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Side Effects
Sleep disorders 
in cancer

by Laurelle Williams

Welcome

We are 
pleased to hear 
that Lenalidomide 
has been added to 
the Essential Medicine 
List; Salomé Meyer from 
The Cancer Alliance helps 
us grasp why this is such 
a big win for advocacy, and 
how it changes treatment for 
multiple myeloma patients 
in the public sector.

Sleep disorders in cancer 
are common; Dr Michelle King 
explains what the causes could 
be and encourages sharing these 
issues with your treating doctor 
for better quality of life. 

Hope you enjoy this issue.

Welcome to the first issue 
for 2023; the theme being 
The power of belonging. We 
couldn’t have asked for a better 
Cancer Warrior to start the year 
off than that of metastatic 
kidney cancer warrior, Riaan 
Baatjies; some stories touch 
you in a deeper way, especially 
when courage and awareness 
outweighs the obstacle. Read 
his story, I belong here and 
now.

Dr Daleen Geldhenhuys 
educates on Kidney cancer 
while Dr Lucille Sarah Singh 
explains What CAR T-cell 
therapy is, and how it will fit 
in the SA healthcare system.
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MEET THE EXPERT
Dr Sarita Retief is currently 
working as a clinical and 
radiation oncologist at 
Nelspruit Mediclinic in 
the private sector. She 
completed pre- and 
postgraduate studies at the 
University of the Free State.

Anal cancer 
treatment
Dr Sarita Retief helps us better 
understand the treatment of all stages 
of anal cancer by sharing a patient story.

Linda has had a bit of an 
embarrassing situation. For 
the last few months she found 
some bloodstains on the toilet 
paper after wiping herself. It also 
became more and more painful 
to pass stools and her anal area 
itched at times. 

She mentioned it to her GP on 
a previous visit when she went 
to see him for a cold. He thought 
that it might be piles, prescribed  
some ointment and told her that 
she must come back if it did not 
get better.

The pain increased and some 
days she found red blood in the 
toilet bowl. She knew that it must 
be something worse and that she 
had to get help. She went to her 
GP again. This time he examined 
her and immediately told her 
that he will have to refer her 
to a general surgeon as he 
was concerned about a 
growth in the area of the anus.

Dr D, the general surgeon, 
examined her and performed a 
biopsy. Two weeks later she saw 
him again for the biopsy result. 
What she feared most came true. 
She had anal cancer, squamous 
carcinoma, the most common 

type of anal cancer. He told her 
that she will have to be seen by 
an oncologist who will take over 
further management.

Surgery is not part of the 
initial treatment of anal cancer.

ONCOLOGY TREATMENT
Dr A was a lovely, friendly 

female oncologist that immediately 
made Linda feel at ease. They 
worked through Linda's questions 
and concerns. Linda went for blood 
tests, including a HIV test as it’s 
considered a risk factor. She had a 
PET/CT scan and a MRI of her pelvis.

Luckily the cancer didn’t spread 
anywhere. Linda had Stage 2 anal 
cancer. All stages of anal cancer, 
except Stage 4, are treated the 
same way, namely with 
chemoradiation. This treatment 
consists of five to six weeks of daily 
radiation to the pelvis and anal 
area, together with chemotherapy 
to enhance the effect of radiation.

This treatment usually is curative. 
If Linda had Stage 4 anal cancer, she 
would have received chemotherapy 
and the treatment wouldn’t have 
been curative.

Dr A also discussed the necessity 
of a temporary colostomy (an 

operation to divert one end of the 
colon through an opening in the 
tummy) with Linda. 

The colostomy would make it 
easier and more hygienic to go 
through the treatment. It would be 
closed again about three months 
after the end of treatment.

Linda completed her treatment. 
At the end of radiation, she felt 
quite a bit of discomfort in her 
pelvic area. All side effects quickly 
disappeared about three weeks 
after radiation.

Linda still sees her oncologist 
regularly for check-ups and is 
in remission. Her anal function 
is slightly affected and she 
sometimes needs to dilate the 
anus to stretch scar tissue. She 
now is an advocate for early 
detection of anal cancer. She 
knows that it’s nothing to be 
embarrassed about and early 
detection saved her life.

WHAT IS 
ANAL CANCER?

Anal cancer is when normal 
cells lining the anus change into 
abnormal cells and grow out of 

control. The anus is the last part of the 
digestive tract, where bowel movements 

leave the body. 
It can sometimes be difficult to 

distinguish from cancers that grow 
downwards from the rectum (rectal 

cancers) or cancers that grow inwards 
from the skin of the buttocks (skin 
cancers). The information below 

relates to true anal cancers, 
specifically sqaumous 

carcinoma.
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The Cancer Association of South Africa (CANSA) 
shares the most frequently asked questions about colorectal cancer symptoms and screening.
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Colorectal cancer is a malignant (cancerous) 
disease in which cells in the colon or rectum grow 
and multiply out of control. Because the rectum 

  is part of the colon (the large intestine/bowel), 
cancer of either the colon or rectum (passageway 
that connects the colon to the anus) is referred to as 
colorectal cancer. It’s sometimes referred as colon 
cancer.

WHAT IS COLORECTAL CANCER?

This article is sponsored by Accord 
Healthcare in the interest of education, 

awareness and support. The content 
and opinions expressed are entirely 

the organisation's own work and not 
influenced by Accord in any way.

COLORECTAL CANCER
Frequently Asked Questions

A colon polyp is a small clump of cells that 
forms on the lining of the colon. Most colon 
polyps are harmless. But over time, some colon 
polyps can develop into cancer, which may be 

fatal when only found in its later stages. Anyone can 
develop colon polyps.

WHAT IS A POLYP?

Many don’t experience any symptoms early on. 
Symptoms depend on the size and location of 
the cancer. Some commonly experienced 

symptoms include changes in bowel habits and in 
stool consistency, blood in the stool and abdominal 
discomfort. You may also experience: anaemia with 
fatigue, weight loss, narrow stools, or passing excessive 
amounts of gas.

WHAT ARE THE SYMPTOMS?

It doesn’t just appear suddenly. It usually starts 
as a small growth on the colon, called a polyp, 
which rarely causes symptoms. If left alone over  
many years, polyps can become cancerous.   

The only way to know whether it’s there, is to look.

DOES COLON CANCER OCCUR SUDDENLY?

The most common risk factors include:
• Genetic factors - Heredity is perhaps one of the 
strongest risk factors for developing colorectal 

cancer. It’s estimated that approximately 20% of all 
cases of colorectal cancer are hereditary. This risk 
increases if you have a primary relative, such as a 
parent, sibling, or child who develops colorectal 
cancer.

• Lack of regular physical activity.
• A diet low in fruit and vegetables.
• A low-fibre diet.
• A high-fat diet.
• A diet high in meats (especially processed meats 
    like biltong, bacon, sausages, etc).
• Overweight and obesity.
• Alcohol consumption.
• Tobacco use.

WHAT ARE THE RISKS FACTORS?

Five types of tests are used to screen for colorectal 
cancer:
Faecal occult blood test (FOBT) is a laboratory 

test used to check stool samples for hidden (occult) blood. 
Typically, occult blood is passed in such small amounts that 
it can be detected only through the chemicals used in a 
faecal occult blood test. Currently, three types of stool tests 
are approved to screen for colorectal cancer: guaiac FOBT 
(gFOBT); faecal immunochemical test (FIT), also known as 
iFOBT; and multi-targeted stool DNA testing (FIT-DNA).
Sigmoidoscopy is a minimally invasive medical 
examination of the large intestine from the rectum through 
to the nearest part of the colon, the sigmoid colon. There are 
two types: flexible sigmoidoscopy and rigid sigmoidoscopy.
Colonoscopy is the endoscopic examination of the large 
bowel and the distal part of the small bowel with a camera, 
or a fibre optic camera on a flexible tube passed through 
the anus.
Virtual colonoscopy is the use of computerised 
tomography (CT) scanning or magnetic resonance 
imaging to produce two- and three-dimensional images 
of the colon, from the lowest part, the rectum, to the lower 
end of the small intestine, and to display the images on an 
electronic display device. 
DNA stool test is a test used to screen for colon cancer in 
people with no symptoms. It also screens for growths of 
cells (polyps) that could one day become cancer. 
The stool DNA test looks for DNA changes and small 
amounts of blood shed into the stool. 

WHAT ARE THE SCREENING OPTIONS?

Because early stages can go unnoticed for years, 
screening is important for early detection. It’s 
generally recommended that individuals at 

average risk receive a screening test at least every 10 years.

HOW LONG CAN I HAVE COLORECTAL 
CANCER WITHOUT KNOWING?

The Cancer Association of South Africa 
(CANSA) enables research in lowering 
cancer risk, educates about cancer symptoms, 
screening and risk reduction as well as provides 
care and support to all affected by cancer.
Toll Free 0800 22 66 22 | www.cansa.org.za

In SA colorectal cancer is on the increase 
and more younger men and women are being 
diagnosed with it. According to the International 
Agency for Research on Cancer (IARC), 

colorectal cancer is the third most common cancer 
worldwide. In 2020, almost 2 million cases were 
diagnosed. Internationally it’s one of the most common 
causes of cancer death, leading to almost 1 million 
deaths per year. This is despite the fact that effective 
screening techniques exist that could reduce the 
number of deaths. IARC estimates that the global 
burden will increase by 56% between 2020 and 
2040, to more than 3 million new cases per year. 
The estimated increase in the number of deaths 
from the disease is even larger, by 69%, to about 
1,6 million deaths worldwide in 2040.

HOW COMMON IS COLORECTAL CANCER?

ACC/001/JAN23/AD
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M Y  S T O R Y

Riaan Baatjies (47) lives in Discovery, 
Gauteng with his wife, Joselyn, and two 
children, aged 23 and 18. 

In October 2017, Riaan was at 
work when he used the bathroom 
and urinated blood. “It wasn’t sore just 
a shock to see. It wasn’t red urine, it was 
fresh blood,” Riaan explains. The father 
contacted his wife and they immediately 
went to the emergency room where he 
was admitted. The next day he had a 
CT scan and a 12cm tumour was found 
on his left kidney. “It had consumed 
three quarters of the kidney,” he says.

The whole left kidney was surgically 
removed, and Riaan was referred to 
an oncologist. It was decided that no 
treatment was needed at the time, only 
observation, as the cancer was localised 
(no spread). Riaan went for scans every 
three months.

RESTAGED TO STAGE 4
After two years of clear scans, in 2019, 

a tumour was found in the upper lobe of 
Riaan’s right lung and he was restaged 
to Stage 4 kidney cancer (kidney cancer 
spread to the lung). The father of two 
says it took a long time for him to accept 
the diagnosis, in that he has limited time 
left. “In those two years I almost forgot 
that I had cancer, even though I went for 
three-monthly scans. Now, I was back 
to square one. I went for counselling 
with a psychologist every two weeks 
for six months or so. He put me on 
anti-depressants for more than a year; 
I hated them as they made me cranky 
all the time and tired, so he weened me 
off them. In the time he counselled me, 
he would make me write about how 
I feel and what it is that I want to deal 
with, and to make peace with the fact 
that everyone dies. This really helped 
with acceptance,” Riaan says. 

After the tumour, and some tissue 
surrounding it, was surgically removed 
from his lung, pazopanib, a targeted 
therapy, was prescribed. He took this 
oral tablet twice daily. Riaan explains 
that the side effects included nerve 
damage to his hands and feet, swelling, 
nausea, skin sensitivity, hair loss and 
diarrhoea. “It was horrible.”

A year later, in 2020, unfortunately 
another tumour returned to the same 
spot on the lung and a second surgery 
was done removing the upper lobe 
of Riaan’s right lung. A new targeted 
therapy was prescribed, sorafenib. 
“The side effects were similar to the 
last, only ten times worse. The only 
difference was I got my hair back, 
but dark spots started appearing 
on my body. This was the first time 
my oncologist saw this side effect.”

When Riaan Baatjies got his warrior-
themed tattoo, in 2016, little did he know 
that for the rest of his life he would be 
a warrior, facing Stage 4 kidney cancer. 
He shares how he grappled with mortality 
but most of all is striving to be a better 
version of himself.

here and nowhere and now
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MEET OUR EDITOR
Laurelle Williams is the editor 
at Word for Word Media. She 
graduated from AFDA with 
a  Bachelor of Arts Honours 
degree in Live Performance. 
She has a love for storytelling 
and sharing emotions through 
the power of words. 
editor@wordforwordmedia.co.za

OTHER METASTASES 
In July 2021, Riaan started having 

neck and shoulder pain. After seeing 
a physiotherapist with no relief, 
a CT scan was done, and it was 
confirmed he had bone metastasis 
on the bottom of his skull. Radiation 
was prescribed for two weeks and 
monthly zoledronic acid IV drips 
started, which is ongoing. 

Then in January 2022, Riaan 
became anaemic, so the doctors 
investigated why his blood count 
was so low and it was found that 
he had a small tumour in his small 
intestine that was causing him to 
bleed internally. He was given a 
blood transfusion and 5cm of his 
small intestine where the tumour 
was, was surgically removed. 
Riaan was then prescribed a new 
chemotherapy tablet, xitinib. He 
adds that the side effects from 
this is ‘a lot softer’ then the others; 
he gets less nausea though his skin 
is still sensitive but isn’t as pale as 
it was, and he still gets diarrhoea 
every three days or so.  

Unfortunately, when Riaan went 
for scans last year December, there 
was progression on his lung, so his 
oncologist wants to change his 
treatment to bevacizumab, an 
immunotherapy drug; they are 
waiting for approval from his 
medical aid. 

“My oncologist has been
excellent with motivations to my 
medical aid as to why these latest 
treatments are needed. Thankfully, 
I’m on a good medical aid so all 
treatment is covered. Most years 
around October, my medical aid is 
depleted, depending if I had surgery 
or not, and from there it would be 
cash payments for doctors' visits.”

FAMILY SUPPORT  
Riaan’s diagnosis has been 

hard on his children and wife; 
his son also went for counselling 
which was a great help. 

“Joselyn has been so strong and 
is with me at every appointment. 
Before every surgery or treatment 
change, she would always say, 
'Babe, you can do it again. You 
are strong!' And that is the main 
reason I endure all the pain and 
can face anything thrown at me. 
Now we, as a family, speak openly 
about it which helps. I'm currently 
working on putting on body mass 
to be ready for whatever the next 
round of treatment may have in 
store for me. I've accepted that 
I've limited time so I’m making the 

most of the time I do have 
with my family. I’ve realised 
that in this time I have left, I 
can become a better version of 
myself and have an opportunity 
to make a difference. Since my 
cancer diagnosis I have been 
striving to be better at my work, 
be a better father, husband 
and friend. My daughter and 
I got involved in community 
work and feeding schemes; 
this makes me feel like I belong 
here and now, and can make 
a difference. In December, after 
a very tough year, and a long 
time, we finally had money 
leftover so we could go on 
holiday. Before we went, we 
chose two families to feed for 
the month and that made me 
feel worthier, like I deserve 
the holiday.” 

PHYSICAL CHANGES 
Since the first diagnosis, 

Riaan has lost 20kgs and in his 
own words, he says, “I’m broken, 
I’ve had so many surgeries. It’s 
difficult to do anything, my 
muscles are weak and stiff all 
the time.” Though, he adds that 
he feels a lot better than he did 
last year but he can’t do the 
normal activities that he used 
to, like a 5km walk or go fishing. 
This is where his family comes 
into play. “They assist me with 
a lot of the things I can’t do 
physically anymore, like carry 
all the groceries in from the car. 
I do feel guilty, especially when 
we are in the shops and my 
wife automatically picks up 
the packets knowing that 
I can’t, but people don’t know 
the situation. I’m the man of 
the house,  I’m supposed 
to be doing it.”

Riaan has considered 
medical boarding but feels
he isn’t ready for that yet. 
“I think if I stop working, I will get 
more sick quickly. Work takes 
your mind off things as well.”

Sleep issues is also a 
big problem Riaan battles 
with, so his oncologist has 
prescribed sleeping tablets. 
“I think it’s a combination of 
pain and my mind just 
running on overtime.” 

COURAGE LIKE A WARRIOR
Even though Riaan can’t complete 

his sleeve tattoo due to treatment 
being indefinite; his tattoo is a constant 
reminder “to have courage like a warrior, 
no matter what is thrown at me.” 

His message to newly diagnosed 
patients is, "Before you throw the 
towel in, allow your inner warrior the 
opportunity to face your enemy in 
battle, and, remember, you may have 
some time left to make a difference in 
someone else's life or be an inspiration 
to other patients without you knowing it."

Have courage like a warrior, no 
matter what is thrown at you.
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Most small tumours grow slowly 
and don’t become symptomatic 
or metastasise. Observation with 
periodic re-evaluation is a 
reasonable option.

RCC isn’t sensitive to chemotherapy, 
so immunotherapy and targeted 
therapy are the systemic treatments 
of choice. 

Adjuvant therapy after surgery
is recommended for high-risk 
patients only and the treatment 
of choice is immunotherapy for a 
year, three weekly infusions, rather 
than observation. We offer active 
surveillance after nephrectomy 
to patients who are at lower risk 
for disease recurrence.

Targeted therapies, such as 
sunitinib, sorafenib and other drugs 
in this class, haven’t yet demonstrated 
recurrence or survival benefits.

TREATMENT FOR 
ADVANCED DISEASE

Patients often present with Stage 
4 disease and many patients who 
initially are resectable eventually 
experience recurrence. 

Immunotherapy, targeted agents, 
surgery, and radiation all may have 
a role depending on the extent of 
disease, sites of involvement, and 
patient-specific factors. Surgery is 
important for debulking of disease 
(large tumours).

Although RCC has been 
characterised as a radioresistant 
tumour, conventional and stereotactic 
radiation (focused on one area) are 
frequently useful to treat a single or 
limited number of metastases. In these 
settings, the indication of radiation is 
similar to that in metastases from 
other tumour types.

Examples of situations where 
radiation is useful include painful 
bone metastases, brain metastases 
and painful recurrences in the area 
where the kidney used to be.

Treating RCC consists of a multi-
modality approach and even in Stage 
4 disease, changing the therapy may 
improve survival and quality of life. 
Treatment needs to be individualised 
and a multi-disciplinary team provides 
the best care.
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K N O W  Y O U R  C A N C E R

KIDNEY 
CANCER

Dr Daleen Geldenhuys 
educates us on kidney 

cancer and the treatment 
thereof.

Kidney cancer, commonly known 
as renal cell carcinoma (RCC), 
originates within the renal cortex 
(outer layer of the kidney as 
opposed to the urine collecting 
system), and constitutes 80 to 85% 
of primary renal tumours. Urothelial 
carcinomas of the renal collecting 
system accounts for approximately 
8% of kidney tumours, and other 
tumours, such as oncocytomas, 
collecting duct tumours, and renal 
sarcomas, are rare. Nephroblastoma 
(Wilms tumour) is a primitive tumour 
common in children (5 to 6% of 
paediatric malignancies). Note, 
the information below is not 
directed to childhood cancers.

Kidney cancer often presents late 
in the course of the disease, usually 
with a very large mass sometimes 
more than 20cm in size. Patients 
often experience referred back pain 
and the diagnoses are delayed. 
Earlier cancer may be detected 
incidentally after an investigation 
for a different problem, or found 
if the patient sees macroscopic 
blood in the urine (red urine).

TWO MANAGEMENT CATEGORIES
We divide the presentation of RCC 

into two management categories.
• Localised disease – This includes 

Stage 1, 2, and 3. 
• Advanced disease – This includes 

tumour invading beyond Gerota's 

MEET THE EXPERT
Dr Daleen Geldenhuys is 
a specialist physician and 
medical oncologist who 
works at West Rand Oncology 
Centre at Flora Clinic. She treats 
patients with all types of cancer 
and enjoys clinical research, 
and is a member of SASMO, 
SASTECS, ESMO and ENETS.

fascia (covering capsule of both 
the kidney and the adrenal gland 
above it) or extending into the 
ipsilateral (same side) adrenal 
gland and metastatic disease 

    to the rest of the body. RCC can 
grow in any micro environment 
and all complaints should be 
thoroughly investigated not 

    to miss an unusual lesion.

TREATMENT FOR 
LOCALISED DISEASE

Surgery is curative in most 
patients with RCC who don’t have 
metastases. Surgery is therefore 
the preferred treatment for patients 
with Stages 1, 2, and 3.

Treatment may require a radical 
nephrectomy (removal of the entire 
kidney), although a partial removal 
to preserve part of the kidney, is 
preferred for appropriately 
selected patients. 

The choice of surgical procedure 
depends upon the extent of disease, 
as well as patient-specific factors, 
such as age and comorbidity. The 
incision is usually on the left or right 
side of the upper abdomen, starting 
at the back and not the convention 
midline approach as is used for 
bowel surgery. A minimally invasive 
approach, such as laparoscopy, 
can also be done if the tumour is 
smaller.

In carefully selected patients who 
present with a resectable primary 
tumour and a concurrent single 
metastasis (Stage 4), surgical 
resection of the metastasis, in 
conjunction with removal of 
the kidney may be done.

OTHER USE OF TREATMENT 
Other procedures, such as 

cryotherapy or radiofrequency 
ablation, may be an alternative 
for patients with relatively small 
renal masses who aren’t surgical 
candidates. 

Bilateral RCC is more common 
among patients with inherited 
conditions (von Hippel-Lindau 
disease and tuberous sclerosis) 
and papillary RCC. Surgery is 
recommended but should involve 
sparing as much of the kidneys as 
possible during the initial therapy. 
Losing a big part of the kidney 
may have lifelong dialysis as 
a complication.

Active surveillance may be an 
option for non-surgical candidates 
such as older adult patients and for 
those with significant comorbidity. 
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S I D E  E F F E C T S

disorders in cancer
Dr Michelle King advocates informing your 
doctor about your sleep issues to help have a better 
treatment plan in place that adds quality to your life, 
mental well-being and physical health.

Having a good night’s rest 
isn’t just about waking up, 
feeling refreshed and ready 
to face the day. If you’re not 
sleeping well it can impact 
your health, mental well-being 
and your prognosis. Poor sleep 
may cause you to feel irritable 
and depressed the next day. 
It can lead to concentration 
problems, forgetfulness, and 
fatigue. Further it can have a 
profound impact on how you 
experience pain. 

When most people hear the 
phrase sleep disorders, they 
usually think of insomnia. 
A diagnosis of cancer can 
cause this problem. You may 
struggle to fall asleep, wake 
frequently through the night or 
wake too early in the morning. 
Worries around your diagnosis 
can cause insomnia, as can 
pain and depression. 

Lesser-known sleep 
disorders which can impact 
your sleep are sleep apnoea 
and the periodic limb 
movement disorder you 
may get if you have 
restless legs syndrome. 

MEET  EXPERT
Dr Michelle King is part of an inter-
disciplinary pain clinic and palliative 
care team in Limpopo. She has completed 
a postgraduate diploma in chronic pain 
management and a postgraduate diploma 
in palliative medicine, and is the President 
Elect of PainSA.

Your treating doctor may 
not ask if you have problems 
sleeping as the focus of the 
consultation is frequently 
about something else. If you 
are struggling to sleep, it’s 
important to bring this up 
with your doctor. 

SLEEP APNOEA 
This is more frequently 

associated with head and 
neck cancers. You might 
have had symptoms before 
being diagnosed but it’s only 
impacting the quality of your 
life now. 

You may not be aware that 
you have sleep apnoea but 
asking your partner if you have 
any of the following symptoms 
will help: excessive snoring, 
gasping for air while sleeping, 
stopping breathing for short 
periods, and/or having jerky, 
restless movements. With sleep 
apnoea your sleep may be very 
broken, and it can make you feel 
extremely sleepy during the day. 
If you’re taking pain medication 
which contains opioids this can 
worsen your symptoms.

RESTLESS LEGS SYNDROME
If you’re experiencing uncomfortable, restless, 

painful, pins and needles or itching feelings in 
either your legs or arms, you may have restless 
legs syndrome. These sensations are usually 
relieved by moving around. They can get worse 
later in the afternoon and may keep you awake 
at night. 

There are several causes. Sometimes it could 
be due to kidney problems or an iron deficiency. 
Chemotherapy can cause it too.   

Treatment may involve both pharmacological 
and non-pharmacological interventions. 

FIND THE UNDERLYING CONDITION
Your doctor should treat the underlying 

condition that is causing your sleep problem. 
This may involve getting blood tests done or 
a polysomnogram to assist in making the 
diagnosis. 

Together with treatment from your doctor, 
you can help yourself by following good sleep 
hygiene advice. But if this doesn’t help you may 
need to seek help from a therapist who can 
assist with relaxation techniques or cognitive 
behaviour therapy for insomnia (CBTi). 

CBTi is about learning how to recognise the 
negative thoughts and worries that keep you 
awake and how to change these thoughts and 
beliefs. Strategies for good sleep habits may 
include being taught relaxation therapy. These 
involve learning how to relax your muscles and 
practicing breathing exercises to reduce anxiety 
at bedtime. 

SLEEP HYGIENE ADVICE
• Reduce alcohol, nicotine, and caffeine intake 

before bedtime.
• Avoid rich, fatty, and spicy foods before 

bedtime.
• Exercise in the daytime, but not too close to 

bedtime.
• Avoid drinking large volumes of water before 

bedtime.
• Make sure the bedroom is well-ventilated, 

quiet, and dark. Use a white noise machine/
app to mask noise if necessary and use 
blackout curtains if there are bright lights 
outside.

• Use a dim light in the bathroom as bright 
lights can make it difficult to fall asleep 
again.

• Limit use of technology to two hours before 
bedtime.

• Use a blue light app on your phone so that it 
doesn’t interfere with your brain’s melatonin 
production.

• Avoid napping in the daytime.

To view references, visit oncologybuddies.com
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Dr Lucille Sarah Singh is 
a physician and clinical 
haematologist in private 
practice at Albert’s Cellular 
Therapy (ACT) based at 
Netcare Pretoria East 
Hospital. She is an active 
member of the South 
African Society of 
Haematology (SASH) and 
the South African Stem Cell 
Transplant Society (SASCeTS) 
and serves regularly on the 
clinical review panel of the 
South African Oncology 
Consortium (SAOC).
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N E W  K I D  O N  T H E  B L O C K

What is What is 
CAR T-cell CAR T-cell 
therapy?therapy?
Dr Lucille Sarah Singh details how CAR T-cell therapy 
works and how it will fit in the SA healthcare system.   

MEET  THE EXPERT

CAR T-cell therapy is the new kid 
on the block in the armamentarium 
of immunotherapy and cell and 
gene-based therapy. If nothing 
else, the COVID pandemic 
has put our immune systems 
under the spotlight; we have 
a heightened awareness of the 
exquisite repertoire of biological 
responses happening in our bodies 
on a daily basis to clear foreign 
invaders. These foreign invaders 
can be viruses and bacteria, but 
did you know that cancerous cells 
can also be recognised as foreign 
and attacked by cells of the 
immune system? 

A healthy immune system 
is theoretically meant to clear 
cancerous cells before they 
amount to a significant population. 
Cancer can thus arise in the setting 
of a dysfunctional immune system, 
or cancer cells may have smart 
mechanisms to actually evade or 
blunt the response of the immune 
system. 

THE REALM OF IMMUNOTHERAPY
The front-runners of 

immunotherapy, being inoculation 
and vaccinations, are beyond the 
scope of this brief description. We 
have, for a number of years, been 
able to either activate or suppress 
the immune system in cancerous 
and non-cancerous diseases. In 
auto-immune diseases, like lupus, 
an overactive immune system 
imagines normal body cells as 
foreign and attacks them and 
immune suppressive therapies 
thus work. 

The first, and to this day, the most 
widely-used immunotherapeutic 
agent in oncology is rituximab, a 

chimeric antibody approved by 
the FDA in 1997. It’s an antibody 
directed against a protein on the 
surface of many lymphomas and 
harnesses the immune system to 
clear lymphoma cells. Rituximab 
can be used alone, but more so 
it’s used in combination with 
conventional chemotherapy, 
and potentiates the effect 
achieved by chemotherapy alone. 

CAR T-CELL THERAPY
CAR T-cell therapy builds on 

these early achievements. T-cells 
are a subset of lymphocytes in our 
immune systems. Their job is to 
identify foreign cells and secrete 
substances to destroy them. They 
also recruit other role players in 
the immune system to come to 
the front line. They do this by having 
specialised receptors (feelers) on 
their surfaces. When these feelers 
come into contact with unfamiliar 
antigens (proteins) on the surfaces 
of foreign or cancerous cells (like a 
lock and key), an activation signal 
akin to an alarm bell is raised and 
the T-cell springs into action. 

The process of manufacturing 
the T-cells is where the magic 
(and unfortunately the million
rand plus price tag) lies. In a 
nutshell the process entails:
1. Harvesting T-cells from a patient. 

T-cells are collected from a 
patient in much the same way 

   as a blood or platelet donation. 
2. The T-cells are modified outside 

of the body to produce a novel 
chimeric antigen receptor (CAR) 
which is a receptor specifically 
designed to recognise the 
antigen (protein) on the cancer 
cells that the patient has. The 

modification is facilitated by 
allowing attenuated viruses 
(viruses that can’t cause infection) 
carrying the genetic code to make 
these receptors, to enter the T-cell.

3. These CAR T-cells are stimulated 
to divide and increase to millions 
of cells in the laboratory. 

4. The CAR T-cells are then infused 
back into the patient, just like a 
blood transfusion. Once these 

    cells come into contact with 
cancer cells, the immune 
repertoire ensues, and the 

    cancer cells will hopefully 
    be nuked. 

FDA APPROVAL
The FDA has approved CAR 

T-cell therapies for certain types 
of leukaemias, lymphomas and 
multiple myeloma. Off-the-shelf 
CAR T-cells are also under 
development, eliminating the 
initial processes of harvesting and 
manipulating a patient’s own T-cells. 
It may be cheaper to use mass-
produced donor T-cells. In addition, 
the landscape of cancers that may 
be potentially cured by CAR T-cells 
is expanding as research in other 
malignancies is ongoing. 

The health economics and 
historically divisive state of the 
South African healthcare system 
pose further challenges in making 
CAR T-cell therapy a reality locally. 
Having said this, we’re uniquely 
poised in the near future to offer 
the first CAR T-cell therapies in 
Africa. The scientific and medical 
community locally have published 
excellent insights into what is 
needed for a structured, controlled 
and quality cell and gene therapy 
programme in SA and are indeed 
making headway. We have the 
capabilities and infrastructure, 
and with some advocacy, CAR 
T-cell therapy isn’t a long way off.
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I N  T H E  S P O T L I G H T

The Cancer Alliance launched its Access to Medicine campaign on World 
Cancer Day, 4 February 2018, after the landmark report Exploring Patent Barriers 
to Cancer Treatment Access in South Africa: 24 Medicine Case Studies was 
published in 2017. 

From the 24 medicines, a list of eight medicines were selected as a dedicated 
focus for equitable access. Lenalidomide was one of the medicines included. This 
medicine is used for the treatment of multiple myeloma. 

In 2019, a total of 414 cases were reported to the National Cancer Registry (NCR). 
This is likely an underestimate of the true incidence of this cancer in South Africa 
as only cases diagnosed with a bone marrow test are reported to the NCR.  

HISTORY OF LENALIDOMIDE
Lenalidomide is only one of the medicines used for the treatment of multiple 

myeloma. It is a derivative of thalidomide, the medicine that was recalled in 1958 
for causing birth defects and was then patented (again) by a pharmaceutical 
company when it was discovered that it could be used for the treatment of 
cancer. The pharmaceutical company registered their first patent in 1996 
and a subsequent 117 patents thereafter. The primary patent expired in 2019. 

Before 2016 this medicine was only available in South Africa as a Section 21 
authorised medicine, which meant that patients had to have permission from 
the then Medicines Control Council to import it. At the time the originator as 
well as a generic product from India was available at an affordable price of 
less than R5 000 for a month’s treatment cycle. 

In 2016, the originator product was registered with a new pharmaceutical 
company as the supplier, and the pricing changed from less than R5 000 per 
month to R75 000 for a month’s treatment. There was no way the majority of 
patients in the private sector could afford this, with most medical schemes 
denying access or with heavy co-payments. Patients in the public sector 
were completely excluded. 
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Lenalidomide added to the 
Essential Medicines List 
The Cancer Alliance and multiple myeloma patients are 
celebrating the win of lenalidomide finally included on the 
Essential Medicines List for the public sector.
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Salomé Meyer is the project manager for: Access to 
Medicine campaign and Advocates for Breast Cancer 
(ABC); an independent cancer advocate; and an EXCO 
member of the Cancer Alliance.

SUE JOHNSON’S STORY
The Cancer Alliance became aware of this 

case with Sue Johnson’s story and started to 
pursue the journey for equitable and affordable 
access to lenalidomide. The first hurdle was to 
appeal for continued access for patients that 
already had access. This right had been 
established with HIV medicine access and was 
then used in the case that was taken on appeal. 

Access for those previously on the Section 21 
approved lenalidomide was granted in 2017, 
thus reconfirming a major legal principle. 

GENERIC APPROVALS
Various companies submitted dossiers for 

the approval of generic lenalidomide with the 
five of these approved by July 2020. 

The pharmaceutical company that was 
registered as the supplier in 2016 then registered 
the third derivative, pomalidomide, in August 
2020, with a single exit price (SEP) of R83 895 
after losing their lenalidomide market to the 
generic companies. 

The initial pricing for generic lenalidomide 
started at R 20 474 for a month’s supply of 25mg 
capsules. Competition between the companies 
stimulated a healthy ‘price war’ with the current 
price varying between R6 845, 55 and R8 294. 

WHO’S MODEL ESSENTIAL MEDICINES LIST
In 2019, the World Health Organization added 

lenalidomide to its model essential medicines 
list. The Cancer Alliance advocated to the 
National Department of Health (NDoH) for the 
inclusion of lenalidomide. We even protested at 
the WHO Pricing Forum event in Johannesburg 
about the unaffordability of this vital medicine. 

Unfortunately, lenalidomide could not be added 
to the South African Essential Medicines List due 
to the high cost of the generic versions available. 

FINALLY ADDED TO ESSENTIAL MEDICINES LIST
In December 2022, the NDoH, after a considerable 

price drop and safety considerations, added 
lenalidomide to the Essential Medicines List for 
all newly diagnosed multiple myeloma patients. 
This means that current patients on thalidomide 
treatment will continue with their treatment until 
the contract with the pharmaceutical company 
for thalidomide expires in June 2024. Lenalidomide 
will then be added to the new tender list that will 
be advertised later in 2023 for the 2024-2026 
contract period. 

This achievement has the further implication 
that lenalidomide should now be regarded as a 
Prescribed Minimum Benefit by medical schemes. 
This will improve out-of-pocket expenditure for 
patients in the private sector. 
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B E  I N F O R M E D

RADIOTHERAPY AND 
IMPLANTED MATERIALS  
– what is safe?

René Botha 
explains the 
impact that 
implanted 
materials 
have on 
radiotherapy 
treatment. 

Radiotherapy is a treatment 
modality used to treat various 
malignancies throughout the body. 
Treatment courses generally range 
from one to 10 days for palliative 
treatments to five to seven weeks 
for cases treated with curative 
intent. 

Delivery of contemporary 
radiotherapy involves personalised 
planning using sophisticated 
computer software that takes 
into account the various densities 
of different tissues. Implanted 
materials, like dental restorations, 
orthopaedic implants, breast 
expanders and medical devices, 
all need to be carefully considered 
in the radiotherapy planning 
process. Not only do we consider 
their impact on the radiotherapy 
treatment delivery, we also 
consider their functionality 
after the treatment is given. 

Unlike systemic therapies, which 
circulate through the entire body, 
radiotherapy mainly effects the 
local area where the treatment is 
applied. The impact is greatest if 
the implanted material is in or close 
to the treated area. For example, 
if a patient’s breast is treated, the 
oral cavity with dental restorations 
shouldn’t be affected, however, a 
patient receiving head and neck 
radiotherapy would definitely 
need dose compensation. 

The next important consideration 
is the dose given to the patient. 
Patients who are receiving lower 
doses of radiotherapy may not 
have the same recommendations 

as those who require higher 
doses of radiotherapy. Your 
oncologist will guide you as 
to which recommendations 
are applicable to your specific 
case based on the treated area 
and the dose prescribed. 

DIFFERENT IMPLANTED 
MATERIALS AND THEIR 
SPECIAL CONSIDERATIONS
DENTAL RESTORATIONS 

Dental restorations, such as 
fillings, crowns or implants, are 
only relevant for patients who are 
receiving treatment of the oral 
cavity, however, they usually don’t 
need removal prior to treatment. 
Patients with dental restorations 
may still receive radiotherapy. 
When the radiotherapy planning 
is done, these materials are 
considered so that the patient 
still receives the optimal dose to 
the area that requires treatment. 
A personalised bite block or 
mouthpiece may be made to 
optimise the position of the jaw 
for the radiotherapy treatment. 

The side effects of radiotherapy in 
the head and neck area may affect 
future dental health. For this reason, 
your oncologist may recommend 
that you consult a dentist prior 
to radiotherapy for a dental 
assessment and professional 
cleaning. The dentist will evaluate 
the teeth and may recommend 
that compromised teeth be 
extracted prior to the start of the 
radiotherapy course. The gums will 

need to heal adequately before 
the course may commence. It’s 
not necessary to remove any good 
quality fillings, crowns or implants 
if the dentist is confident that these 
are unlikely to give problems in the 
future.

It’s imperative that patients 
who have received radiotherapy 
to the head and neck area continue 
to maintain good oral hygiene 
during and following the treatment 
to reduce the risk of serious 
long-term complications.

BREAST EXPANDERS AND IMPLANTS
Following mastectomy surgery for 

breast cancer, breast expanders or 
silicone implants may be used for 
breast reconstruction. If the patient 
undergoes a skin-sparing 
mastectomy, a silicone implant 
may be implanted immediately, 
however, sometimes there may not 
be enough skin to cover an implant. 
In such cases, an expander may be 
placed under the skin. Once the skin 
has healed after the surgery, the 
surgeon then fills the expander with 
fluid over a few weeks and the skin 
stretches. The aim of this is to 
stretch the skin enough to allow for 
a permanent implant to be placed 
at a later stage. Neither of these 
exclude a patient from receiving 
radiotherapy. If a patient with 
an expander in place requires 
radiotherapy, the expander should 
be filled to the desired size prior 
to the start of the radiotherapy 
planning. The expander contains 
a high-density port which is taken 
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René Botha is a 
radiotherapist with 
a special interest in 
treatment planning. She 
works in private practice 
and is based at the Wits 
University Donald Gordon 
Medical Centre.

ensure there are no disruptions to 
the transmitted signals.

 Should you have an implanted 
medical device ensure that your 
oncologist is informed about it 
and has all the details of the 
device so that the correct safety 
measures can be taken. 

FINAL THOUGHT
Radiotherapy techniques 

have improved significantly over 
time. We are able to deliver more 
conformal treatment plans than 
ever before which has in turn 
allowed for reduced side effects. 
In most cases, we are able to 
compensate for implanted 
materials and safely treat 
patients with implanted 
materials. It’s important to 
remember that radiotherapy is 
not a one-size-fits-all treatment. 
The recommendations for one 
patient may significantly differ 
from another. Always discuss 
your concerns with your treating 
oncologist. They will be able to 
give the best advice about your 
specific implanted material with 
regards to your treatment.

To view references, visit oncologybuddies.com

into account during the 
radiotherapy planning process, 
and the dose is adjusted around 
the port to ensure that the 
optimal dose is delivered. The 
radiotherapy shouldn’t damage 
the expander, however, there is 
a risk of extrusion (moving out of 
a normal position), in which case 
it will need to be removed.

In the case of silicone implants, 
the implant is similar in density to 
the normal tissue. As a late effect 
of radiotherapy in the months to 
years following the treatment, 
there is a risk of capsular 
contracture. This is due to 
formation of a scar tissue 
‘capsule’ around the implant. It 
may cause a change in size and 
shape of the reconstructed breast. 
In these cases, the plastic surgeon 
would advise on surgical options 
to correct this. 

ORTHOPAEDIC DEVICES 
Orthopaedic devices used to 

repair or replace broken or worn 
bones or joints include pins, plates 
or complete joint replacements. 
Like dental restorations, these 
are usually only of concern if 
they are near the treated area. 

When planning the 
radiotherapy, the planning 
radiotherapist will adjust the 
beam entry points so that the 
radiation beam doesn’t enter 
through the orthopaedic device. 
This helps compensate for the 
dose that would be absorbed by 
the joint replacement, ensuring 

that the target area receives 
the optimal dose. The radiation 
shouldn’t damage the 
orthopaedic device or 
its functioning. 

MEDICAL DEVICES
Modern medicine allows 

for medical devices, such 
as pacemakers or nerve 
stimulators, to be implanted for 
medical conditions as required. 
These devices are more complex 
than non-electronic devices as 
they transmit signals to improve 
or regulate specific organ 
function. These are generally 
more sensitive to radiation. 

If the device is in the area that 
requires treatment, there is a risk 
the device might be damaged. 
In certain instances, the patient 
may require surgery to move 
the device prior to treatment. 
If the device is an adequate 
distance from the treatment 
area and the dose to the device 
can be kept below its specific 
threshold, the patient may be 
treated with the device in place. 

When a patient with a 
medical device is planned for 
radiotherapy, special care is 
always taken to ensure that the 
device will not be damaged. In 
some cases, the supplier of the 
device may be contacted to 
attend the radiotherapy sessions 
to monitor the functioning of the 
device. In some cases, the device 
may also be switched off during 
the radiotherapy session to 
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Six years’ 
cancer-free
Single mother, Nicole Coppin, shares 
her story of having periampullary 

adenocarcinoma (a bile and 
pancreatic duct cancer).

Nicole Coppin (46) lives 
in Edenvale, Gauteng with 
her 14-year-old son, Joey.

In March 2016, it was 
found that Nicole had 
a tumour around her bile 
and pancreatic duct; this 
was after she experienced 

a sore stomach and 
nausea. 
She first consulted with 

a new GP (as her regular GP 
wasn’t available), who diagnosed 

her with reflux. “After a few days, 
I felt worse so I went to my regular 

doctor. Immediately he saw that I was 
yellow, a sign of jaundice (and a symptom 
of bile duct cancer). His first thought was 
hepatitis, so blood tests were done but they 
were negative. So, the next day a sonar was 
done where something abnormal was found. 
Later that day I went for a CT scan and a mass 
was confirmed, but the doctors weren’t sure 
what it was.”

Nicole was referred to a hepato-pancreato-
biliary surgery specialist who did a gastroscopy 
and it was confirmed that a cancerous tumour 
was around her bile and pancreatic duct.

TREATMENT 
The single mother underwent Whipple 

surgery (major surgical operation to remove 
cancerous tumours from the head of the 
pancreas) and six months of chemotherapy.

“Thankfully, I healed well and quite quickly 
from the surgery. Before the surgery, I was 
informed that Whipple surgery was extremely 
painful, so it was decided to do a spinal block 
to help with the pain. It was also mentioned 
that my blood glucose would have to be 
monitored as there is a strong possibility 
that I can develop diabetes. Thankfully, so 
far, my pancreas is still functioning well,” 
Nicole explains.

She goes on to say, “However, the 
chemotherapy was horrific as well as the 
side effects. Anything cold would burn me; 
I couldn’t touch anything cold or even drink 

WHAT IS 
PERIAMPULLARY 

CARCINOMA?
Periampullary carcinoma is 
a broad term used to define 

the group of carcinomas 
arising from the head of the 

pancreas, the distal 
common bile duct, and 

the first part of the 
small intestine. 
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Hair loss, dry skin and 
lips, brittle nails, and poor 
complexion are common side 
effects of toxic chemotherapies. 
Using its expertise in high tolerance 
skincare and makeup, Eye Care 
Cosmetics has developed a 
complete range of supportive care 
products to help overcome the 
common debilitating side effects of 
oncology treatments. 

Eye Care Cosmetics restores dignity and self-confidence 
to those navigating the difficult journey of cancer. 

The exceptional safety and tolerance of Eye Care Cosmetics has made 
it a trusted and respected partner of the Gustave Roussy Cancer 
Campus (ranked #6 best oncology hospital in the world), and is also 
endorsed by the prestigious Syndicat National des Dermatologues, 
Venereologues (the largest French dermatological association).

SHOP ONLINE
www.eyecarecosmetics.co.za

Products designed and manufactured in France.

Discover the SAFEST makeup brand for everyone

HIGH TOLERANCE DERMOCOSMETIC 
SUPPORTIVE CARE FOR A BETTER LIFE 
UNDER ONCOLOGY TREATMENT

room temperature water, added 
to that I did chemotherapy through 
winter. I lost feeling in my fingers 
and toes, but they would still burn 
from cold surfaces. I couldn’t write 
or draw for a long time. I also lost 
the skin on my fingertips, so had no 
fingerprints for a long time too. My 
muscles would cramp and seize 
a lot, especially in my legs which 
made it difficult to walk. I didn’t 
really experience nausea as I was 
given medication for that, but I had 
constant diarrhoea. I lost 20kg in 
those six months. Chemotherapy 
makes you feel like you’re dying. 
I cried happy tears when I finally 
reached the end of the course. 
I was also extremely lucky not 
to lose my hair.”

SISTERHOOD SUPPORT
Nicole says she had an 

amazing support system in 
her mother, Annette, her sister, 
Tandee, and two friends, Saskia 
and Jennifer. “They would all take 
turns taking leave from their jobs 
to take me to my treatments. The 
same amazing group of ladies 
also helped out with, Joey, as well 
as some of Joey’s school friends. 
He was only seven so didn’t really 
understand cancer. We would 
organise sleepovers at his friends 
on the days I had chemotherapy, 
so he didn’t have to see me. And 
all through this, Joey’s school 
helped a lot too. They sent him 
for counselling and were extremely 
supportive and he aced the year 

MEET OUR EDITOR
Laurelle Williams is the editor 
at Word for Word Media. She 
graduated from AFDA with 
a Bachelor of Arts Honours 
degree in Live Performance. 
She has a love for storytelling 
and sharing emotions through 
the power of words. 
editor@wordforwordmedia.co.za

WHAT IS WHIPPLE SURGERY?
Whipple surgery, also known as a pancreaticoduodenectomy, 

is a complex operation to remove the head of the pancreas, the 
first part of the small intestine, the gallbladder and the bile duct. 
Whipple surgery is used to treat tumours and other disorders of 
the pancreas, intestine and bile duct.

with flying colours,” Nicole says.
Though the 46-year-old mother 

admits it was hard to be away from 
Joey when she was in hospital for 11 
days for surgery. “It was so hard for 
both of us to be apart forso long.” 

She adds that her boss, surgeon 
and oncologist also played a huge 
role in supporting her and she can't 
thank them enough.

SIX YEARS' CANCER-FREE
Nicole is a year into complete 

remission. “My oncologist said 
you're officially in full remission 
once you are five years' cancer-
free, I’m now six years' cancer-free. 
Though, I still go for six-monthly 
check-ups with yearly CT scans 
and five-yearly colonoscopies.”
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Dr Mia Hugo works in 
private practice as a 
radiation oncologist. She 
participates in weekly 
multi-disciplinary oncology 
team meetings for breast, 
urology, gastrointestinal/
gynaecological, and head 
and neck cancers. She 
provides radiation to patients 
at Wits Donald Gordon, 
Netcare Milpark, Pinehaven 
and Olivedale Hospitals, as 
well as at Busamed and 200 
Rivonia Medical Centre.
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S K I N  C A N C E R

Unusual Unusual 
places places 
you get you get 
melanomamelanoma

MEET THE EXPERT

A few years back, a patient gave me a great book: The Emperor of 
All Maladies: A biography of cancer. If cancer is the emperor, then 
melanoma is the spy who came in from the cold. Melanoma is the 
cloak and dagger tumour that can hide in plain sight as an innocent 
looking amelanotic melanoma to deeply hidden melanoma in the 
back of the eye or in the lining of the small intestine. 

I was reminded of all the strange places that one can find 
melanoma when a patient was referred to me for stereotactic 
radiation of a metastatic pelvic nodal mass that proved to be 
melanoma on biopsy, in whom the primary couldn’t be found. 

HIDING IN PLAIN SIGHT
UNUSUAL SKIN PRESENTATIONS OF MELANOMA

Acral lentiginous melanoma accounts for less than 5% of all skin 
melanomas but is the most common type of melanoma among darker-
pigmented individuals. It starts mostly on the palms of the hands or 
the soles of the feet or underneath the nails of a patient (subungual). 
Subungual melanoma arises from the nail matrix and usually presents 
as a longitudinal, brown or black band in the fingernail or toenail, with or 
without nail dystrophy.1

Amelanotic melanoma is far less common than clinically pigmented 
melanoma but presents a diagnostic challenge for patients and doctors. 
Lesions may present as pink or red macules, papules, or nodules, often 
with well-defined borders and frequently confused with non-cancerous 
(benign) lesions.1

Desmoplastic melanoma is a rare variant of melanoma. It presents as 
a slowly-growing plaque, nodule, or scar-like growth, and is usually non-
pigmented (amelanotic) and located in chronically sun-exposed areas 
of older patients. It may clinically simulate a scar, other benign process, 
or non-melanoma skin cancer.1 Desmoplastic melanoma is locally 
aggressive with a propensity to recur and is one of the few melanoma 
subtypes that should be treated with adjuvant radiation. One of my 
favourite patients is a woman who had this culprit hiding in her hair. 
Now she rocks her hats and scarves and make us all laugh when she 
comes for follow-up. 

GONE IN THE BLINK OF AN EYE 
Melanoma of the uvea or conjunctiva of the eye

Uveal melanomas are often asymptomatic, diagnosed on a routine 
eye exam while about half of uveal melanoma patients will present 
with visual symptoms, such as flashes, floaters, or visual field defects. 

Oculodermal melanocytosis (ODM) is a congenital abnormality 
characterised by excessive melanocytes in and around the eye.2 ODM 
is the condition that most strongly predisposes to uveal melanoma, with 
a lifetime risk of approximately 1 in 400 of developing uveal melanoma.3 

To view references, visit oncologybuddies.com

Radiation is the most common 
treatment for primary uveal 
melanoma in the form of plaque 
brachytherapy, particle therapy 
or stereotactic photon radiation. 

HIDE AND SEEK
MUCOSAL MELANOMA 

The mucosal epithelium lining 
the respiratory, alimentary, and 
genitourinary tracts all contain 
melanocytes and can give rise to 
melanoma.4 Mucosal melanomas 
are rare and form around 1.3% of 
melanoma in the USA. They are 
primarily found in the head and 
neck, anorectal, and vulvovaginal 
regions. Even rarer sites include 
the urinary tract, gallbladder, and 
small intestine.4 Vulvar melanomas 
represent 10% of all malignant 
tumours involving the vulva, while 
anorectal mucosal melanoma 
accounts for approximately 
0.05% of colorectal and 1% 
of anal cancers.4 

Malignant melanomas represent 
about 1 to 3% of all malignant 
tumours of the gastrointestinal 
tract, and while the majority of GIT 
melanoma are metastatic lesions, 
primary melanoma of the stomach 
or small bowel can occur.5

Mucosal melanomas can be 
asymptomatic initially and may 
present later with symptoms 
specific to the mucosal site. For 
example, nose bleeds, ill-fitting 
dentures, ulcerations, anaemia, 
itchiness, discharge, and pain. 

WINNING THE COLD WAR
While melanoma is notorious 

for sneaking up on patients and 
can hide in strange places, we 
just need to be vigilant and 
investigate any new symptoms 
or strange lesions to diagnose 
hidden melanomas. There are new 
effective strategies to combat it 
that have changed the landscape 
of melanoma treatment. 

Dr Mia Hugo enlightens us on the unusual 
places you can get melanoma.
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BODY STRESS RELEASEBODY STRESS RELEASE

WHAT IS BODY STRESS RELEASE?
Body Stress Release (BSR) is 

a unique, gentle and non-invasive 
health profession that originated 
in SA over 30 years ago. It’s a health 
practice that limits itself to its own 
area of expertise: locating and 
releasing of body stress.  

BSR isn’t involved in diagnosis 
or treatment of any medical 
conditions, thus doesn't duplicate 
medical services. BSR has thus 
always enjoyed a co-operative 
relationship with medicine by 
receiving referrals from the medical 
fraternity who entrust their patients 
to us in a complementary role.

This complementary technique 
that works in co-operation with other 
forms of healthcare has a supportive 
role to play and may provide relief 
from pain and discomfort for those 
struggling with health challenges, 
ranging from mild discomfort and 
vague symptoms to diagnosed 
conditions. 

BODY STRESS OVERLOAD
BSR may enhance quality of 

life and is suitable for all ages, 
from young to elderly. Facing daily 
onslaughts of mental, emotional, 
mechanical and chemical stress 
may have a negative impact on 
your body as it was designed to 
handle some stress, but as stress 
accumulates over time, the stress 
overload becomes locked in. 

Stress may contribute to 
symptoms such as neck and 
back pain, pins and needles, 
postural distortion, muscle 
weakness, headaches or migraines, 
indigestion or heartburn, restless 
sleep, fatigue, numbness, stiffness, 
to name but a few.  

Body stress overload is a powerful 
factor that may undermine health 
and well-being in a myriad of ways 
and underlie and aggravate many 
health problems.  

WHAT HAPPENS IN A SESSION?
With the person lying down 

fully-clothed, the practitioner 
performs a series of pressure 
tests using the feet as a bio-
feedback monitor. Using a light 
but definite pressure in the 
indicated direction, releases 
the sites of body stress which 
may assist to improve and 
stimulate nerve communication. 

We often find that after a BSR 
session, clients report back that 
they had the best sleep ever, felt 
an emotional lightness, became 

aware of a greater mental clarity, 
or felt a surge of enthusiasm for life. 

Initially three sessions are 
recommended, for example: day 
1, day 4 and day 11. This allows the 
body to go through necessary 
adaptations as the body adjusts 
to lines of tension being released.

At your initial session, your 
practitioner will take a full medical 
history and during the consultation 
will also share how to sit, sleep and 
bend correctly thus working with the 
natural bio-mechanical design of 
the body. 

They will then guide you with 
regards to suggested intervals 
between sessions going forward, 
depending on individual case 
requirements. Maintenance sessions 
are usually looked forward to by 
committed clients who recognise the 
value of self-care, and we often find a 
close rapport and friendship develops 
between the emphatic practitioner 
and client over time. Should a client 
be too weak to visit their practitioner, 
they may enquire about house visits 
in the comfort of their own home. 

Kathy Heapy left the travel industry after 20 years’ service as she always 
had a yearning to work with people in a healing capacity. She currently runs 
a successful Body Stress Release practice in Midrand, Gauteng and looks 
forward to a continuation of a fulfilling and enriching future, assisting folk 
with a compassion and a sincere belief that BSR can offer hope in their world.
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MEET THE EXPERT

To find a dedicated BSR practitioner close to you, 
visit bodystressrelease.com

Kathy Heapy explains what Body Stress 
Release is and the benefits of this non-invasive 

complementary therapy.

C O M P L E M E N T A R Y  T H E R A P Y
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