, molasses, honey and syrups, jam or other preserves, salt (except for potassium chloride as a salt substitute), confectionery, ice-cream, chocolate, carbonated beverages or squashes, alcohol, yeast or yeast extract, Oxo, Marmite, Bovril, Vecon and related products, whether as cubes of pastes, soy sauce, miso, tamari, and all canned or frozen products.  Genetically modified foods are excluded by the requirement for organic produce. 

A diet too high in total fat stimulates the production of additional cytochrome P450IIEI (16).  This is one member of the P450 family known to activate carcinogens and thereby to promote mammary, colonic, pancreatic and pulmonary cancers in animals (17).  Hence, relatively low fat diets with adequate but not excessive polyunsaturated fatty acids would seem to be indicated.  No fats or oils are used on the diet apart from those needed to deliver the Omega 3 essential fatty acids.  These are edible linseed oil (one dessertspoonful per day) either as a salad dressing or taken on a spoon, plus 5ml per day of really high quality fish oil.  

Dried fruit is avoided to keep away from sulphite, surface moulds and possible excessive sugar intake.  However, fresh fruits are taken quite freely if the patient wants them and is able to take them over and above the prescribed foods and juices.  We concentrate upon oranges, grapefruit, lemons, grapes, watermelon, blackberries, strawberries & raspberries on account of their known content of anti-cancer phytonutrients.

The directions issued to patients are more detailed and offer further explanation, but the above gives an outline of the diet being used.  There are diet variants for cancers of certain specified sites in which I am rather more directive about the precise vegetables to use and the quantities.

The use of turmeric relates mainly to the role of curcuminoids as inhibitors of cell proliferation, for example in colon adenocarcinoma (18) and as potential inhibitors of ras oncogene function by inhibition of the enzyme farnesyl protein transferase (19).  Onions and garlic are required inclusions for their content of organic sulphides.  Nine compounds are notably prevalent: diallyl sulfide, diallyl trisulfide, allicin (diallyldisulphide oxide), allyl methyl sulfide, allyl methyl trisulfide, dipropyl sulfide, allyl propyl disulphide, methyl propyl disulfide and propylene sulphide (20,21).  The fact that these are active against tumour cells is well documented by multiple researchers, e.g. (22).  Tomatoes have been made mandatory for their total carotenoids, with lycopene in a special position.

The Juices

Freshly prepared juices are an important and necessary part of the therapy.  They are consumed directly after being prepared.  Suitable juicers are the Green Power, Champion or Norwalk Juicers.   A centrifugal juicer is not acceptable.  One juice is taken to be 250ml.  One glass of orange juice is taken daily.  Two glasses of leaf juice daily are prepared from a mix of lettuce, endive, watercress, green peppers or red cabbage.  Similarly three glasses daily are prepared of mixed carrot and apple juice in a 1:1 ratio.  Optionally beetroot may be substituted for half of the apple in this juice.  These 6 juices (1500ml) should be spaced fairly evenly throughout the day.  The weight of vegetables used for the juices is additional to the weight already specified in the diet.  Beetroot juice is directly prescribed in my nutritional programme for lymphatic cancer patients.

The Coffee Enemas

Coffee enemas are used for their naturopathically recognised purpose of increasing the detoxification capacity of the liver.  Biochemically their role is to increase the titre of the enzyme family, the glutathione-S-transferases in that organ (23).  They comprise an extremely important set of enzymes of detoxification.  Four enemas are used, spaced through the day.  Each enema is prepared from 25g of organic ground coffee to one litre of treated water.  Patients are supplied with a precise preparation method.

The Supplements

All figures for daily intakes are in elemental or “uncombined” weights unless stated otherwise.  All supplements administered in multiple capsules or tablets are spread through the day.  Times of taking, in relation to mealtimes, are defined in a fixed programme.  The Table provides the complete listing of all the supplements employed on the standard therapy.

NUTRIENT
DAILY INTAKE
PRODUCT CURRENTLY USED

Magnesium
1008mg
Healthlink Magnesium Formula 1, 18 capsules

Vitamin B group:  50mg each of Thiamine, Riboflavin, Pyridoxine, Pantothenate, PABA, 100mg Nicotinamide, 50mcg each of Cobalamine and Biotin, 90mcg Folic Acid, all contained in the above Healthlink Formula.

Microminerals: Iron 30mg, Zinc 63mg Manganese 63mg, Chromium as GTF 198mcg, Selenium as selenomethionine 198mcg, Molybdenum 648mcg, Boron 5.4mg, Silicon 162mg, all contained in the above Healthlink Formula.

Vitamin A
7560 i.u.
Ditto

Potassium, as mixed organic salts
2.72g
110g of mixed salts (HealthLink) made up to 1 litre: 75ml used in juices at rate of 15ml per juice.

Choline bitartrate & Inositol
1.5g of each
Healthlink Choline and Inositol Capsules, 6. 

Calcium ascorbate, 2.25g, Ascorbic acid, 2.25g with Citrus Bioflavonoids, 500mg.
HealthLink Vitamin C Complex Powder, 5g per day

Beta-carotene 14.5mg, alpha-Carotene 300mcg, Lutein 110mcg, Zeaxanthin 55mcg, Cryptoxanthin 35mcg.
Lamberts Beta-Carotene with Mixed Carotenoids  (15mg), Product No. 8018.  Higher intakes of this product are used in some variant versions.

19 Different Amino Acids: Individual intakes from 90mg to 450mg: Total intake 5.4g.
HealthLink Free Aminos Formula, 9 Capsules.

Bromelain
1500mg
HealthLink Bromelain (500mg), 3 Capsules.

Betaine/Pepsin HCl

HealthLink Betaine/Pepsin HCl tablets, 6

Co-Enzyme Q10
30mg
Lamberts Co-Enzyme Q10 (30mg).  Higher intakes of this product are used in some variant versions.

Pancreatin
3000mg
Natures Plus (1000mg), 3

Selenium as “Food State” form
200mcg
CytoPlan “Food State” Selenium (100mcg), 2

Chromium as “Food State” form
120mcg
CytoPlan “Food State” GTF Chromium (60mcg), 2

Vitamin C as “Food State” form
500mg
CytoPlan “Food State” Vitamin C (250mg) (used in addition to Vitamin C Complex Powder)

Vitamin E as “Food State” form
200mg
CytoPlan “Food State” Vitamin E  (200mg)

Bifidobacteria

CytoPlan Bifido Bowel Flora (Bifidophilus Extra), 6

Aloe vera Whole Leaf Concentrate
120ml
CytoPlan “Aloe Gold” Aloe vera 40ml, (diluted to 100ml with non-chlorinated water) three times per day

Soya Bean Isoflavones
Daidzein 31mg

Genistein 8mg

Glycitein 21mg
Be-Well Feminine Balance Capsules, 3

These are used in certain versions of the therapy only.

Fish Oil – as given under “Diet”
5ml
Nutri Eskimo-3 Fish Oil

Several variant versions of the programme used for cancers of specific sites include additional herbal products not given here for reasons of space and complexity.

There is no space available to offer detailed references to the basis for all of these supplementations.  With regard to the role of these nutrients in supporting and activating cells of the immune system the reader is referred to Weiner (24), a book with about 450 references and to Werbach, (25).  Weiner, in particular, narrows down the action of each nutrient to particular aspects of immune function and to particular cell types.  My arrival at the particular pattern supplements presented above, and the defined level of intake, follows close attention to these and many other publications, including hundreds of direct references to the original research literature.

The products of the Healthlink range were designed by me and reflect much of my treatment philosophy, though I am now not connected in any way with the business that markets them.  I have employed the “Food State” range wherever I have become convinced that advantages probably exist for this form of product.  I have done that, even though scientifically the specific advantages of these products remain today subject to some controversy.  There is much evidence that in many cases the biochemical forms in which the nutrients occur in foods differ from the free state that applies to either purified or synthetic nutrients.  They are often being combined or complexed in foods with other tissue components.  I have given weight to these arguments and considered them nutrient by nutrient.  In a few instances I have employed both the synthetic and the “Food State” forms.  In the particular case of Vitamin C I have attached weight to evidence that the vitamin in “Food State” form apparently influences potentially pre-cancerous adenomatous polyps of the intestine in a way that synthetic Vitamin C does not (26).  I also gave weight to the finding that synthetic complexes of Vitamin C with rutin possess impressive biological activity (27).  Finally I also rated as important the work by Kandaswami (1).  This is outstanding in using an anti-cancer effect (albeit in vitro) as a laboratory assay of vitamin activity.  However, according to the report on the research, the inhibitory activity against the cancer cells was confined to a combination of quercetin and fisetin with ascorbic acid and could not be demonstrated at all with any of the components separately.  
The selection of intake levels and the choices of source for each of these nutrients has been given very careful attention and I believe that they should be adhered to rather strictly.  I shall revise them at intervals.

The Complex Homoeopathic Remedies

The validity of the entire field of homoeopathy is disputed in orthodox circles, so I shall not attempt to justify this component of the therapy in orthodox terms.  I use complex remedies from the German school and at present they all are sourced from Biologische Heilmittel Heel GmbH of Baden-Baden.  The standard combination is Ubichinon and  Co-enzyme compositum in injectable ampoules.  The contents of one ampoule of each is injected subcutaneously twice per week.  The stated objective of these remedies is to increase metabolic rate by stimulating respiratory pathways.  In other variants for particular sites remedies selected among Hepeel, Chelidonium-Homaccord, Bronchalis-Heel, Drosera-Homaccord, Lymphomyosot and Galium Heel are used.  It is quite widely believed that low-potency remedies have the strongest effects close to the physical and physiological level and that they therefore have the more direct effects than higher potencies upon biochemical processes in the living cell.

Current Development of the Therapy

There are six probable development opportunities that could be introduced within a few months.

1. Brassica vegetables have been well emphasized in the dietary programme.  Indole-3-carbinol is well represented in this vegetable family.  It is now clear, however, that this compound can be either mitogenic or anti-proliferative in different circumstances.  Brassica vegetables are clearly safe to eat and most relevant studies show them to inhibit carcinogenesis.  Nonetheless, for anti-cancer treatments it seems more secure to focus upon concentrates of the isothiocyanates of the sulphoraphane type.  Sulphoraphane is much less reliably available than indole-3-carbinol from mature vegetables such as broccoli, whereas it is freely available from small seedlings and is in even better concentrations in broccoli seeds (28).  In the near future the programme is to be augmented by use of broccoli seeds that have been treated with the enzyme myrosinase present in the mature vegetable.  This enzyme treatment is required to release the sulphoraphane from its bound condition in its glucosinolate form, called glucoraphanin. This use will be subject to first assessing any anti-thyroid potential of the broccoli seed components.

2. A second development of the programme that calls for little further research will be the substitution of standard organic fresh garlic with specially cultivated high-selenium garlic.  In 1992 Ip et al reported (29) more effective prevention of mammary cancer by selenium-enriched garlic than by regular garlic.  El-Bayoumy et al (30) reported that “structurally distinctive organoselenium compounds are superior to the corresponding sulfur analogues in cancer prevention”.  Among the compounds of garlic, the results showed that diallyl selenide was “300 times more active than diallyl sulfide”.  They suggested that this substitution of sulphur with selenium was the mechanism by which selenium-enriched garlic exerts its superior anti-cancer action to standard garlic.  The Nutritional Cancer Therapy Trust has done a pilot study to prepare selenium-enriched garlic by the method of Ip & Lisk (31).  Its incorporation into the therapy is simply a matter of growing it to target selenium content and then scaling up production.
3. Apart from this there is the chance to harness the anti-cancer components of saffron such as crocin, picrocrocin and safranal (32), though I may or may not do so.  It is necessary to establish more about their mode of action.  Although they are natural compounds, they may perhaps be acting through cytotoxicity.  If they do they would be quite like standard chemotherapeutic drugs in their mode of action and I would tend to reject them.

4. The 1:3 beta-glucan of the shiitake mushroom is also being given consideration at the present time for its immunostimulant properties.

5. The use of limonene-rich orange peel oil is also due for consideration (9).

6. The work with the curcuminoids of turmeric is so promising that we may produce a concentrate of them for more effective treatment.  The present 5g/day of turmeric gives relatively modest levels of the active principles and it is possible to do better.

Meanwhile the longer-term research programme set out in my JACM article of January 1998 is progressing, but stands in need of funds to permit the scale-up of the process to the point where patients can benefit.  The present programme includes the setting up of a larger laboratory pilot unit for demonstration purposes and the production of small batches of the carotenoid and flavonoid concentrates.

This completes my presentation of the substance of the therapy.  All the reports I have had so far upon the therapy are very favourable.  I understand that of forty-five or so cancer patients to date we have lost none of those who persisted in a thoroughgoing way with the application of the treatment.  According to the reports, a good many of these had been given short-term prognoses by their medical advisors.  I have not been involved at all directly in the application of the treatment.  Hopefully I have come somewhere near to producing a nutritional programme for cancer patients that will make a contribution to enriching and hopefully even extending their lives and making that programme as good as one can do with present knowledge.  Mr. Chris Ashton, through the Trust, and the field team has been the implementer of the treatment.  Mr. Ashton is a retired gentleman who could well be spending a relaxing time in his Surrey countryside.  Instead he chooses to work very hard helping cancer patients.  I am extremely grateful to him for contributing his account of the results to date in a note to accompany this article. 
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