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Innovations in Integrative Cancer Care 
Guest: Sharon Gurm, ND, FABNO 

The contents of this presentation are for 
informational purposes only and are not intended to 
be a substitute for professional medical advice, 
diagnosis, or treatment. This presentation does not 
provide medical advice, diagnosis, or treatment. 
Always seek the advice of your physician or other 
qualified health provider with any questions you 
may have regarding a medical condition. 

Ryan: Welcome back to The Anti-Cancer Revolution 2, everyone. I am Ryan 
Sternagel of The Stern Method. And in this session, we have with us Dr. 
Sharon Gurm, who has been a practicing naturopathic physician since 2005. 
Her academic journey began at The University of BC, where she completed her 
bachelor's in cell biology and genetics and was a member of the varsity field 
hockey team. 

During that time, she was appointed to a five-year clinical research position at 
the BC Cancer Agency mentored by some of the top oncologists in the country. 
In 2005, Dr. Gurm received her doctorate of naturopathic medicine from the 
Canadian College of Naturopathic Medicine.  

Following that, she completed a fellowship in the naturopathic oncology to 
become a naturopathic oncologist according to the standards of the American 
Board of Naturopathic Oncology, FABNO. We've had just a few folks from that 
organization on. We're glad to have them. 

Dr. Gurm is also board certified in intravenous therapies, chelation therapy, 
oxidative therapy, medical grade hyperbaric oxygen, and holds prescriptive 
authority in BC. In 2007, she founded Port Moody Health Integrative Medicine 
& Cancer Care, a multidisciplinary collaborative healthcare center with 
visitors from around the globe. 
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The clinic offers the most advanced and progressive health Canada approved 
medical therapies, including local-regional hyperthermia, HBOT, 
photodynamic therapy, and photobiomodulation. The team consists of 
physicians, nurses, nutritionists, a Reiki Master, and an empowerment coach, 
and support staff.  

Dr. Gurm has presented at several conferences, including the International 
Society of Laser Applications Conference, Oncology Association of 
Naturopathic Oncology, and Health Masters Live. 

She is a clinical professor and curriculum director of the oncology program at 
the Boucher Institute of Naturopathic Medicine. I hope I said that right, 
teaching naturopathic medical students the foundations of integrative 
oncology. 

She also engages in mindfulness and meditation practices and maintains a 
high level of physical fitness with CrossFit, running, and yoga. You can see it. 
Dr. Sharon Gurm, welcome to The Anti-Cancer Revolution 2. How are you 
today? 

Dr. Gurm: Thanks, Ryan. I'm doing great. Happy to be here. 

Ryan: Yeah. I'm happy to have you. Yeah, like I've noted in several of these 
presentations now, the Oncology Association of Naturopathic Physicians 
(OncANP) is—— Generally, we get emails every day asking where do I start? 
And I always tell them to go to the OncANP website and see if they're lucky 
enough to have a practitioner in their area, or if not, work with one of you 
guys remotely. 

But that being said, long-winded way of speaking of OncANP, I came back 
from last year's conference — well, this year's conference, I guess — and you 
were, yeah, by far my favorite presentation there, and I was most excited out 
of anybody I wrangled at that conference — don't tell the others — to get you 
on here. 

So yeah, I'm glad we made it happen. I just read your professional bio and all 
that, and I'm excited for this presentation, but before that, anything else in 
particular, besides the CrossFit and the yoga you'd like folks to know about 
yourself and always I like to ask what got you into cancer in the first place? 

Dr. Gurm: Yeah. Well, I'm a mom too, so I have a nine-year-old daughter. I'm 
a mother and a wife. And she keeps me on my toes, spinning lots of plates all 
day long and like owner of a clinic and educator, a physician, and trying to be 
an innovator in the field as well. And to answer your question about what 
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really got me interested in oncology, I have to say this has always been a 
calling for me. 

When I was a young child, I was probably in grade four when I first recall 
reading a book about cancer and being so interested in this field of oncology 
that I just couldn't stop learning. I couldn't stop learning about it. And so I 
really can't say specifically that there's was no family history of cancer. There 
was no personal experience that I had with the disease or nobody close to me 
who had the disease. 

But I just knew when I picked up that first book on cancer how interested I 
was in the science. And then so engaged in the emotional turmoil of what 
patients were going through as they were dealing with this diagnosis and 
going through the treatments that I just knew I had to play a part. I had to 
give to this somehow. And so I knew I was going to be a doctor. It was always 
on that train and on that track. So I started, as you mentioned, and as you 
read in my bio, I was part of a five-year clinical trial, clinical study at the BC 
Cancer Agency. 

I was a clinical associate while I was completing my undergraduate degree at 
UBC, at The University of British Columbia. And it was a phenomenal 
opportunity for me to appreciate firsthand what hands-on bedside cancer care 
looks like. And it was through that experience that I realized there's so many 
gaps in cancer care and conventional cancer care, and there has to be more 
that we can deliver to patients. 

And I knew that I needed to be part of that line of oncology providers that 
pushes the envelope forward so that we can provide even better care for 
patients. So drug therapies, radiotherapy, surgery certainly has its place. A 
big part of it is there are pillars of cancer care, but there's so much else that 
we can be doing to optimize those outcomes and also improve the quality of 
life of the patients. 

So that's really what led me then into naturopathic medicine and through 
naturopathic medicine and being introduced to naturopathic oncology. I knew 
that was where I could serve patients in the best possible way. So a long-
winded way of answering your question, but that's actually the short version. 

Ryan: A calling since elementary or grade school. Man, I haven't heard that 
one yet. 

Dr. Gurm: Yeah, honestly, I mean, looking back, that's how it all started. It's 
quite interesting for me. 



 4 

Ryan: Well, my son right now he's seven, and he's doing—— I don't know. 
He's obsessed with like spiral graphs and knowing exactly how tall things are. 
And we got him this book of all sorts of different cathedrals, and he's like 
obsessed with just looking at the designs of the cathedrals and everything and 
wants to measure everything. And so, yeah, I think I know where he's headed. 

Dr. Gurm: He may be an architect or an engineer. That's interesting. I think at 
that age, you start to really kind of dial into what your interest is and what 
your calling is if you're aware enough. And like your son, he's hyper-aware. So 
this will be interesting when we have our conversation 15, 20 years from now. 
We'll be able to see if, in fact, he was an architect or an engineer. Yeah. So I 
will dive into the presentation now if that's okay with you. 

Ryan: Please do. 

Dr. Gurm: With the interest of time here. So the topic of today's lecture is 
Innovations in Integrative Cancer Care: Combining Photodynamic Therapy 
and Modulated Electro-hyperthermia with a Multi-Modal Cancer Treatment 
Strategy. So this is similar framework to what I presented at the OncANP, the 
Oncology Association of Naturopathic Physicians conference just this past 
year, earlier this year. 

I altered some of the information because that was for medical, primarily 
intended audience of medical professionals. And now I understand this 
audience, Ryan, is more a mix of medical professionals and a public audience, 
patient audience. And so, I really want to make sure that the information is 
digestible in that format. 

So the outline of the presentation, we're going to start with a discussion 
around photodynamic therapy in cancer treatment. So I'll explain what that is 
from a mechanistic standpoint as well as what the clinical application for 
photodynamic therapy is at present. 

And then, I'll also describe modulated electro-hyperthermia in cancer 
treatment. And again, talking about the mechanism and the clinical 
application, and then I'll get into the basis and application of the combination 
of these treatments, which is really where my sort of innovative approach 
aligned. 

And so, the merging of photodynamic therapy and local-regional electro-
hyperthermia is where I felt there was an unmet need to discover what the 
combination of this therapy can do. And I saw an opportunity with the 
similarities between these two really amazing technologies in cancer care that 
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are very noninvasive. And so, I'll also describe how I applied that in a few of 
the cancer cases that I'm going to share with you today. 

So we'll do that at the end and talk about some of the research and science 
around that as well. So starting with the cancer treatment with photodynamic 
therapy, the photodynamic therapy isn't a new concept. So it was discovered a 
hundred years ago, and it's been well-studied for cancer care as well as for 
non-cancer disease, such as infectious disease. 

So it has a very strong role in treating microbial infections, difficult to treat 
infectious disease, such as Lyme disease and various other infectious-driven 
pathologies. Of course, we're speaking about this more for malignant disease, 
for cancerous conditions. And so, we will stick with that. So what it involves is 
the use of a photosensitizing agent. 

So this is some kind of a drug or natural substance that is light sensitive. It's 
activated by a type of visible light. So depending on the type of photosensitizer 
that it is, there'll be a specific light wavelength that will then activate that 
photosensitizer. So once the photosensitizer has been retained in tissue, in 
cancerous tissue, a light therapy is introduced in the presence of oxygen. So 
in the presence of oxygen and light, the photosensitizer will then become 
excited. 

And in that excited state, it generates reactive oxygen species. And this is a 
type of molecular phenomenon that actually creates damage to the cell. So in 
the case of cancerous cells, this is what we want. This is the basis of a lot of 
chemotherapy as well as radiation therapy. But the really neat thing about 
photodynamic therapy is that it's selective. 

If it's only absorbed by cancer cells, which it is, then in the cancerous tissue, 
it's only going to create reactive oxygen species without harming the healthy 
cells around the tumor or around the cancer cell. So it's very selective, which 
makes it quite appealing as we want therapies that are not going to have a 
significant amount of collateral damage and be very selective in the process as 
we're applying this. 

So when that reactive oxygen species is created, as I mentioned, there's 
damage to the cell membrane, and that damage then also stimulates an 
immune response. So there's the added benefit of not only killing the cancer 
cells but also initiating an immunogenic reaction, and as well, there's an 
opportunity for that reaction to also have anti-vascular effects. 

So it actually compromises the vasculature of tumors, which is also quite 
advantageous. So you can see it has many layers of treatment as well as if 
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there is infection amongst the presence of the cancer, the photodynamic 
therapy has the opportunity to actually treat the infection as well. So it's 
really, as I mentioned, very layered in terms of its application. So there are 
many—— 

Ryan: So your immune response deal—— Is that just kind of the principle 
that the cancer cells are able to evade the immune system and all that, but 
then if you're able to kill a couple, then it can kind of see that it's not self-sort 
of thing and recognize it from there, or is it some other mechanism of 
activating the immune system? 

Dr. Gurm: We're still elucidating what those immunogenic type of reactions 
are, mechanisms are, from photodynamic therapy in cancer, but to your point, 
yes, it is driving an immune reaction that allows the immune system to then 
recognize that this is non-self, that this is a non-self-pathology. And so as a 
consequence, then there's recruitment of various immune cells, macrophages, 
neutrophils to the area. 

So, it's a very controlled type of inflammation that then allows for the 
recruitment of those immune cells to the site of the tumor and where the 
reaction is taking place. And that then initiates a broader systemic 
immunogenic reaction. So it creates that ideal immune state that we want, 
where yes, the immune system can now start to recognize this cancer. 

Ryan: Very good. 

Dr. Gurm: So, there are many approved photosensitizing agents. There are 
topical agents like 5-Aminolevulinic acid, which has a long history of use for 
actinic keratosis, which is a precancerous condition of the skin and also for 
basal cell carcinoma. So actinic keratosis can transition to a cancerous 
condition called basal cell carcinoma. And so, we know that 5-Aminolevulinic 
acid is that photosensitizing agent, one of the photosensitizing agents that can 
be used to treat that. 

And then, photodynamic therapy with light therapy is then part of that 
process. There are many other ones. There's Photofrin; there's Chlorin E6. 
One of the challenges we have with the photosensitizing agents is that they 
are not often retained in the cancerous tissue. So the ideal photosensitizing 
agent would have low toxicity. 

So, it would be very nontoxic to healthy tissue, and it would have selective 
uptake by cancer cells and as well would be retained. And so I like the 
chlorophyll-based, natural-based substances. So there's one called 
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Indocyanine Green or ICG, we call it for short. Now, ICG has a long history of 
use and current use in diagnostics. 

So, it's used in retinograms and kidney function type of imaging. And so we 
know that it's very safe, but in order to be retained, it needs to be complex 
with a liposomal or nanoparticle type of adjuvant. So the type of Indocyanine 
Green that I've had experience with is the nanoparticle in the liposomal form. 
This photosensitizing agent is then activated by light in the 810-nanometer 
range of infrared. 

So, the infrared laser light is what is required to then create that full dynamic 
process and stimulate cell apoptosis and that immunogenic reaction and the 
anti-vascular effects of photodynamic therapy. What's really interesting, too, is 
that there are several chemotherapeutic agents that have photosensitizing 
properties. So there's 5-FU based therapies that are photosensitizing. 

And so, if UV light is applied while a patient is receiving 5-FU to the specific 
targeted area, so where the lesion, the cancerous lesions resides, then that UV 
light can activate the 5-FU and create that photodynamic therapy reaction. So 
that's really interesting. There's also cisplatin, paclitaxel, doxorubicin, and 
mitoxantrone. So there's several different chemo agents that we can actually 
augment with photodynamic therapy with light-based application. 

So many patients, as you know, Ryan are on these types of chemotherapies 
for various types of cancers. And so it makes sense then to leverage the 
current treatment plan that they're on and actually augment that treatment 
with photodynamic therapy and create an immunogenic response at the very 
least if not augment the amount of cancer apoptosis that we can achieve. 

Ryan: Yeah. Like from a practical standpoint, is that are people getting that 
like in an integrative clinic that delivers both chemotherapy and light therapy 
or are there people just in their conventional oncologist chair getting chemo 
infusion with like a laser wristwatch or something and then just blasting 
themselves. How are people utilizing that? 

Dr. Gurm: It should be very controlled in a clinical setting. So in our case, we 
don't provide chemotherapy infusions at the clinic. So most of our patients are 
receiving their chemo infusions at the cancer agency or at a hospital nearby. 
And so, if for instance, they have a rectal tumor, so just as an example, if they 
have a rectal tumor and they're on a type of chemotherapy that is light 
sensitive, then we can apply by a fiber optic inserted into the rectum that 
photodynamic process. 
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So, they're receiving their chemotherapy. It doesn't have to be at the exact 
same time that the light therapy is applied because chemotherapies have 
retention. 

Ryan: It sits in there for a while. Yeah. 

Dr. Gurm: That's right. Yeah. It's in there for a while and say it's a 5-FU based 
chemotherapy that's oral like Xeloda, Capecitabine, then that chemotherapy 
they're receiving every day for usually 14 days, and then that's every 21 days 
is a new cycle. And so, there's opportunity to then strategize and apply the 
treatment. It doesn't have to be in the hospital setting. So there's ways to take 
advantage of that. Yeah. So that's often what we do. 

So, when we're infusing a photosensitizing agent, that photosensitizing agent 
when given IV, it's flushed through the entire system, but it's selectively 
retained by the cancer cells. So, if it's a good photosensitizing agent, it has the 
criteria that we want, like a liposomal or nanoparticle form. So in the case of 
Indocyanine Green, that's liposomal or nanoparticle, we're going to get that 
tumor retention of the photosensitizing agent. And then within one to three 
days post-injection, we're applying the light therapy. 

So, when we're applying the light therapy, just to summarize what the anti-
tumor effects are, we've discussed them already, it stimulates apoptosis, it's 
anti-angiogenic, there's recruitment of inflammatory cytokines that then lead 
to activation of that immunogenic response. So there are many layers of 
reaction that take place that are all really desirable. 

I mean, an agent and a treatment that can achieve all of that, it checks all the 
boxes when it comes to tumor treatment, but in most cases, it's meant to be 
used as part of a treatment strategy with chemotherapy or with radiation, 
especially once cancer has spread. But in a very like small localized type of 
cancer, we can usually keep it pretty simple in terms of application of 
treatments. We don't have to have multiple different treatments like 
photodynamic therapy, chemotherapy radiation, but it all depends. It's on a 
case by case basis. 

So, there are many approved uses for photodynamic therapy in the US and in 
Canada. So it's approved in the treatment and management of esophageal 
cancer just as a standalone therapy, as well as for non-small cell lung cancer 
if the cancer is localized as well as gastric cancer, cervical cancer. And for 
many precancerous lesions, we have approval like for Barrett's esophagus as 
well as the actinic keratosis, which I mentioned earlier, in precancerous oral 
and gynecologic lesions such as the HPV driven cancers. 
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And there are ongoing clinical trials on PDT for cancers of prostate, brain, 
intestine, and several others. So, as I mentioned earlier, I kind of alluded to 
this that there are some limitations of photodynamic therapy, and I think it's 
really important that we appreciate how to apply the photodynamic therapy 
and when it's appropriate. 

So, it's not useful as a monotherapy, as a single treatment for large tumors or 
in the metastatic setting when cancer has spread to other sites. So that's 
really important to keep in mind. The application of photodynamic therapy we 
should be very selective with the patients that we use this for. In terms of the 
short-term side effects, there can be some photosensitivity, which is a reaction 
to the photosensitizing agent. It's brief. 

The extent of that photosensitivity reaction depends on the type of 
photosensitizer used. With the ICG based ones, it's pretty minimal, so it's not 
too bad usually for about a week post-treatment. They need to take 
precautions in terms of wearing sunscreen and protective clothing to minimize 
their skin exposure to the sun. 

And there can be site-specific treatment-related reactions that are usually 
transient like skin irritation. So other than that, there's really not much else 
in terms of the side effects, but the benefits, on the other hand, are 
tremendous.  

So there's selective uptake, as I mentioned, which means there's not going to 
be a lot of toxicity systemically. It's low invasiveness, and compared to 
standard chemo and radiation, in many cases where we can apply 
photodynamic therapy appropriately, it has less long-term morbidity 
compared to what we would see with standard chemotherapy and radiation, 
some of those more invasive type of techniques. 

And also, it can be used as a palliative modality. So this is a situation where 
say we have cancer that is obstructing, causing rectal or anal stenosis and 
causing an obstruction somewhere like in an airway, the photodynamic 
therapy can be applied to quickly resolve that and shrink that tumor and 
resolve that obstruction without say surgery which is commonly used or 
radiation. And it can be repeated and combined with other therapies. 

So unlike radiation, where you can only use radiation once in that tumor field, 
most of the time, because of the compounding radiotoxicity, the photodynamic 
therapy doesn't have that kind of toxicity. So we can actually repeat the 
treatment on the same tumor field, in the same area without that collateral 
damage or concern for toxicity. 



 10 

So that's really exciting with photodynamic therapy as well, and it can be 
combined with surgery, radiation, chemotherapy. So it's really emerging as a 
very promising treatment alone or in combination with other therapies. So 
there's lots of different ways we can go with photodynamic therapy, and I 
think it's important for patients with cancer to explore this option, see if it's 
right for them. So now, just moving on to cancer treatment with modulated 
local-regional electro-hyperthermia, I want to spend some time talking about 
this. 

So hyperthermia is a principle of heating a part of the body or the whole body 
above normal for a defined period of time. So that's the basic definition for 
hyperthermia. There's several different types of techniques and technologies 
that can be used. They have variable performance. The one that has the most 
robust clinical data and most reproducible results is the coupled-capacitive 
electro-hyperthermia. 

So this is a technology such as the Oncotherm EHY-2000. That's the one that 
I use in my clinic. So not promoting that type of hyperthermia at all, but that 
is the only Health Canada approved electro-hyperthermia device. And with 
that device, we know that we can achieve selective heating of the tumorous 
tissue, cancerous tissue to a target temperature, which is that 40 to 45 
degrees Celsius. 

So we're really heating up those tumors tremendously with hyperthermia. As I 
mentioned, the outcomes are reproducible and clinically validated, and it also 
has the highest safety profile. So safety is really important with hyperthermia. 
There are many different hyperthermia technologies out there that can cause 
burns and cause damage to healthy tissue. The coupled-capacitive electro-
hyperthermia is selective in targeting only malignant cells. And so, again, like 
photodynamic therapy is that selectivity that we're really interested in that 
makes this such an incredible therapy for cancer care. 

Ryan: I don't know if this is an easy answer or not, but you mentioned 
heating the whole body up, and then you also mentioned selective heating of 
the tumor. So you're heating the whole body up, but then it's somehow 
selectively heating the tumor up even more? 

Dr. Gurm: Yeah, that's a good question. And thank you for raising that point 
because what I was referring to is the sort of the umbrella term of 
hyperthermia, what falls under that umbrella. There's whole-body 
hyperthermia, and then there's a local-regional hyperthermia. So in my 
practice, I'm using local-regional hyperthermia. Whole-body hyperthermia is 
not an approved use in Canada, in the US, or the US, but it is approved in 
Germany. 
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And so, they have whole body. So whole body is a different concept. Whole-
body is where you're creating a systemic reaction to get the body into a fever 
range, whereas local-regional is targeting only the tumor sites. 

Ryan: Okay. All right. I'm looking at your slides. Coupled-capacitive electro-
hyperthermia that is local-regional? 

Dr. Gurm: That's local-regional, correct. Yeah. So if you're following along with 
the slides, you'll see an image of a diagram depicting a patient lying on a table, 
and there's two electrodes. There's one placed above the patient in the area to 
capture where the tumor is. Let's say it's an abdominal pancreatic tumor, for 
instance. And then, the mobile electrode is placed over that region. 

There's a counter electrode on the bottom of the table. The device itself has a 
counter electrode embedded in the medical table. And when the device is 
turned on, there's an electro-frequency that's emitted. And that electro 
frequency creates then the electric field, and the electric field then generates 
many electrical changes specific to the tumor. So it's a specific frequency that 
only targets cancer cells. So the specific frequency is 13.56 megahertz. 

So that's where that selectivity comes in. So there's very little damage, if any, 
to normal, healthy tissue. And that's why during the treatment, the tumor is 
heating up considerably, but the patient isn't feeling that heat. And that's 
because of the specific properties of the cancer that we are taking advantage of 
and manipulating with this technology. 

And so, yeah, it's really exceptional. So I've been using hyperthermia at my 
practice longer than I've been using PDT, photodynamic therapy. I can 
honestly say this is a game-changer for a lot of my patients receiving 
treatment because, as I can now go into, sort of what the effects are of 
hyperthermia. It's sensitizing the cancer cells to the effects of chemoradiation 
and targeted therapy. So there are specific vascular and cellular effects taking 
place when we're applying the hyperthermia. There's an increase in blood flow 
to the tumor. 

So when patients are receiving chemotherapy, we want to apply the 
hyperthermia usually as soon as possible after the chemo infusion. So trying 
to get patients in ideally on the same day, so we can then apply the heat to the 
tumor sites. And when we do that, there's targeted uptake of that drug into 
the tumor sites. So there's also less chemo that's floating around in the body 
to cause damage to healthy tissue. Does that make sense? 

Ryan: Yeah. 



 12 

Dr. Gurm: So it's really incredible. Now, with radiation, when we apply the 
hyperthermia after radiation or before radiation, there's also radio 
sensitization occurring because we're creating some damage to the cancer 
cells and we're also increasing the oxygen content of the tumor using 
hyperthermia, and in doing so, it creates the ideal environment for radiation to 
work. So it doesn't add extra toxicity on top of what patients would already be 
receiving from the radiation, but it does increase the capture of the cancer 
cells. 

So, it makes that cancer therapy much better when we're using it with 
hyperthermia. So, it's really fascinating. I wish we had more time to actually 
dive into and drill down into all the mechanisms of hyperthermia. It is such a 
fascinating subject matter. It also creates, elicits a tumor immune response. 
So, this device actually holds a patent as an in-situ tumor vaccine. 

Because of the science behind the actual immunogenic and tumor-specific 
response, the device was awarded a patent as a tumor vaccine. So there we 
have more of a systemic effect of this local-regional treatment, but we also 
have something that is going to then help create memory, immune memory so 
that when we have a patient in remission, we achieve longer remissions and 
greater disease-free survival because they're less likely to have a recurrence or 
that recurrence-free interval is much longer in our patients who underwent 
hyperthermia with their active treatment, so really exciting stuff from the 
hyperthermia.  

I just want to talk about a few things related to the apoptosis induced by the 
modulated electro-hyperthermia. There's extracellular and intracellular 
changes. So, across the cell membrane of the cancer cell, there's heat, there's 
an influx of—— There's a constant heat flow, and that drives sodium and 
water into the cell, which can elicit the apoptotic effect. 

So, it's a very, like almost gentle apoptosis that's created. It's not chemically 
driven. And this is just the hyperthermia itself inducing apoptosis without 
chemotherapy. But ideally, we want to add some chemo or some targeted 
agents to enhance the effect.  

And there's also a reconnection of some transmembrane proteins between the 
cells. So when those intracellular connections are restored, the cancer cells 
stop behaving autonomously, and those intracellular connections with the E-
cadherins, beta-catenins, those then stimulate an intrinsic apoptosis reaction. 

So that's a stimulus for intrinsic apoptosis. So there's lots of different changes 
that happen with cancer cells when we're applying hyperthermia. And it's just 
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really exciting. It makes some monumental differences in our cancer patients 
and their treatments.  

So now, if we just treat with heat, studies have shown that the heat itself 
doesn't have these changes. And I think that's really important to recognize. 
It's the combination of the electric field effect from the modulated electro-
hyperthermia and the heat and the coupling of those two mechanisms that 
actually lead to cancer cell death. 

Ryan: Every time I was researching anything for my son going through it, I 
was looking for the biggest bang for my buck in terms of things that had 
depth, multiple mechanisms of action, and that sort of thing. And both the 
lasers and the photodynamic therapy and the hyperthermia, it's a lot of stuff 
going on there. Yeah. 

Dr. Gurm: There is, and it's not only the apoptosis and anti-vascular effects 
and focused targeted uptake of the drugs. There's the immunogenic reaction. 
Whenever we can elicit an immunogenic reaction, that's a huge win because 
with all the research, current research in immunotherapies checkpoint, 
immune checkpoint inhibitors, and the combination of using chemotherapy 
with immune checkpoint inhibitors, radiation with immune checkpoint 
inhibitors, we're also recognizing that low dose radiation can achieve an 
immunogenic reaction. 

So layering hyperthermia photodynamic therapy strategically with those types 
of therapies means we can achieve a very strong, potentially trigger a very 
strong immunogenic reaction. And that's really powerful in cancer as we're 
learning and as I'm seeing in my clinical practice. 

Ryan: Very cool. 

Dr. Gurm: Yeah, super cool. So then having this exposure to photodynamic 
therapy and having a long time use of hyperthermia in my practice, I then 
wonder what happens if we combine the two. So I started looking to see if 
there was any research in this area of hyperthermia and photodynamic 
therapy. Their mechanisms are different, but they are seemingly quite 
complementary and synergistic. 

So, they're both thermal-based therapies, but they have different effects as 
well. And so, what happens if we were to combine the two? So, we looked at 
the research to see if there was anyone investigating the combination 
approach. And I came across some in vitro, in vivo studies suggesting that the 
anti-tumor effect of photodynamic therapy is enhanced by the addition of 
hyperthermia. 
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So that then delivers a maximum cytotoxic effect. So cytotoxic meaning it's 
toxic to the cancer cells or killing more cancer cells. And there's also more 
anti-vascular impact from the combination of those two treatments, as well as 
if we were to layer that add-on a pharmaceutical targeted agent that has anti-
vascular properties or botanicals that have anti-vascular properties. 

As well, there's an enhanced tissue oxygenation that improves the advocacy of 
photodynamic therapy, which we can achieve with hyperthermia. And we can 
also achieve with hyperbaric oxygen therapy and those types of oxidative 
treatments. 

So, I came across a study by a Kelleher and others that was published in 
2003. And they looked at the change in tumor volume and other changes like 
hemodynamics and oxygenation and metabolite concentrations with 
photodynamic therapy alone, hyperthermia alone, and then also with the 
combination of the two, so really exciting study. 

So, the primary endpoints were the change in tumor volume. So that's what 
they were most interested in, but secondarily they measured perfusion and 
hemodynamics and tumor oxygenation and metabolite concentrations such as 
ATP. Now ATP then being sort of a surrogate marker for the metabolism of the 
cancer. So, if ATP is depleted, then we know that there is less activity, less 
metabolic activity of the cancer. So what were the outcomes? 

Well, the animals that were treated with hyperthermia alone had tumor 
inhibition greater than photodynamic therapy alone, but it was a combination 
that really packed that powerful punch. That's where we saw the greatest 
amount of tumor inhibition, and secondarily, there was better vascular 
perfusion and oxygenation to the tumor, and the treatment with hyperthermia 
depleted the ATP, but there was even greater ATP depletion with that 
combination. 

So that was really exciting for me to find that study. So then I looked at, well, 
what else is out there in terms of the research? And last year, there was a 
Japanese study that looked at the impact of hyperthermia on photodynamic 
therapy and same thing.  

They found that hyperthermia and photodynamic therapy has a greater 
combined effect, not just on cancer cells but cancer stem-like cells. So here 
we've entered another very important point, which is that the cancer stem 
cells are the ones that, Ryan, I'm sure you're aware of, and many people in the 
audience are probably aware of. 
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These are really tricky cells to treat. They are often chemoresistant, radiation-
resistant; they can be resistant to targeted therapy. Those are the bad guys 
that come back to cause a recurrence when we even have a remission. So we 
want therapies that are going to actually target the stem cells. And so in this 
research, they found that it was hyperthermia and photodynamic therapy 
combined that helped treat the cancer stem cells. So that was really exciting 
to note that finding in the study. 

Ryan: That's huge. Yeah. They've been mentioned a time or two throughout 
this event. Yeah. 

Dr. Gurm: Well, I'm glad to hear that because it really is an area where 
obviously in conventional oncology, there aren't any treatments that are 
spoken about that can treat cancer stem cells. And yet we all recognize that 
this is important, and we need to develop therapies and integrate therapies 
that can treat the cancer stem cells. And really like in naturopathic oncology, I 
think that's the only place where we're going to find those answers at least 
right now. 

There's no drug that we know of that's going to treat cancer stem cells. So 
moving into now our case studies, so putting it all together. I want to talk 
about these two cases. I chose two cases to talk about. One is an anal 
squamous cell carcinoma, where we applied the photodynamic therapy 
externally. 

And case two is a localized prostate cancer — lots of prostate cancer out there. 
And so, this is a very common one. And I wanted to talk about the application 
of photodynamic therapy and hyperthermia for localized prostate cancer. This 
is a different approach. It's a trans-urethral, transrectal photodynamic 
approach.  

So we're actually applying the fiber optic not directly into the tumor, but 
around the tumor, but because of where the prostate sits, we have to have a 
way of getting into that cavitary location. 

And so, we use very much like a urinary catheter approach. We're using that 
to thread the fiber optic into the area where we need it. And also, trans-
rectally is another way. So via the rectum, we can insert a fiber optic and 
achieve the photodynamic therapy effect. 

It's certainly a lot less invasive than some of the other therapies out there for 
prostate cancer. So we'll start with the anal squamous cell carcinoma. So this 
was a 60-year-old female who I saw. Now, prior to visiting me, she had already 
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seen her medical oncologist and a radiation oncologist. So she had a diagnosis 
of a squamous cell carcinoma of the anal verge. 

So right quite visible at the verge of the anus. So, it was quite visible, easy to 
locate. The MRI that she had on July 17 in 2018 demonstrated a 3 by 1.7 low 
anal lesion. There was no concerning lymphadenopathy, so it was very 
localized. There was no evidence of any lymphatic spread, and CT chest, 
abdomen, pelvis did not demonstrate any evidence of any metastatic deposits 
anywhere else. 

She had a colonoscopy and a biopsy that confirmed the diagnosis of an 
invasive squamous cell carcinoma. That was also HPV driven. So, we knew 
that this was also viral driven. So anytime we have something that is viral 
driven, it tends to be a little bit more aggressive, and also, the risk for 
recurrence and other types of secondary malignancies are a little bit higher. 

So, when I first saw her August 20th, 2018, and I always like to outline the 
goals of care in my first visit. So, this is really important as a provider. What 
our goals are and what the patient's goals are maybe different. And we need to 
create that concordance between our goals of care. And so, I really like to 
understand who that patient is, what is important to them, and then make a 
decision or have a discussion about the options based around those 
preferences. 

So, her goals of care were number one; she wanted to avoid surgery. So, she 
had been told that she would require chemoradiation, so chemotherapy and 
radiation at the same time. And then, after that, she would probably require 
surgery because it's unlikely given the size of the lesion and the type of lesion, 
unlikely that there would be a complete response with just chemoradiation 
alone. 

So, in the consequences of having surgery, she would likely lose—— There's 
no way that anyone would be able to preserve the functioning of the anal 
sphincter. So as a result, she would have fecal incontinence, which would 
have significant impact on anyone's quality of life, but in particular, with this 
patient, she was a long-distance runner. 

So, marathon running and competing in marathons was a big part of who she 
was and really important to her. Again, like when we're going through that 
initial consultation with patients, when I'm going through that initial 
consultation, I need to know what's really important to them so that we can 
curate the best possible plan based on that. 
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So, she wanted a second opinion about her proposed treatment plan. She was 
going to receive chemoradiation, as I mentioned, with two specific chemo 
agents. So, one is Mitomycin C, and Xeloda is the other one. Xeloda is oral 
Capecitabine.  

So, the Mitomycin C is an infusion that she would receive at the start of the 
treatment course and then again at the end of the radiation treatment. The 
Capecitabine would be taken once daily throughout the duration of the 
radiation, and she wanted to really focus on optimizing her physical and 
psycho-emotional health as she went through the treatment. 

She was already feeling quite anxious since the time of the diagnosis, which is 
understandable. A lot of patients feel that way and experience that anxiety. 
And so, it's important we support them in that area and probably Ryan, you've 
had some speakers touch on this subject as well, but the impact of stress and 
anxiety and depression on the immune system is tremendous. 

And so, it's really important that holistically, we look at all those variables and 
the impact that's having on patients and give them tools and strategies to 
address that. If we ignore that, then we're ignoring a big piece of their 
treatment and a big piece of their health and overall outcome. And then she 
also wanted to talk about supportive care generally during chemoradiation. 

So, with all that in mind, we talked about what her options are first after—— 
Actually, let me backtrack a little bit. I want to talk about the physical 
examination. So, this woman, as I mentioned, she's 60. She looked much 
younger than her stated age. So, we're talking about a very young 60-year-old, 
very healthy, very lean, very fit. 

Ryan: If she's running marathons, it's good. 

Dr. Gurm: Absolutely, yeah. She loved running. That was very clear. That was 
a big part of what she loves to do. And this tumor on physical exam now 
measured 4 by 2. So, it had grown considerably since that July MRI. So from 
July to my examination in August, I'm looking at a much larger tumor, and 
also, the tumor had another infection. It had become ulcerated. It was 
fungating. 

So, we were dealing with a much bigger problem here, and there was 
significant anal stenosis. So, I couldn't even perform a digital rectal exam to 
appreciate whether or not there was extension of this tumor into the rectal 
canal, anal canal. So, I just had to do visual inspection at that time because 
the digital rectal exam would have caused far too much discomfort for her. 
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And there was a rash that was related to the fungus in and around the skin in 
the area. So first we talked about, okay, let's improve your well-being. Let's 
resolve that fungal tumor infection prior to commencing your chemoradiation. 
We had time, and this is really important.  

When patients come and see me early on, especially before they start their 
treatment, if I have a few weeks to a month before they actually start their 
treatment, that's an ideal situation because then I can work on improving 
their health parameters and getting them ready for their active treatment and 
having them in the best possible position to receive those treatments with the 
best possible outcomes. 

So, we started her on some IV therapy that consisted of IV vitamin C and IV 
artesunate, which is a good antimicrobial, and IV Viscum album, which is 
European mistletoe, to augment the immune effects of our treatments. And I 
also placed her on some dietary supplements that included anti-candida 
formula and B6. 

So really important as a side note, when patients are going to be on 
Capecitabine, one of the common side effects is hand-foot syndrome, and we 
can prevent hand-foot syndrome in most patients very easily just by giving 
them B6, 50 milligrams three times a day, and getting them started on that 
before they start chemotherapy and continuing that B6 vitamin 
supplementation throughout the duration of their chemo. 

It has to be about 150 milligrams daily dose in divided doses per day. So that's 
really important. So about a month, less than a month into our first visit, she 
was feeling less anxious. And she was feeling more rested, and the rash had 
resolved by about 80%. 

And probably she was feeling less anxious because she had a plan. She had 
support. She knew that I was there to support her, and that carries a lot of 
therapeutic value in and of itself. Just for patients to know that they are 
supported, they are being taken care of. Somebody is listening to them. We 
have a plan and worksheet, and they're not waiting. They're not just in this 
holding pattern while they're waiting for their active treatment. She's actually 
actively doing something. 

And so, a couple of weeks later, it was obvious she wasn't having any pain. 
There was minimal bleeding with defecation. So when she would have a bowel 
movement, there was less bleeding, quite minimal by that point. And so, at 
that point, we talked about integrating hyperthermia and photodynamic 
therapy prior to chemoradiation as a way to shrink the tumor, potentially 
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shrink the tumor, at least stop further growth of the tumor because this 
tumor was growing pretty quickly. 

So, I didn't want her to have a larger tumor by the time she approached the 
start of her course of chemoradiation. So she was agreeable to that. Again, the 
primary intent was for the growth, but if the tumor happened to shrink, that's 
an added bonus. So we added hyperthermia under the treatment plan on 
September 14th and September 24th, I followed up with her, and she was 
having less pain and discomfort while seated. 

The stool size was larger. It was easier to pass without discomfort. She wasn't 
having any blood in the stool, and she had really good sphincter control now. 
So that was a positive indicator of healing, which is excellent. On examination, 
that central ulcerated region of the tumor had regressed, there were no signs 
or symptoms of that fungating infection. So that had totally resolved. I could 
actually perform a digital rectal exam in that visit. So there was no evidence of 
any canal extension. 

And quite noticeably, the tumor had regressed. It was a third smaller, 
approximately a third smaller from pre-treatment measurement. So already 
there was tumor shrinkage, which was great, leading into radiation. And so, 
then we started the plan for photodynamic therapy combined with 
hyperthermia. So this was over five days. She received the infusion followed by 
hyperthermia, and then day two, we started the hyperbaric oxygen therapy 
and then the local photodynamic therapy. 

So, the probes for actually placed externally over the tumor, and her gluteal 
folds just sort of held the probes in place, the fiber optics in place. So it was 
very noninvasive, very easy to actually do the treatment. And so, we did that 
for five days, and she also received IV vitamin C and IV European mistletoe as 
ways to augment the reactive oxygen species, the oxidative stress reaction, 
and the immune reaction from the photodynamic therapy and hyperthermia. 

And so, shortly after that, in fact, by day three into the photodynamic therapy 
hyperthermia protocol, we could already see that the tumor was shrinking. So, 
there was already a response. She was the one who actually said I can feel 
that there's differences. My stools are larger, and it's easier to pass. So it's 
obviously working. So, when I examined her on October 1st, there'd been 
further regression of that ulcerated portion of the tumor. 

The overall size of the tumor was now measuring 2 by 2. So, it was even 
smaller. It might have been even smaller at that time. That was just by visual 
measurement. It was measuring about 2 by 2. And so just as a reminder, that 
pre-treatment measurement was 3 by 2.5. So, it had already shrunk. So, 
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when she saw her radiation oncologist just prior to starting the course of 
treatment, the radiation oncologist was really pleased to see how much the 
tumor had shrunk. 

So, whatever you're doing, just keep doing it because it's working. And she 
actually had to change her radiation protocol so that there was less overall 
radiation because, of course, we have a smaller tumor now, so we don't need 
as much radiation. The radiation field is going to be much smaller, which 
means there's less radiation toxicity. So, it was a win on so many levels. 

Ryan: That's amazing. 

Dr. Gurm: Yeah, it was really great. And so, then she started her 
chemoradiation. We continued to use hyperthermia to augment the effects of 
the chemotherapy, radiation. And she received IV Viscum album extract as 
well during that time.  

She continued to do her running, her yoga, her meditation. We also did use 
mindfulness-based stress reduction techniques to help diminish her anxiety 
issues going through those active treatments and make sure that she's 
sleeping well and generally feeling as good as she possibly can on that mental, 
emotional, and spiritual level. 

So, she completed all of her hyperthermia treatments by November, by mid-
November. And there was some discomfort from radiation that was pretty mild 
and easily managed with conservative measures. And she continued to run at 
least twice per week. That was amazing that she was able to do that. So, it 
demonstrates that her quality of life during treatment was maintained. In fact, 
better than it was pre-treatment. 

On physical exam, there was no visible, palpable tumor. So, there was nothing 
that was obvious on physical examination. And by the end of November, she 
had finished chemoradiation, and she had a remarkable clinical response. Her 
radiation felt she didn't need that second mitomycin C infusions. She didn't 
need that second infusion of chemo. And the radiation oncologist also felt 
there's probably been a complete response. 

So, we may not actually have to do surgery, but let's do the PET scan before 
proceeding with surgery. So, she saw the surgeon. The surgeon felt the same 
way. And so, the PET scan was done on March in 2019. There was no evidence 
of disease, no need for surgery. So, we achieved her goals of care, which was 
to preserve the anal sphincter so she could continue to run and not require 
surgery. 
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And so, to this day, she's running five times a week, which is approximately 
50 kilometers a week or more that she's up to now. Actually, now I think she's 
up to 70 kilometers per week. There's no evidence of disease recurrence. She 
has excellent quality of life, and her most recent PET scan, which was done in 
March, demonstrated no evidence of disease. 

So, there was no evidence of recurrence, and clinically she's doing really well. 
So that was really great to see that we can achieve all of what we needed to in 
that case, and I like that case. It really demonstrates how, when we commit to 
a strategy and a plan, and it's a sensible approach, properly sequenced, we 
can achieve a great outcome for a patient like that one. 

Ryan: Yeah, man, all your stuff started in August, and she was done with 
conventional in what? November? 

Dr. Gurm: In November. A short period of time. 

Ryan: That's not bad for a cancer case. 

Dr. Gurm: Absolutely. And because she already was following a very healthy 
diet, I don't want to—— Nutrition is always a big part of our treatment plans 
as well. And I didn't really have to do much from a nutritional standpoint with 
her. She was already really dialed into what she needed to do from a 
nutritional standpoint. There were supplements that I had given her to do, but 
the heavy hitters were those treatments that I described. 

But all of those things holistically are important as part of that integrative 
patient care plan. So, I know we're going to be running out of time here. So, I'll 
move on to the second case. So, this is a localized multi-focal prostate 
adenocarcinoma. So multi-focal means there are several lesions as opposed to 
just one lesion in the prostate, but all localized. 

So, this individual had had—— He is 66 years old. He had his biopsy on July 
31st, 2018, which confirmed the diagnosis. And there wasn't any metastatic 
disease. So, it was all very localized. He had a PSA of 30.9, and he had a 
discussion with the urologist about what his options were. Urologist said, 
look, your options are we do surgery, take the prostate out, or you go on and 
possibly with androgen deprivation therapy, or you do radiation, or we do 
combination of surgery, radiation, androgen deprivation therapy. 

Active surveillance he didn't feel was the best approach for him but could be 
considered. Active surveillance is where we just watch and wait. And if action 
is required, then we take some action, for instance, if PSA continues to rise. 
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But he wasn't really comfortable with any of those options. And so, he came to 
me to look at what other options he might have. He was referred by his 
naturopathic doctor. And he had heard about hyperthermia and 
photodynamic therapy and wanted to have a discussion about it. This time he 
had totally refused to enter treatment. 

So, in these cases, I will say I always encourage patients where the cancer in 
the prostate is localized, do the surgery. It's the most curative option, but 
surgery comes at a price, and some patients aren't willing to sacrifice certain 
things. They're not willing to pay that price for the collateral damage that 
comes with surgery and radiation. 

And so this is where and I think a lot of doctors, a lot of clinicians find 
themselves in this situation where you have a patient who is very reluctant to 
engage in these types of highly invasive and damaging therapies where we 
know there's going to be collateral damage, and we can't do anything about it. 

So, with prostate cancer, that's often the case with localized prostate cancer. 
So again, we reviewed goals of care. So, his goal of care first and foremost was 
to maintain his sexual health, really important to him. That is more important 
to some individuals than it is to others. For him, this was top of the list. I need 
to maintain my sexual health. 

I'm not willing to sacrifice or compromise my sexual health for surgery and 
radiation, which he knows are going to have side effects that we might be able 
to minimize, but we can't control. And he wasn't willing to take that chance. 
He wanted to maintain his quality of life and his fitness. He was an avid 
CrossFitter and very active and wanted to maintain that and feel youthful. 

So, he's a youthful 66-year-old and wanting to continue to feel really good as 
he aged. And he wanted to prevent further growth in the prostate cancer. So 
he understood that without surgery, we may not totally get rid of the cancer, 
but we can at least try and prevent further growth of the prostate cancer. So, 
he wanted to explore what options he had there. 

And he wanted to improve his urologic symptoms. So, because of the cancer, 
he was experiencing increased frequency urination at night, weak urine 
stream, so he wanted to address those issues if possible. He was a lifelong 
nonsmoker. He didn't drink a lot of alcohol, healthy diet, as I said, very fit. 
They kind of go hand in hand. When you're fit, you have a healthy diet. And 
the only other thing that was significant in his history is that he had a 
pulmonary embolism four years ago, so he was on some anticoagulant 
therapy. 
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So, we had a thorough discussion about his options. Again, I emphasized 
surgery is his best option, but he really didn't want to entertain the idea of 
surgery. He had a very hard line when it came to engaging in any therapy that 
would compromise his sexual function. 

So, we reviewed all of the standards of care options, the pros, and cons, 
discussed options during active surveillance. So, what we decided is let's do 
some further diagnostic evaluation. I said if the cancer is indeed localized, and 
we can do further testing to determine that, then we can engage in 
photodynamic therapy and local-regional hyperthermia. 

So, we did a dedicated prostate MRI and also a PSMA PET. And I'll explain 
what that is in just a moment. We decided we would do serial PSA tests. So, to 
perform PSA blood tests as a surrogate marker for disease it has its 
limitations, but it's still useful to follow the PSA over a period of time as an 
indication of how the cancer might be behaving. 

And then, we would look at treatment options to prevent further growth using 
some of the PDT, hyperthermia, and other therapies. So, the PSMA PET is a 
type of PET scan that is more sensitive and more specific for prostate cancer 
than other types of radiotracers. So, the PSMA PET is identifying prostate 
cancer cells that are overexpressing prostate-specific membrane antigen or 
PSMA for short. 

So, this is now becoming very apparent. This is the gold standard for 
identifying the level of aggressiveness of a prostate cancer. And so, I sent him 
to California to see a radiology and radiation oncologist there, who would 
perform that PSMA PET scan for him. And we had that dedicated prostate 
MRI. 

So, the prostate measured 4 by 8 by 3 by 4.1. So, a total volume of 32.5, 
which is fairly small. He had a right based lesion and a right apex anterior 
lesion. And we got measurements on a left apex anterior lesion as well, which 
was quite small. There was no extraprostatic extension. So, it was all very 
localized. There was nothing outside of the prostate, which is what I wanted to 
see is that there was nothing outside of the prostate, and that's where 
photodynamic therapy then can work well. 

So, in August 2019, we initiated the course of the photodynamic therapy and 
hyperthermia. We were still waiting for PSMA PET. So, it was a little tricky to 
schedule. He wanted to get started on the treatment. Based on the MRI, he 
decided we can start the treatment, and then we'll look at the PSMA PET after 
treatment. 
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And so, we started with the infusion of the ICG. We use nanoparticle ICG, 
which was administered on day one and day two of the treatment course, and 
he received hyperbaric oxygen prior to each photodynamic therapy treatment. 
Then received the photodynamic therapy day two to six as well as 
hyperthermia every other day for 60 minutes targeting the prostate. 

And he also received different IVs on various days. He had some side effects 
like mild fever, chills, myalgias that were after the, so muscle aches, after the 
Viscum album extract, and also a similar reaction after the nanoparticle ICG 
infusion. But this side effect is a desirable one. This actually tells us that the 
immune system is reacting to what we're doing. And we were engaging the 
immune system effectively. So, fever is a good response. It's a cytokine 
response that he had. 

And so, that was great. I knew with that we would have an opportunity to 
have an even better response with the photodynamic therapy. So, in October 
2019, we had our followup after the treatment course. His urologic symptoms 
had improved. So, he wasn't having any urination at night. There was no 
urinary hesitancy. He said there was three times more urine volume on 
voiding compared to previous. 

And the force of urination had improved, the urinary stream had improved. 
And so, he was really happy. In fact, he described it like it was in his twenties. 
So, there was quite a considerable improvement there. He also found, even 
though he didn't describe or report any erectile difficulty during our initial 
intake, he said the erectile function overall was better and stronger. 

So, there was also some increased vascular and neurogenic function with 
erectile function. And on digital rectal exam, there was no palpable nodularity 
on the left side. So, I couldn't feel anything on the left side anymore that was 
abnormal. The right side, there was still something there, but it was smaller 
less firm. The borders were more smooth on palpation. 

So, I was really interested to see what the PSMA CT PET study would 
demonstrate. And so, we did this in December, which gave us a measurement 
of the prostate, and basically, the PSMA PET informed us that there was no 
lesion that was evident in the left lobe. And it was negative throughout the 
entirety of the left lobe. There was one lesion in the right apex, but very little 
uptake by the PSMA tracer. 

So that was really encouraging for us, indicating that whatever was there had 
indeed shrunk and had very low-level activity. And there was no lymph node 
involvement, no distal LAD. And his PSA had gone down from 30.9 to 24.4 by 



 25 

December. And so, in June, he—— In February rather, in February 2020, he 
underwent a repeat course of the hyperthermia and photodynamic therapy. 

We did a shorter treatment, kind of like a booster. And in June, his PSA was 
stable. He was still symptom-free. In fact, his vitality was gradually improving 
even more, and he felt he was stronger in his CrossFit, in his fitness and 
overall, just felt a lot better. So, his health was improving. And so, our plan 
was to continue serial PSA monitoring and digital rectal exams. 

And then to repeat the PSMA and PET at one-year post-treatment, and the 
urologist supports our current approach. He feels there's been a good benefit 
to the treatment that we've done. We'll continue to follow him. So basically, he 
falls in this active surveillance category, but we are treating him with very 
noninvasive therapies that are actually dropping the PSA, and to date now, his 
PSA remains quite stable. 

So that's exciting. And that concludes that case. I think I have a few more 
minutes. So, I'll just describe some of my sort of conclusions. I think that 
we've got really innovative strategies that hopefully I've contributed to add to 
our arsenal of our weaponry against cancer. And if we very carefully and 
strategically integrate the right therapies and sequence that at the right time, 
then we can achieve a much better impact outcome for our patients even in 
stage four situations. 

And we treat a lot of stage four patients at my clinic, and there are effective 
ways to augment the conventional therapies and achieve a better outcome and 
even clinical remissions in stage four cancers. And so, it's important that we 
inject our patients with that level of hope so that they also can engage in the 
power of their spirit and their mind that can have significant impact on the 
outcomes as we know, even with studies that have looked at the power of 
positive thinking and the attitudes of patients as they're going through 
treatment and the impact that can have on their outcomes leading to more 
favorable outcomes. 

We need to be very selective with who we apply photodynamic therapy for, but 
with hypothermia, there's a little bit more latitude in terms of this because 
this is a treatment that's appropriate for any patient with solid tumors. But 
photodynamic therapy, really, it should be limited to two cancers that are 
easily approached by that photodynamic therapy procedure. So, I think that's 
pretty much all I have to share. Ryan, do you have any questions or? 

Ryan: Yes. And just FYI, if we go over a couple of minutes, that's okay. 

Dr. Gurm: Okay, great. 
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Ryan: Yeah, I wanted to know about other—— And it's part of your 
concluding remarks here. I think you might've just skipped off due to time, 
but yeah. Other phytonutrients that are shown to be photosynthesizing, I've 
heard about curcumin and things of that nature. 

How effective are those? I mean, or are they used like in conjunction with the 
kind of more drug-based PS agents or what's the state of things when it comes 
to just the more natural phytonutrients? 

Dr. Gurm: Yeah. So there are some natural botanicals that have 
photosensitizing properties that we can manipulate and take advantage of, but 
they're not as strong as the drug-based, but in some instances, it may be 
more appropriate to use, say curcumin, orally. Like for instance, if we're 
looking at something to augment a patient, to augment a strategy where a 
patient is already on chemotherapy, that chemotherapy is light sensitive, then 
we don't necessarily need to use an expensive drug-based photosensitizer on 
top of that. 

We could use curcumin and use the photosensitizing properties of oral 
curcumin to augment the treatment plan. Most of the time, the 
photosensitizing phytonutrients, they're most beneficial for their microbial 
effect. Like hypericin and curcumin, when they're combined with a PDT 
approach, those are great for treating bacterial infections, viral infections, 
those really difficult to treat infectious diseases like Lyme disease. They 
respond really well to those types of treatments, viral diseases. So that's where 
I see most of the usefulness of the photosensitizing vital nutrients. 

Ryan: Nice. And that being said, Jason can wait. Can you just go through 
these whole naturopathic therapies to augment PDT slide? 

Dr. Gurm: Yeah. The last one. Okay. Well, thanks because I really like this 
slide. 

Ryan: Yeah. I really didn't want to miss it. 

Dr. Gurm: That's great. Yeah. So, I included this slide because again, the 
integration of all of the naturopathic therapies, I think there's really an 
opportunity here where I've demonstrated how we can use photodynamic 
therapy and hyperthermia together and use different strategies, how I'm using 
those different strategies as an effective integrative approach. 

And I just want to highlight some of the things. Like we know that there are 
key hallmarks to cancer: cancer resisting cell death. It achieves sustained 
proliferative signaling. It evades gross suppressors. It activates mechanisms 
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for invasion and metastasis. It induces angiogenesis to create blood vessels to 
further invade neighboring tissue and distal tissue. And it has a way of 
enabling replicative immortality, so it can replicate and grow. 

And so, understanding all of these hallmarks of cancer, our approach needs to 
target each and every one of those hallmarks in order to have an effective 
strategy. And in the area of naturopathic therapies, if we're using 
photodynamic therapy and modulated electro-hyperthermia, I'm looking at 
how do we address each one of those things with our naturopathic therapies? 

And so, hypoxia is a big issue when it comes to cancer growth. Cancer thrives 
in a hypoxic environment. If we can counter that hypoxic environment with 
our oxidative therapies, which we know are quite useful in that regard, things 
like hyperbaric oxygen therapy, HBOT, high dose vitamin C. Hyperthermia 
also is a way to address that hypoxic environment. Then that's a great layer to 
add to our treatments. Then we have our immune-enhancing therapy. 

So again, recognizing that cancer evades the immune system, and we need 
that Immuno recognition in order to create a sustained systemic immune 
response against the cancer and to have that long-term immunogenicity 
against the cancer. That is important for relapse prevention. So, we have our 
Viscum album extract, which is the European mistletoe therapy. 

And we also have lots of literature and research on mushroom extracts, such 
as Reishi and Reishi mushroom and Coriolus. And so, we want to use those, 
engage those as part of the immune support for our cancer patients. And then 
there are anti-vascular therapies to help counteract the pro vascular signals 
that the cancer sends out in order to create more blood vessels and grow and 
invade. And so these are things like resveratrol and green tea extract. 

These botanicals are really powerful and have demonstrated in research, in 
scientific research, to have these anti-VEGF, vascular endothelial growth 
factor inhibiting types of properties. So, let's take advantage of those. Then 
there are the metabolic therapies, and these are really exciting. So, Ryan, I'm 
sure you have someone speaking in a little more detail about intermittent 
fasting and the strategies around fasting. 

I think that's really fascinating to incorporate as part of the metabolic 
strategy, and this is really important. We're recognizing more and more now as 
part of the treatment plan, treatment strategy, for cancers that we've got to 
have a way to address the metabolism of the cancer, which is very different 
than that of healthy cells. And so, there also agents like DCA, dichloride 
acetate, which we use a lot in our clinical practice here. 
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But we use that in combination with intermittent fasting, low-glycemic diet, 
and those sorts of strategies, and then the photosensitizing phytonutrients 
like curcumin, hypericin which also have antimicrobial properties. And 
curcumin, also as an anti-inflammatory, is also a very useful agent to 
integrate in as part of the plan. 

And so, collectively we say here, our sort of catchphrase in the clinic here is 
because cancer doesn't just work in one way, neither do we. And so, we can't 
just hope that one single approach, a singular approach to treating cancer, is 
going to have the impact globally that we want. We've got to tackle this from 
many different angles and use a strategic multi-modal approach to outsmart 
the cancer and also keep our patients as healthy as possible. So we're not just 
treating the cancer, we're also treating the health of the individual. 

Ryan: You couldn't have said it better. Dr. Sharon Gurm, thank you for being 
the type of person that cares enough to do a deep dive into what if I combine 
photodynamic therapy with hyperthermia? What does that look like? And then 
actually pursuing that and just thanks. I think you're really contributing to 
the field in a very meaningful way. 

Dr. Gurm: Thank you. 

Ryan: And I hope more than a few practitioners see this. I know quite a few 
patients are going to see this and actually ask their practitioners about it. 

Dr. Gurm: That's right. 

Ryan: Yeah, I'm really excited. Just a heads up for everybody, if you did want 
to hear more about intermittent fasting, Dr. Paul Anderson talked a lot about 
that in his talk on diet in general, and Neil, Dr. Neil McKinney talked a lot 
about other metabolic therapies, DP, DCA, and that sort of thing. 

Dr. Gurm: Fantastic. 

Ryan: Dr. Sharon, what was my—— Oh, I have to know. Was the 66-year-old 
very concerned with his sexual health, married or single? 

Dr. Gurm: Married. 

Ryan: All right, lucky woman. 

Dr. Gurm: Absolutely. Yeah. And he's very happy. And again, for some 
individuals, that is more important than others, and we have to treat each 
case as an individualized case and take a very personalized approach-based 
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on that. Could he have done surgery? Sure. He could have done surgery, but 
he'd be miserable. He'd be totally. And he clearly said to me, you know what? I 
would rather have a shorter lifespan and have an excellent sex life than the 
other way around. 

So that's where he drew the line and when someone who is in their right frame 
of mind and all their faculties are in check, so you know what? Okay. We have 
to listen to what they are saying to us and what their goals are. And that's 
how I approach each one of my cases with an open mind, and we have to 
listen as clinicians and not just push sort of that conventional oncology 
agenda. We have to think bigger than that, think more globally than that, 
more personal than that. 

Ryan: That's what we're all about here. Would you like to let everyone know 
where to follow up with you, where to find all- things, Dr. Sharon Gurm? 
Yeah, the social media, website, and any of that stuff. And do you only see 
people in person? Do you consult remotely? Yeah. All that good stuff. 

Dr. Gurm: Yeah. Great. So, our website is www.portmoodyhealth.com. That's 
P-O-R-T-M-O-O-D-Y-Health.com. You can send an email to 
info@portmoodyhealth.com if you want to reach us by email. I do do virtual 
consults. So, if we needed to, for the initial consult, I certainly do virtual 
consults. We have a lot of patients that come from the US who come to visit 
the clinic and from other parts outside of North America as well. 

And so, the virtual platform is really helpful in maintaining contact with 
patients and for me to be able to follow their care and continue to provide care 
that way and advice for active treatment, of course. And often, our patients 
will come up here for a period of time for treatment. And so, those would be 
the in-person visits, but it's different for every case. 

And we are on social media. So, we do have a Facebook page. If you look up 
Port Moody Health Integrative Medicine & Cancer Care, we should come up, 
and we're also on Instagram. So, I think like our old phone number, 604-949-
0077. 

Ryan: I think that about covers it. People can track you down. I'm quite sure 
they will. 

Dr. Gurm: Perfect. I look forward to it. I'm happy to help in any way I can for 
anyone who needs my advice or I can be of service to. I'm happy to be there. 

Ryan: Dr. Sharon Gurm, thanks so much for coming on The Anti-Cancer 
Revolution 2. 
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Dr. Gurm: Thanks, Ryan. Great to see you again. Thank you for inviting me to 
be part of this forum. I really appreciate it. 

Ryan: Yeah. The pleasure's all mine. That was Dr. Sharon Gurm. I am Ryan 
Sternagel of The Stern Method, and I'll see you on the next one. 


