Latent Oncological Terrain

Diagnostic role of newborn-pathological, type I, subtype a) Endoarterial Blocking devices

Introduction.

The biophysical-semeiotic “quantitative” diagnosis of the Oncological Terrain (OT) is widely illustrated in previous papers (1-10). The OT is present in about 3% of all the cases in a variant form of very light intensity, that it can therefore be cause of dangerous “false negative” during only basal evaluation, analogously to all the other constitutions (7-10). 
This “latent” form, in fact, can be misdiagnosed easily to the base and static assessment, while dynamic biophysic-semeiotics, that is dynamic, stress tests allow doctor to recognize it. In few words, the latent OT is very light, not frequent, varying form of reduced activity of psico-neuro-endocrine-of immunity system (PNEI), than however it can quickly augment and worsen under particular situations of serious stress, possibly causing the oncogenesis.
 In other words, in normal life conditions this variant form of OT, although present, does not provoke the oncogenesis. However, the alteration of system PNEI may worsen under pathological situations, that provoke alterations of the equilibrium of the same system several components. 
As a consequence, although not frequent (3% of the cases in the personal experience), this variant OT must necessarily be learned by physicians in order to recognize at the bedside, monitoring it clinically. Therefore, in every individual undergoing medical examination due to whatever disorders, even in the apparent absence of OT, doctor has to recognize eventual latent form by means of the dynamic tests.
Oncological Terrain Symptomatology. Role of newborn type I, subtype b) EBD.

In order to diagnose in reliable way the “latent” form of OT doctor must proceed in the subjested objective examination, as follows.
 1) During the test of the endogenous melatonin (= the subject to examine closes eyes) the upper BALT (= pulmonary apex) increases its diameters after only 2 sec. in a statistically significant way, before the final accentuation, persisting for the normal duration of 30 sec., showing a physiological behaviour, caused from physiological melatonin secretion. However, to the beginning of the test, a typical behaviour of the latency time (lt) of the increment of BALT diameters is observed: physiologically, the lt is 2 sec. while in the latent TO it is increased, although slight. 
2) The kidney, decongested during the test (really, in every 10 sec. kidneys congestion for only 2 sec.), its diameters increase rapidly for the duration of 7 sec. only (NN = 8 sec.), showing a typical behaviour of remarkable diagnostic importance; we observe than two episodes of congestion (with intervals of decongestion) of the duration of 7 sec. and finally of 6 sec. This is a parametric value very useful in order to recognize the variant form of OT, showing that melatonin secretion is not just physiological, as revealed clearly and in refined way by dynamic tests (1,2).

 3) The SST-RH-aspecific gastric reflex present a latency time (tl) of 8 sec. like in healthy (the NN = 8 sec.), but with duration “nearly” 4 sec. (NN < 4 sec.). In a long experience such as parameter value proved to be of paramount importance from the diagnostic viewpoint, easily evaluated by doctor sufficiently skilled in Biophysical Semeiotics (Fig. 1 e 2).
4) Biophysical-Semeiotic preconditioning of the neuronal center of the SST-RH (= repetition of the above-described evaluation after an interval of 5 sec. exact) turns out of type II and minimal gravity, the reflex lt raises from 8 sec. (basal value) to 14-15 sec. (NN = 16 sec.): preconditioning of type II, of small intensity.

 5) Present in “limited” number newborn-pathological, type I, subtype b), in the center of the SST-RH and the epiphysis (Fig. 1 and 3): the stimulation by means of digital pressure of mean intensity over the related trigger-points provokes a middle ureteral reflex of about 1 cm.. (= DEB of limited number), lasting for 20 sec., than it appears characteristically reduced of intensity in a significant manner, if the stimulation becomes “intense” (= newborn-pathological, subtype b) DEB) (7, 9, 11). In addition, the normal DEB, type II, of the epiphysis and the center for the SST-RH work to the inferior normal limits (NN = 7 opening sec. and closing 6 sec.).

 6) In the epiphysis and center for the SST-RH the microcirculatory activation results of type II, dissociated, of “minimal” intensity: in vasomotility AL + Pl  lasts 6,5 sec. (NN = 6 sec.), while in vasomotion persists 6 sec., like in health.
5) The newborn-pathological, type I, subtype b) DEB are present in “limited” number, in the center of the SST-RH and epiphysis (Fig. 1 and 3): the stimulation by means of digital pressure of mean intensity over the related trigger-points provokes a middle ureteral reflex of about only 1 cm (= very few DEB), lasting 20 sec.; than, it decreases significantly if the stimulation becomes “intense” (= newborn type I, subtype b)  EBD (7, 9, 11). Moreover,  the normal type II, EBD, of the epiphysis and the center for the SST-RH work to the inferior limits of normal values (NN = 7 opening sec. and closing 6 sec.).

 6) In the epiphysis and center for the SST-RH the microcirculatory activation shows to be of type II, dissociated, of “minimal” intensity: in vasomotility, AL+ Pl it lasts 6,5 sec. (NN = 6 sec.), while in vasomotion the duration is 6 sec., like in healthy one; 
7) The simulated sucking test provokes a first aspecific gastric reflex with duration of 7  sec., that persists the same, 7 sec., in the successive assessment, and finally it reduces to 6 sec. in third evaluation (NN = 7 sec. → 6 sec. → 5 sec.), indicating light altered level of prolactine. In fact, in “residual” Oncological Terrain, under conjugated-melatonin treatment, the typical behaviour is following: 7 sec. → 8 sec. → 5 sec.). In some cases of doubt, it is adviceble evaluating the referred signs after using the test of the acute peak of insulin secretion and that one of GH secretion 
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Fig.3

               From the above remarks, it derives that the basal tissue oxygenation in epiphysis and in the center for the SST-RH is still in the lower limits of the norm, due to the increment of the vasomotility, although in presence of initial alteration of Microcirculatory Functional Reserve.
 Patho-Physiological Aspects of latent Oncological Terrain.

The fundamental characteristics of the singular variant form of OT is the actual, most light modification of the biological activity of epiphysis and of neurons of the SST-RH center, provoked by microvascular remodelling, especially represented from the newborn-pathological type I - absent physiologically - subtype b), EBD in the epiphysis and the neuronal center of the SST-RH. 
In fact, in agreement with the Theory of Angiobiopathy (1, 2, 7, 12), the alteration of the nervous cells, genetically directed and caused by modifications of the n-DNA “and” mit-DNA, brings about also a not intense remodelling of the local microvessels: slight dysfunction of the normal EBD, type II, and newforming of a “small” number of type I, subtype b) EBD, as the light intensity of the middle ureteral reflex during mean-intense stimulation of related trigger-points demonstrates, and the so-called dissociated microcirculatory local activation, type II, of modest entity, wherein vasomotility endures 6,5 sec. and vasomotion 6 sec. The light alteration of the epiphyseal vasomotion  and the neuronal center of the SST-RH account for the reason of the biophysical-semeiotic signs,  which play a paramount essential for the latent diagnosis of TO.
Among these numerous signs, essential in the correct diagnosis and usefull in recognizing “false negative” cases, really dangerous, it appears unavoidable the duration of aspecific gatric reflex during stimulation of epihysis and neuronal cells of SST-RH (NN < 4 sec.);  the duration of first kidney congestion immediately after closed eye test (= endogenous melatonin secretion): 7 sec. versus 8 sec. in health; the duration, length, of SST-RH- and epiphysis-aspecific gastric reflex (Fig.1 e 2): “about” 4 sec. versus < 4 sec. in health; typical preconditioning of epiphysis and of neuronal centre  of SST-RH, as well as the behaviour of prolactine secretion during characteristic  simulated sucking test, showing 7 sec.→ 7 sec. .→ 6 sec. (NN = 7 sec.→ 6 sec. .→ 5 sec.), indicating dopamine level  in tubero-infundibulare axis:
Conclusion.

In my personal experience, about 33% of the population of Sestri Levant in the Liguria Coast of Levant is involved by Oncological Terrain. Clearly it is not possible to exclude that its  incidence is different in subjects of other country. OT formes of different gravity exist independently from the environmental conditions, as the diet, ethymologically speaking, analogously to all other constitutions. The doctors must necessarily assess quantitatively OT, aiming to recognize with precision missleading “latent” variant TO,  that shows an incidence of about 3% of all cases, and possibly causes dangerous misdiagnosis, whose consequences may be serious.
 Consequently, even in the absence of the OT during basal biophysical-semeiotic evaluation of PNEI, doctor must always performe accurate, dynamic investigation with above-referred manoeuvres, in order to exclude the dangerous latent variant of OT, illustrated in the article.
 In the personal experience the duration of epiphysis- and SST-RH-aspecific gastric reflex, proved to be a pivotal parametric value, from the diagnostic viewpoint,  which plays a primary role in firstly suspecting and than making the proper diagnosis, allowing doctor to recognize the presence of the latent form of OT: the duration is “nearly” 4 sec. (NN < 4 sec.). Such as datum necessarily suggests to perform immediately dynamic tests, as the epiphyseal  as well as neuronal centre of SST-RH preconditioning  (NN = basal tl 8 sec. raises to 16 sec., while in case of latent OT lt increases to 14-15 sec., value clearly lower than the normal one); simulated sucking test, showing typical pattern:  7 sec.→ 7 sec. → 6 sec. versus NN = 7 sec.→ 6 sec. .→ 5 sec.; in both epiphysis and neuronal centre of SST-RH are present characteristically newborn-pathological, type I, subtype b), EBD, absent in health; finally, dissociated, type II of light intensity microcirculatory activation.
               To conclude, Biophysical Semeiotics allows doctor to recognize bedside in “quantitative” way Oncological Terrain, even latent, on the one hand, avoiding dangerous false negative, and, on the other hand, it allows to recognize the mainly slow, but sometimes really quick, evolution towards the most severe diseaese stages, under negative environmental conditions, by means of a precise therapeutic monitoring.
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