Bedside Diagnosing Brain Cancer since its Inherited Real Risk: 
Dellepiane’s Sign*
(Sergio Stagnaro**)

What Neurologists know. 

Brain tumours can be benign, with no cancer cells, or malignant, with cancer cells that grow quickly. Primary brain cancers (BC), also called Glioma, Meningioma,  are cancers starting in the brain. On the contrary, metastatic brain cancers start somewhere else in the body and moves to the brain, so that there are two main types of brain cancer. In the United States, the annual incidence of brain cancer generally is 15-20 cases per 100.000 people. Brain cancer is the leading cause of cancer-related death in patients younger than age 35.

Primary brain tumours account for 50% of intracranial tumours and secondary brain cancer accounts for the remaining cases. Approximately 17.000 people in the United States are diagnosed with primary cancer each year and nearly 13.000 die of the disease. The annual incidence of primary brain cancer in children is about 3 per 100.000.

Secondary brain cancer occurs in 20-30% of patients with metastatic disease and incidence increases with age. In the United States, about 100.000 cases of secondary brain cancer are diagnosed each year. All doctors, including neurologists, agree on the fact that only an early diagnosis can bring about the best therapeutic results. Unfortunately, today BC diagnosis is very often late in presence of clinical phenomenology, i.e., obstruction of the flow of cerebrospinal fluid (CSF), which results in the accumulation of CSF (hydrocephalus) and increased intracranial pressure (IICP), nausea, vomiting, and headaches. Brain tumours can damage vital neurological pathways and invade and compress brain tissue. Symptoms usually develop over time and their characteristics depend on the location and size of the tumor. A brain tumor in the frontal lobe may cause the following signs: Behavioural and emotional changes; Impaired judgment; Impaired sense of smell; Memory loss; Paralysis on one side of the body (hemiplegia); Reduced mental capacity (cognitive function); Vision loss and inflammation of the optic nerve (papilledema).

No one knows the exact causes of brain tumours. Doctors can seldom explain why one person develops a brain tumour and another does not, according to National Cancer Institute.
What Neurologists don’t know.

In a world where communication is maximized it is paradoxical and depressing for a researcher the difficulty in spreading innovative, significant and original scientific progresses, even if on the internet they are well-known through web sites, such as www.ilpungolo.com (see my many articles in “Scienza”), The Lancet, Ann. Int. Med., PLOS, Natur, Science, a.s.o (1-6). 

As far as I know, no neurologist or oncologist in the world exists who, ignoring the Quantistic Biophysical Semeiotics, is able to recognize the Oncological Terrain and Congenital Real Risk of BC! (6-10)

To this end, I have asked esteemed Italian and foreign oncologists via e-mail, among them the American Cancer Society and British Journal Cancer Editorial Office, if they know these new progresses of oncology, on which is based the future primary prevention of cancer, solid and liquid, on a large scale and in rationally selected individuals (see also in the above web site “Lettera Aperta al Ministro della Salute G. Sirchia”). My well justified belief has never been disproved by Italian or foreign neurologists. 

Unfortunately, physicians wrongly believe that all individuals during their life-span can be affected by malignant tumour, solid or liquid, only with different probabilities. Among the ominous consequences of this preconception, against which I have more than once spoken out, there are  several useless and expensive exams, avoidable psychological terrorism and the rising number of malignant tumours.

My long and sound clinical experience allows me to affirm that from birth the patient prone to BC, similarly to what happens with all the other malignant tumours, solid and liquid (7-11), is positive to the Oncological Terrain and has the Congenital Oncological Real Risk in a precise area of the brain. Personally I have never seen more than one Risk in the same individual, but this doesn’t exclude this possibility of course. 

Quantitative clinical diagnosis of these variations of the psycho-neuro-endocrinal-immunological system and of the subordinate microvascular remodelling of the histangic area, centre of Congenital Real Risk, can be obtained in few seconds by the doctor experienced in Quantistic Biophysical Semeiotic. 

It is interesting the fact that absence of Oncological Terrain, excluding without doubt the possibility of oncogenesis, rationally directs physical examination on the basis of possible biophysical-semeiotic constitutions of the patient: for instance, it is only a waste of time to look for diabetes mellitus in the individual with no Diabetic Biophysical-Semeiotic Constitution (12).

The reader will easily understand that what is true for BC can be also applied to other tumours of the urinary apparatus (see below) (21).

Dellepiane’s Sign: Bedside Diagnosis of Congenital Real Risk Cancer and overt Cancer of Brain. 

In order to recognize Congenital Real Risk of BC, it is essential the knowledge of the simple Auscultatory Percussion of the stomach: it allows the evaluation of the different parametric values of the Gastric Aspecific Reflex (= in stomach, the fundus and body are dilated, while the antral-pyloric region is contracted) (Fig.1) (www.semeioticabiofisica.it,  Technical Pag. N° 1) (1, 7-11).
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Fig. 1

Aspecific Gastric Reflex

Instead, the correct understanding of the following concept correlates with a good knowledge of Quantistic Biophysical Semeiotics, illustrated in my extensive literature (14-21). 
In fact, in many articles, mostly written in collaboration with my friend Paolo Manzelli, I demonstrated the existence of non-local reality beside local reality in biological systems (14-19). 

The “light-moderate” stimulation of brain trigger points through a cutaneous prolonged digital pressure (practically, applied on head skin) is enough to study the way of being and working of the correspondent segment at rest of related brain area through the Gastric Aspecific Reflex. Surely, through superior, medium and inferior ureteral reflexes information is more precise and refined.

In an healthy subject, supine, psychophysically relaxed, with open eyes (= reduced secretion of  melatonin), after a latency time of exact 8 sec. from the beginning of the “light-moderate” stimulation, the Gastric Aspecific Reflex occurs with a length less than 4 sec. This is an essential diagnostic parameter value, inversely correlated with the physiological activation of the local Microvasculatory Functional Reserve (MVR), in turn related to the anatomy and function of the local parenchyma, according to the Angiobiopathy Theory (that is only of the correspondent histangic area). 
Indeed, the clinical investigation of microcirculation provides precious information on the biological activity of the correspondent parenchyma (11).

On the contrary, in case of Congenital Real Risk of BC, stimulating in a “light-moderate” way the correspondent trigger-points, the time of latency of the initial stage can still be of 8 sec, but the duration of reflex is always pathological, that is 4 sec. (NN less than 4 sec.).

 In fact, these two parametrical readings change, respectively, directly (the former) and indirectly (the later), during the different progressing stages of oncogenesis.

It is an important fact from the diagnostic and differential-diagnostic point of view, when the reflex is followed by the typical Gastric Tonic Contraction (= contraction of the stomach “in toto”), it is expression of the oncological nature of the lesion: DELLEPIANE’S SIGN.

In health, if the stimulation of a brain cutaneous trigger-point is “intense” (= increase of vasomotion in the parenchyma and, in succession, of Vibratory Energy and pure and catalytic Information-Energy), due to the non-local reality in biological systems, the time of latency of the reflex physiologically rises from 8 sec. to 16 sec., while the duration length remains the same, i.e.,  less than 4 sec., informing however on the anatomic-functional situation of the “whole” brain tissue, both right and left hemisphere, like so the remaining components of spinal cord, according to the “simultaneous” information, typical of non-local reality (13-20). 
Interestingly, in case of whatever brain disorder, not oncological in nature, e.g., epileptic focus, meningitis,  gastric aspecific reflex appears simultaneously, reinforcing after only  4-8 sec. latency time, lasting more than 4 sec., and than temporaneously disappears, never followed by tonic Gastric Contraction. 
On the contrary, in an individual with Oncological Terrain and with Congenital Real Risk of BC, the prolonged “intense” digital pressure on head skin, on a single trigger-point, stimulating “simultaneously” all brain (actually, as related above, the “intense” stimulation involves also spinal cord) causes “simultaneously” the gastric aspecific reflex, whose intensity correlates with the gravity of underlying pathology. After less than16 sec. latency time, the reflex increases, and the duration length of the reflex is 4 sec. or more, indicating local microvascular remodelling, secondary to the altered activity of parenchymal cells due to mit-DNA and n-DNA gene mutations (11, 22). 

On the contrary, as mentioned above, in the presence of neoplastic lesions, the gastric reflex is quickly followed by the typical Gastric Tonic Contraction absent in an healthy subject and in all others pathologies, excluding Appendicitis, Diverticulitis, Connective Disease Syndrome, where the histangic acidosis is intense: the specific different trigger-points help doctors in making differential diagnosis!: DELLEPIANE’S SIGN. 
Once we have recognized this typical sign of a potential neoplastic lesion, the doctor immediately proceed to the localization of the exact point of Real Risk (1), with the help of selective “light-moderate” stimulation of the cutaneous trigger points of head, at right and left. 
Finally, I want to remind the diagnostic relevance of dynamic tests, such as Brain Preconditioning, elsewhere extensively illustrated (1, 7).  

Dellepiane’s Sign in Bedside Diagnosis of Brain Cancer, although initial.

In the presence of BC, analogously to all other tumours (1, 21), regardless of its evolutionary stage and dimensions, “intense” stimulation of the related biological system, through prolonged cutaneous stimulation (digital pressure or pinch of specific trigger-point) causes “simultaneously” an intense gastric aspecific reflex, followed after about two seconds by a rapid and intense Tonic Gastric Contraction, typical sign of the neoplastic pathology: DELLEPIANE’S SIGN.
For this reason, in 1 sec. it is possible to exclude brain disorder, while in in 5 seconds physician can recognize BC, whose precise location will be quickly detected through the “light-moderate” of the correspondent trigger-points. Similarly, DELLEPIANE’S SIGN allows diagnosis of spinal cord neoplasias. 

Soon after the acknowledgement of the cancerous lesion, the doctor confirm his diagnosis on the basis of the many specific and aspecific signs of Quantistic Biophysical Semeiotics: Acute Antibody Synthesis, complete RESHS, increased production of Acute Phase Proteins, neoplastic diagram of tissue-microvascular unit of digital fingerpulp, Local Autoimmune Syndrome, that is where the kidney is damaged (the bladder or the prostate), adrenal activation, increased prolactin secretion, characteristic modifications of microcirculation in the tumour site (= dissociated type III Microcirculatory Activation with newborn-pathological type I, subtype a) oncological EBD), etc. (7-16)

Thanks to the procedures mentioned above it is possible to obtain bedside really useful data in the battle against malignant tumours of brain, through an original clinical method, which is applicable on a large scale. 

As for the therapy of the Oncological Congenital Risk of Brain, regardless its location, it has been proved through a long experience that personalized applications of NIR-LED, associated to the Conjugated-Melatonin therapy, according to Di Bella-Ferrari, and appropriate diet, etymologically intended. The monitoring of the lesion (initially every two weeks, then monthly, in the end six-monthly) allows eventually the modification of both dosage and therapeutic path. This therapy turns the majority of Real Risks, oncological and not, into Residual Real Risks which are harmless, because the local oxygenation is superior to the physiological one thanks to the favourable remodelling of microcirculation (7).
* Dellepiane’s Sign. In memory of my dear friend Bruno Dellepiane MD. PhD., Neurologist. 
** Sergio Stagnaro MD. PhD.
Founder of Quantistic Biophysical Semeiotics.
Riva Trigoso (Genova)    
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