TABLE 99-6 Tumor Markers
Tumor Markers
Hormones
Human chorionic
gonadotropin
Calcitonin
Catecholamines
Oncofetal Antigens
α Fetoprotein

Carcinoembryonic
antigen

Cancer
Gestational trophoblastic disease, gonadal
germ cell tumor
Medullary cancer of the
thyroid
Pheochromocytoma

Pregnancy

Hepatocellular carcinoma, gonadal germ
cell tumor
Adenocarcinomas of the
colon, pancreas, lung,
breast, ovary

Cirrhosis, hepatitis

CD30

CD25

Ovarian cancer, some
lymphomas
Colon, pancreatic, breast
cancer
Hodgkin’s disease,
anaplastic large-cell
lymphoma
Hairy cell leukemia,
adult T cell leukemia/
lymphoma

Prostatitis, prostatic
hypertrophy

Hepatitis, hemolytic
anemia, many others
Prostatitis, prostatic
hypertrophy
Infection, MGUS
Menstruation,
peritonitis, pregnancy
Pancreatitis, ulcerative
colitis
—

—

Abbreviation: MGUS, monoclonal gammopathy of uncertain significance.

Tumor markers may be useful in patient management in certain
tumors. Response to therapy may be difficult to gauge with certainty.
However, some tumors produce or elicit the production of markers
that can be measured in the serum or urine, and in a particular patient,
rising and falling levels of the marker are usually associated with
increasing or decreasing tumor burden, respectively. Some clinically
useful tumor markers are shown in Table 99-6. Tumor markers are
not in themselves specific enough to permit a diagnosis of malignancy
to be made, but once a malignancy has been diagnosed and shown to
be associated with elevated levels of a tumor marker, the marker can
be used to assess response to treatment.
The recognition and treatment of depression are important components of management. The incidence of depression in cancer patients
is ~25% overall and may be greater in patients with greater debility.
This diagnosis is likely in a patient with a depressed mood (dysphoria)
and/or a loss of interest in pleasure (anhedonia) for at least 2 weeks. In
addition, three or more of the following symptoms are usually present:
appetite change, sleep problems, psychomotor retardation or agitation,
fatigue, feelings of guilt or worthlessness, inability to concentrate, and
suicidal ideation. Patients with these symptoms should receive therapy.
Medical therapy with a serotonin reuptake inhibitor such as fluoxetine
(10–20 mg/d), sertraline (50–150 mg/d), or paroxetine (10–20 mg/d)
or a tricyclic antidepressant such as amitriptyline (50–100 mg/d) or
desipramine (75–150 mg/d) should be tried, allowing 4–6 weeks for
response. Effective therapy should be continued at least 6 months after
resolution of symptoms. If therapy is unsuccessful, other classes of
antidepressants may be used. In addition to medication, psychosocial
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Myeloma

Pancreatitis, hepatitis,
inflammatory bowel
disease, smoking

LONG-TERM FOLLOW-UP/LATE COMPLICATIONS
At the completion of treatment, sites originally involved with tumor
are reassessed, usually by radiography or imaging techniques, and any
persistent abnormality is biopsied. If disease persists, the multidisciplinary team discusses a new salvage treatment plan. If the patient has
been rendered disease-free by the original treatment, the patient is
followed regularly for disease recurrence. The optimal guidelines for
follow-up care are not known. For many years, a routine practice has
been to follow the patient monthly for 6–12 months, then every other
month for a year, every 3 months for a year, every 4 months for a year,
every 6 months for a year, and then annually. At each visit, a battery
of laboratory and radiographic and imaging tests were obtained on
the assumption that it is best to detect recurrent disease before it
becomes symptomatic. However, where follow-up procedures have
been examined, this assumption has been found to be untrue. Studies
of breast cancer, melanoma, lung cancer, colon cancer, and lymphoma
have all failed to support the notion that asymptomatic relapses are
more readily cured by salvage therapy than symptomatic relapses. In
view of the enormous cost of a full battery of diagnostic tests and their
manifest lack of impact on survival, new guidelines are emerging for
less frequent follow-up visits, during which the history and physical
examination are the major investigations performed.
As time passes, the likelihood of recurrence of the primary cancer
diminishes. For many types of cancer, survival for 5 years without
recurrence is tantamount to cure. However, important medical problems can occur in patients treated for cancer and must be examined
(Chap. 125). Some problems emerge as a consequence of the disease
and some as a consequence of the treatment. An understanding of
these disease- and treatment-related problems may help in their detection and management.
Despite these concerns, most patients who are cured of cancer
return to normal lives.

Chapter 99

Enzymes
Prostatic acid phosProstate cancer
phatase
Neuron-specific enolase Small-cell cancer of the
lung, neuroblastoma
Lactate dehydrogenase Lymphoma, Ewing’s
sarcoma
Tumor-Associated Proteins
Prostate-specific antigen Prostate cancer
Monoclonal
immunoglobulin
CA-125

Nonneoplastic
Conditions

interventions such as support groups, psychotherapy, and guided 473
imagery may be of benefit.
Many patients opt for unproven or unsound approaches to treatment when it appears that conventional medicine is unlikely to be
curative. Those seeking such alternatives are often well educated and
may be early in the course of their disease. Unsound approaches are
usually hawked on the basis of unsubstantiated anecdotes and not only
cannot help the patient but may be harmful. Physicians should strive
to keep communications open and nonjudgmental, so that patients are
more likely to discuss with the physician what they are actually doing.
The appearance of unexpected toxicity may be an indication that a
supplemental therapy is being taken.2

SUPPORTIVE CARE
In many ways, the success of cancer therapy depends on the success
of the supportive care. Failure to control the symptoms of cancer and
its treatment may lead patients to abandon curative therapy. Of equal
importance, supportive care is a major determinant of quality of life.
Even when life cannot be prolonged, the physician must strive to preserve its quality. Quality-of-life measurements have become common
endpoints of clinical research studies. Furthermore, palliative care has
been shown to be cost-effective when approached in an organized
fashion. A credo for oncology could be to cure sometimes, to extend
life often, and to comfort always.
Pain Pain occurs with variable frequency in the cancer patient:
25–50% of patients present with pain at diagnosis, 33% have pain
associated with treatment, and 75% have pain with progressive disease.
The pain may have several causes. In ~70% of cases, pain is caused by
the tumor itself—by invasion of bone, nerves, blood vessels, or mucous
Information about unsound methods may be obtained from the National
Council Against Health Fraud, Box 1276, Loma Linda, CA 92354, or from the
Center for Medical Consumers and Health Care Information, 237 Thompson
Street, New York, NY 10012.
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