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1. Endotherapia Interest  
 

Targets that are affected by the Endotherapia in proliferative diseases are : 

• The neutralization of the radicalar species generated by cell proliferation but also by the 
currently used treatments (chemotherapy, radiotherapy, etc…). 

• The regulation of the immune system (IS) that is often solicited by bacterial and/or viral 
proliferations simultaneously present during tumor development. 

• The impact of some of our poly-Lysine components on the anarchic neo-vascularization 
that develops during tumor growth. 

• The limitation of metastatic proliferation. 
• The activity modulator at the level of the intracellular AhR receptor and ubiquitous. 
• The inhibition of tumor activity IDO regional generating molecules immunosuppressive. 

 

2. Endotherapia Protocols 
 

2.1. Endotherapia with the chemotherapy and/or radiotherapy 
The following treatment protocol is recommended as a complement of classical treatments 
(chemotherapy, radiotherapy, etc…) 

 

 

Table 4 : Endotherapia treatment with chemotherapy, radiotherapy etc. 

 

 

 

Cycle
DAY 1 PG01 2-3 PO301 2-3 PO301 2-3

DAY 2 P0807 2 P0305 2-4 P0207 2-3

DAY 3 PO808 2 P0301 2-3 P0301 2-3

DAY 4 P0304 2-3 P0304 2-3 P0207 2-3

DAY 5

DAY 6= DAY 1 ect..

Midday
Protocol of treatment

None

Morning Evening



2.2. Endotherapia without the chemotherapy and/or radiotherapy (remission phase 
and prevention of relapse) 

 

This posology is proposed during the phases without allopathic treatments (chemotherapies and 
radiotherapy) in the objective to stabilize the phase of remission and to avoid the metastases. 

 

Table 5 : Endotherapia treatment without chemotherapy, radiotherapy etc. 

 

 

3. Benefits of Endotherapia with Conventional Cancer Treatment 
 

3.1. Breast cancers 
 

The figures below, report the monitoring of patient under Endotherapia compared to the survival 
curves generated by Horner 2009. 

 

3.2. In situ breast cancers (N=40) 
 

 

Figure 1 : Survival curves established for patients with Endotherapia in comparison with 
reference (Horner, 2009) 

Cycle
DAY 1 PG01 2 PO301 2

DAY 2 P0807 2 P0305 2 P0207 2

DAY 3 PO808 2 P0301 2

DAY 4 P0304 2 P0207 2

DAY 5

DAY 6= DAY 1 ect..

Midday
Protocol of treatment

None

Morning Evening



 

3.3. Invasive breast cancers (N=11) 
 

 

Figure 2 : Survival curves established for patients with Endotherapia in comparison with 
reference (Horner, 2009) 

 

3.4. Metastatic breast cancers (N=16) 
 

 

Figure 3 : Survival curves established for patients with Endotherapia in comparison with 
reference (Horner, 2009) 

 

 

 

 



3.5. Ovarian cancers all forms (N=10) 
 

 

 

Figure 4 : Survival curves established for patients with Endotherapia in comparison with 
reference (Grauslaude , 2007; n=7300) 

 

3.6. Prostate cancers all forms  
 

3.6.1. Patient between 56 – 74 years (N= 14) 
 

 

Figure 5 : Survival curves established for patients between 56-74 years with Endotherapia in 
comparison with reference (Grauslaude , 2007; n> 20 000) 

 



3.6.1.1. Patient between 75 – 85 years (N= 14) 
 

 

Figure 6 : Survival curves established for patients between 75-85 years with Endotherapia in 
comparison with reference (Grauslaude , 2007; n> 20 000) 

 

3.7. Colon cancers all forms and grades (N=25) 
 

 

 

Figure 7 : Survival curves established with Endotherapia in comparison with reference 
(FRANCIM network for frades IIa, IIIa and IV) 

 
 
 
 



3.8. Myelodysplasia (Genetic or not Etiologic) MDS 
 

3.8.1. MDS overview 
 
RCMD constitutes about 30% of all myelodysplastyic Syndrome (MDS) cases. For many 
people, MDS can remain stable for many years causing few symptoms. For others it may 
progress rapidly into a different subtype of MDS or transform into an acute leukemia. 

RCMD constitutes about 30% of all MDS cases and results in two or more of the following:  

• Refractory anemia 
• Refractory neutropenia 
• Refractory thrombocytopenia 

MDS is classified as low risk, intermediate-1, and intermediate-2 or high risk according to the 
International Prognostic Scoring System (IPSS) at diagnosis. This system predicts the risk of 
your disease transforming into an acute leukemia or your likely prognosis.  The score is 
calculated based on the bone marrow blast (immature) cell count, number of blood cell types 
affected, and number and type of genetic changes at a cellular level. 

RCMD is classified as an intermediate risk MDS. Complex cell genetics or chromosomal 
abnormalities can be found in up to 50% of people with RCMD. 

MDS etiologies 

We do not know the cause of most cases of MDS. We do know however, that MDS occurs as a 
result of a gene mutation at a cellular level. Any incident that damages the genetic material of 
the body can potentially cause a mutation that in turn may contribute to the development of 
MDS. Examples of these incidents may include : 

• Ageing 
• Obesity 
• Chemicals 
• Pre-existing bone marrow condition 
• Cigarette smoking  
• Cytotoxic chemotherapy 
• Radiation 
• Rare genetic or family history 

MDS is not infectious and cannot be transmitted from one person to another. 

How is RCMD treated? 

RCMD is generally managed using the “watch and wait” approach with supportive care provided 
if or when required. Watch and Wait involves regular monitoring of blood and general health. No 
intervention is needed unless the person begins developing signs and symptoms of the disease 
indicating it is progressing. Supportive care refers to the administration of therapies to alleviate 
symptoms of the disease or to manage the side-effects of the therapies. Supportive care is 
aimed at improving the person’s quality of life and may even extend the person’s life. Supportive 
care therapies may include: 

• Blood and platelet transfusions  
• Antibiotics  
• Iron chelation. 



Supportive care maybe the most appropriate treatment for older people or those with other 
health problems. This is mainly due to this group of people being unable to tolerate the stronger 
treatments used for MDS. Supportive care does not aim to treat the disease but can help 
alleviate symptoms such as shortness of breath and symptoms of bruising or bleeding. 

The only therapy available in Australia for treating MDS, Azacitidine, has been shown to only be 
effective in people with Intermediate-2 and high risk MDS. Studies have shown that people with 
low risk and Intermediate–1 MDS, have better outcomes using the ‘Watch and Wait’ with 
supportive care strategy. 

 

3.8.2. Endotherapia protocol 
 

 

Table 6 : Endotherapia treatment without chemotherapy, radiotherapy etc… 

 

3.8.3. Examples monitoring of 2 patients  
 

3.8.3.1. Patient : P.T. 
 

P.T. was born 17/9/1932, myelodysplasia diagnostic establish in July 1999. The beginning of 
the Endotherapia treatment in April 2003 after exhausting all other allopathic therapies with a 
life span of 6 months.  

This patient is still followed in February 2016. His improvement has been gradual and this 
patient is well. 

 

3.8.3.2. Patient : D.D. 
 

D.D. was born 18/5/1935. Since November 2007, she’s myelodyplasia with 8 and 21 trisomy. 
The beginning of Endotherapia treatment in July 2010 and this patient is still followed in 
February 2016. She was frequently asthenic but remains stable. 

 

Cycle
DAY 1 P0801 2 P0304 2 P0304 2

DAY 2 P0305 3 P0207 2 P0206 2

DAY 3 PO808 2 PF02 2 FP02 2

DAY 4 P0304 2 P0304 2 P0206 2

DAY 5

DAY 6= DAY 1 ect..

Midday

None

Protocol of treatment
Morning Evening


