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One of the most consequential risks associated with the concomitant use of herbal products and chemotherapeutic agents is herb-drug interactions. The risk is higher in patients with chronic conditions taking multiple medications. Herb-drug interaction is particularly undesirable in cancer management because of the precipitous dose-effect relationship and toxicity of chemotherapeutic agents. The most common mechanism of herb-drug interaction is the herbal-mediated inhibition and/or induction of drug-metabolizing enzymes (DME) and/or transport proteins leading to the alteration in the pharmacokinetic disposition of the victim drug. Most mechanistic research has focused on laboratory-based studies, determining the effects of herbal products on DMEs and extrapolating findings to predict clinical relevance; however, not all DME/transporter protein inhibition/induction results in clinical herb-drug interaction. This study reviews relevant literature and identified six herbal products namely echinacea, garlic, ginseng, grapefruit juice, milk thistle, and St John's wort, which have shown interactions with chemotherapeutic agents in humans. This focus on clinically significant herb-drug interaction, should be of interest to the public including practitioners, researchers, and consumers of cancer chemotherapy.
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INTRODUCTION

Like regular synthetic and natural drugs, phytochemicals are capable of altering physiologic processes and eliciting toxicity. Despite the scarcity of information on the safety or otherwise of herbal preparations, sales and use of medicinal herbs and complementary medicines have increased globally. In the United States, the passage of the Dietary Supplement Health and Education Act 25 years ago is believed to have further popularized herbal products and enhanced public confidence in the quality of commercial supplements. One of the major concerns in herbal supplementation is the concurrent use with prescription medicine. Based on the study conducted by Rashrash et al. (1) which relied on the data from the 2015 National Consumer Survey on the Medication Experience and Pharmacists' Roles, the practice of combining prescription medicine with herbal supplements among adults in the United States cuts across all disease states, with 38% of prescription drug users reporting concomitant use of herbal products. One of the most frequent users of herbal medicines, according to the study, are cancer patients (43.1%) surpassed only by stroke patients (48.7%). One study reported a 78% prevalence of herbal and supplementary medicine use among patients on chemotherapy, with 27% assessed to be at a risk of deleterious herb-drug interaction (2). In another recent study, more than half of the respondents reported usage of dietary supplements (which include herbal products) along with chemotherapeutic agents (3).

While the benefit of concomitant herb-drug use may be uncertain, one of the known major clinical consequences of such practice is herb-drug interactions. Not well-known until the accidental discovery of the grapefruit juice-felodipine interaction, leading to a 2.8-fold increase in the oral bioavailability of felodipine (4), herb-drug interaction has become an important consideration in pharmacotherapy and is assuming a subcategory of research study on its own. A casual PubMed search with “herb-drug interaction” as a search term would yield no relevant result until after this grapefruit-felodipine phenomenon. Subsequently, the number of herb-drug interaction -related publications increased dramatically, remaining steady over the years (Figure 1) and leading to the introduction of herb-drug interaction as a Medical Subject Heading (MeSH) in 2004.
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FIGURE 1. Relevant publications retrieved from PubMed search using “herb-drug interaction” as a search term. The trend shows the introduction of and enhanced interest in herb-drug interaction. Interest has been maintained in this area over the years.


Herb-drug interactions occur when the pharmacological disposition and/or effect of a drug of interest is altered by the presence of a concurrently administered herbal product. In most cases, herb-drug interactions are mild and could be inconsequential. However, in several instances, therapeutic interventions have been warranted consequent to herb-drug interaction. Such herb-drug interactions include reported bleeding induced by garlic (Allium sativum) combined with warfarin, extrapyramidal effects precipitated by betel nuts (Areca catechu) in patients taking neuroleptic drugs, and induction of mania in patients taking antidepressants along with ginseng (Panax ginseng), among several other clinically significant reported herb-drug interactions (5–7).

Chemotherapeutic agents are generally toxic with an array of side effects. Some of the principal reasons cancer patients combine herbal products with their anti-cancer drugs are the need to manage the side effects associated with chemotherapy and to enhance a general well-being. The potential risk of herb-drug interaction from such herbal use outweighs any benefit. There are several reasons why herb-drug interactions are undesirable in chemotherapy. First, most chemotherapeutic agents have a narrow therapeutic window, thus any alteration in this steep dose-response relationship can lead to toxic manifestations (8). Secondly, plasma concentrations of some chemotherapeutic agents have been shown to be a poor predictor of safety and efficacy (9). Reliance on PK profile in dosage designs have shown a wide inter-individual variation in responses to chemotherapy (10). This is compounded by the variations in the measurable drug concentration in the plasma and the target sites of action. It is thus plausible that slight alteration in the disposition of a chemotherapeutic agent following a delicately established effective and safe dosing will not only be counter-productive but will lead to therapy failure or toxicity. Thirdly, some chemotherapeutic agents, such as ifosfamide and cyclophosphamide, are prodrugs whose efficacy depends on effective biotransformation by cytochrome P450 (CYP) enzymes. Since most herb-drug interactions result from the inhibitory/inductive effect of phytochemicals on these metabolic enzymes, such drugs can easily be rendered ineffective or toxic by herb-drug interaction. Finally, most cancer patients have co-morbidities necessitating the use of multiple drugs, aside from antiemetic agents and other chemotherapy-associated medications. This would increase their risk of experiencing an herb-drug interaction.

Some epidemiological studies have reported that about one-tenth of all general hospital admissions might be due to the effect of multiple drug use resulting in adverse drug interactions and reactions (11, 12). Drug interactions alter drug concentrations in the body, which is particularly undesirable with chemotherapeutic agents that are dosed close to their maximal tolerable levels. On one hand, drug interactions resulting in increased clearance of the cytotoxic drug can lead to subtherapeutic drug exposure, enhance the development of drug resistance, and/or lead to therapy failure. On the other hand, accumulation of cytotoxic drugs resulting from drug interactions can precipitate potentially life-threatening toxicities due to supratherapeutic drug concentrations. Cancer patients often take several medications concomitantly due to co-morbidities and other cancer-associated conditions. In addition to the high risk of drug-drug interactions in such patients, the use of herbal products and the additional risk of herb-drug interaction complicate therapeutic expectations. Finally, the inherent pharmacodynamic effects of the herbal products, including organ-specific effects, and long-term interactions with physiologic receptors may not be beneficial to cancer patients.

Several herbal products have been studied in different patient groups to assess for herb-drug interaction. Clinically relevant information on herb-drug interaction in oncology is generally sparse. Most predictions are based on in vitro and preclinical animal studies; however, a few case reports and studies in humans are available to provide perspectives on the risk of herb-drug interactions in clinical settings. Therefore, the aim of this paper is to provide a review of the currently available literature evidence of herb-drug interaction in oncology, with emphasis on herbal products that have shown such interactions in human studies.



METHODS

This is a review conducted to provide an overview of herbal products capable of inducing clinically consequential herb-drug interaction in cancer chemotherapy. The review was systematically conducted by searching PubMed, Medline, Cochrane, Web of Knowledge, Scopus, and Google Scholar databases for original research, and case reports on herb-drug interaction using relevant search terms and the combinations thereof, including common herbal products, individual chemotherapeutic agents, “herbal interactions,” and “herb-drug interactions.” The reference lists of retrieved review papers/meta-analyses were also used to identify relevant publications. Inclusion was limited to publications available in English language and of studies performed in humans to evaluate interactions between herbal supplements and anti-cancer drugs. Searches were not limited by dates or place of publications.



RESULTS

A total of 345 publications were retrieved. The titles and abstracts were reviewed to determine if publications met inclusion criteria, and only 11 publications met the inclusion criteria. All of the databases searched, except Cochrane, returned the 11 clinically relevant studies. Cochrane did not have the clinical case reports. The included studies covered six herbal products—echinacea, garlic, ginseng, grapefruit juice, milk thistle, and St John's wort—which have been investigated in humans for potential interaction with chemotherapeutic agents. A summary of these studies is provided in Table 1. Subsequent subsections discuss these results. A highlight of the applicable mechanism of herb-drug interaction in cancer chemotherapy was also extracted and discussed below.


Table 1. Studies of herbal interaction with chemotherapeutic agents conducted in human subjects.
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Applicable Mechanisms of Herb-Drug Interaction in Oncology

Understanding the mechanism of herb-drug interaction can help predict potentially harmful interactions. The mechanism of herb-drug interaction can broadly be categorized as pharmaceutical, pharmacodynamic, and pharmacokinetic. Pharmaceutical interactions usually arise from physicochemical incompatibility among drugs and formulations when they come in close proximity, such as in an IV bag. Information on pharmaceutical incompatibility of the various herbal formulations with prescription drugs is generally non-existent. This type of interaction is also not very likely with herbal products because little to no contact often exist with prescription drugs before any concomitant administration. Pharmacodynamic interactions are those involving the potentiation, additive, or antagonistic effect of a drug by the presence of an herbal product. To predict this, the biomolecular and pharmacological effect of the individual herbs and their phytoconstituents must be understood. Very little is known about the identity and biological effect of the active phytochemicals in the myriad other herbs used by patients that are not discussed here. However, the potential for pharmacodynamic herb-drug interaction is always present due to the ability of phytochemicals to interact with biological receptors. For example, the antidepressant effect of St John's wort may be expected to be additive in patients taking prescription drugs for the treatment of depression.

The most important category of herb-drug interaction has been identified as pharmacokinetic. The majority of clinically significant pharmacokinetic drug interactions occurs due to the inhibition or induction of the metabolism/clearance of one drug by another (24). This is molecularly mediated by drug metabolizing enzymes and transport proteins. Most anti-cancer drugs are substrates of CYPs and transport proteins (Table 2). Phytochemical compounds are capable of inhibiting and/or inducing drug-metabolizing enzymes, particularly the CYPs. CYP inhibition delays the clearance of CYP substrates, leading to drug accumulation. This is undesirable in cancer chemotherapy due to the narrow therapeutic window of many anti-cancer drugs. CYP inhibition is also deleterious for CYP-dependent prodrugs like ifosfamide and cyclophosphamide, whose biotransformation, once stalled, can lead to therapy failure. The induction of CYP enzymes lead to increased metabolic activity and reduced drug exposures. The resultant sub-therapeutic exposure can lead to treatment failure in the short term, and drug resistance in the long term. Enzyme inhibition/induction affect both the bioavailability and clearance of cancer drugs. Several herbal products including St John's wort, ginkgo, ginseng, licorice, kava, garlic, cranberry, grape seed, germander, goldenseal, valerian, and black cohosh, among others have been shown to inhibit or induce CYPs (24, 25). Similar inhibitory and inductive effects of herbal products on phase II enzymes have been variously reported (26–29). There can also be inhibition/induction of renal excretion and alteration of tissue distribution through displacement from protein binding.


Table 2. Several anti-cancer drugs are substrates of drug-metabolizing enzymes and transport proteins.
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Pharmacokinetic herb-drug interactions are also mediated by herbal interaction with transport proteins, principal among which is P-glycoprotein (P-gp). P-gp, also referred to as the multidrug resistance protein 1 (MDR1), or ATP-binding cassette sub-family B member 1 (ABCB1), is a 160-kD ATP-dependent efflux surface glycoprotein first identified in Chinese hamster ovary cells (30). P-gp is localized in various tumors expressing the MDR phenotype. In normal cells, P-gp is expressed in the apical or luminal membranes of cells with excretory or barrier functions including the liver, kidney, intestines, and adrenal glands. P-gp is also a principal constituent of the physiologic blood-brain, blood-testes, and blood-ovary barriers. These anatomical and physiological positions of P-gp enhances its protective and detoxifying functions. In relation to drugs and other xenobiotics, the efflux activity of P-gp reduces cellular penetration and tissue distribution.

As a high-capacity transport protein, the activity of P-gp affects a wide range of structurally unrelated and pharmacologically diverse drugs, including chemotherapeutic agents, anti-retroviral drugs, immunosuppressants, cardio-active drugs, centrally-acting drugs, and several others. Numerous other drugs inhibit the activity of P-gp. Notable among these are verapamil and cyclosporine, used as standard controls in P-gp studies. Many other drugs, including ketoconazole, quinidine, ritonavir, etc., have caused adverse drug interactions through their inhibitory activity on P-gp. Herbal products and phytochemicals including silymarin and extracts from milk thistle, ginseng-derived ginsenosides, piperine, capsaicin, and several others have been reported to inhibit the activity of P-gp. Both the expression and activity of P-gp, like CYPs, can be induced (31–34). St John's wort is an example of a typical herbal P-gp inducer.



Herbal Products That Have Shown Clinical Interactions With Chemotherapeutic Drugs
 
Echinacea

Formulations of echinacea are globally popular for complementary treatment of respiratory infections and common cold. Among cancer patients, echinacea is popular as an immunomodulatory supplement (35, 36). Recent studies in animals have suggested that echinacea may have beneficial effect in abating some forms of cancer, like leukemia (37). The active constituents and the pharmacological mechanism of any beneficial effect is poorly understood. Echinacea is ranked one of the top widely sold herbal preparations in the United States (38). Most of the preparations of echinacea in the United States are made from one out of the nine common species—Echinacea purpurea. Several pre-clinical studies have suggested herb-drug interaction between echinacea and anti-cancer drugs. For example, extracts of echinacea induce P-gp and CYP3A4, two major enzyme/transporter combination that play major roles in the biotransformation and pharmacokinetics of anticancer drugs [Table 1; (39)]. Echinacea is also an inhibitor of CYP3A4 (40). This dual ability to inhibit and induce drug-metabolizing enzymes makes it difficult to predict clinically significant herb-drug interaction with the various CYP/P-gp drug substrates. In human studies, echinacea caused significant increase (34%) in the systemic clearance of midazolam, a CYP3A4 substrate (41). Therefore, there is a potential for herb-drug interaction between echinacea and anti-cancer drugs.

While preclinical studies have shown strong evidence of echinacea interacting with CYP and transport proteins, there is insufficient clinical data on herb-drug interaction with anti-cancer drugs. In a study in 10 cancer patients, echinacea did not cause significant alterations in the pharmacokinetics of docetaxel, which is a substrate of CYP3A4 and P-gp (14). The patients received an intravenous dose of docetaxel on day 1, and were then treated with echinacea supplementation (20 oral drops three times daily of a commercially available product) on days 7–21. They were then administered with another dose of docetaxel on day 22. No significant changes were observed in the pharmacokinetics of docetaxel with or without echinacea supplementation. However, with darunavir, an antiretroviral drug, echinacea caused a general decrease in concentration in the HIV/AIDS patient participants (42).

In a case report, echinacea caused a significant interaction in a cancer patient taking etoposide (13). The adult patient, who was newly diagnosed with squamous cell carcinoma of the lung received cisplatin and etoposide on the first day of treatment with a recorded normal bloodwork. However, by day 8 of this first cycle chemotherapy, his platelet count had dropped by over two-thirds, necessitating platelet transfusion. The discontinuation of echinacea in the cycle 2 chemotherapy helped the patient avoid any further need for platelet transfusion. No further incidence was reported until discharge after 20 days in the hospital. Patient was instructed to avoid taking any more herbal supplements. Etoposide, a cytotoxic agent, is a CYP substrate, whose dose-limiting toxicity is myelosuppression. This interaction is understood to have been as a result of echinacea-induced CYP inhibition, leading to etoposide accumulation and the resultant thrombocytopenia.



Garlic

Garlic (Allium sativum) is one of the most popular herbal products used to supplement the treatment of infection, diabetes, and heart diseases (43). Its use is common among people with chronic diseases, such as cancer. The major bioactive component of garlic is allicin (diallyl thiosulfinate). Whole garlic extracts have been shown to inhibit the CYP3A4-dependent formation of 6β-hydroxytestosterone from testosterone through in vitro liver microsomal incubations (44).

In a study to assess the effect of garlic supplementation on the pharmacokinetics of docetaxel, Cox and co-workers administered docetaxel to women with metastatic breast cancer weekly for 3–4 weeks. A 12-day supplementation with twice-daily 600 mg garlic was commenced on the participants 3 days after the initial dose of docetaxel (15). By Day 15 of the study, garlic supplementation reduced the clearance of docetaxel by 36% (from 30.8 to 20.0 L/h/m2. Although, changes in the other pharmacokinetic parameters were reported to be insignificant, the decrease in docetaxel clearance in the presence of garlic may pose significant risk of toxicity due to docetaxel accumulation. This interaction is also consistent with the ability of the phytochemicals in garlic to inhibit CYP enzymes, which are responsible for the metabolism of docetaxel.



Ginseng

Ginseng is one of the most popular herbal products sold globally and especially in the United States. Commercial ginseng products are made mainly from three of the several species of ginseng—Panax ginseng (Asian ginseng), Panax quinquefolius (American ginseng), and Panax japonicus (Japanese ginseng). Most therapeutic claims including energy boosting, immunomodulation, enhancement of sexual desire, and pain management are anecdotal. Pharmacological activity of ginseng is generally attributed to ginsenosides, a group of steroidal saponins, which forms the primary phytochemical constituents. Anti-oxidant and cardiovascular protective effect of ginseng have been reported (45, 46). Other reported pharmacological activity of ginseng include immunomodulatory and anticarcinogenic effects, neurotransmitter modulation, and antimitogenic activity (47–49).

There have been mixed findings on the effect of ginseng on drug-metabolizing enzymes and P-gp. In in vitro studies, some studies reported no inhibitory activity on CYPs, contrary to others which found inhibitory activity against DMEs (50–54). In a study involving eight healthy volunteers, the effect of the extracts of P. ginseng on the pharmacokinetics of midazolam and fexofenadine—substrates of CYP3A4 and P-gp, respectively, was evaluated. Results showed a significant reduction in the AUC and Cmax of midazolam, which the authors attributed to the inductive effect of ginseng on CYP3A4/5 (55).

As a popular herbal supplement among cancer patients, ginseng has the potential to mediate clinically significant interactions with chemotherapeutic agents. In a case report, an onset of imatinib-induced hepatoxicity was reported in a patient who was being treated with imatinib for chronic myelogenous leukemia (CML). Having used imatinib for 7 years, the patient developed liver dysfunction (confirmed by abnormal liver function test results showing elevated alanine aminotransferase, aspartate aminotransferase, alkaline phosphatase, total bilirubin, and albumin; as well as liver biopsy) only after concurrent use with a P. ginseng-containing energy drink for 3 months (16). The symptoms of hepatotoxicity were resolved after the discontinuation of the energy drink. At high blood levels, and in some patients, imatinib may induce hepatotoxicity within the first 2 years of therapy. Thus, the patient was believed to tolerate the drug before consuming the energy drink, having used it for 7 years; however, the multicomponent nature of the energy drink raises questions on the singularity of responsibility of ginseng.



Grapefruit Juice

Grapefruit (Citrus paradisi) is not a regular herbal supplement used for medicinal purposes. As a drink, it has been well-reported to influence the pharmacokinetics of a variety of drugs when consumed together. Phytochemical constituents of grapefruit juice are potent inhibitors of CYPs and P-gp. Various comprehensive reviews have been published on the interaction between grapefruit juice (GFJ) and prescription drugs (56, 57).

In a study in 21 healthy human volunteers, concomitant intake of grapefruit juice and nilotinib caused a 60% increase in the peak concentration of nilotinib, along with a 29% increase in the AUC (18). Participants received 400 mg nilotinib with either 250 mL double strength GFJ or water in a cross-over study of two periods separated by 10-day washout period. This was attributed to the inhibitory actions of the phytochemical constituents of grapefruit juice on CYPs.

In a case report published by Valenzuela et al., a patient diagnosed with esophageal squamous cell carcinoma, had taken 250 mL of GFJ daily for more than 3 months while on docetaxel and had shown unusual pharmacokinetics of docetaxel relative to dose (17). The elimination of docetaxel had been observed to be slow in the patient, with an estimated plasma clearance of 13.2 L/h compared to the typical plasma clearance of docetaxel of 36.7 L/h. After reviewing the patient's medication records, the authors reported suspecting that GFJ might be influencing the pharmacokinetics of docetaxel in the patient. A 60% reduction in the AUC (to infinity), with a 36% increase in plasma clearance and a 10% decrease in the terminal half-life of docetaxel were observed following GFJ discontinuation. This further confirmed that GFJ suppressed the clearance of docetaxel, most likely through inhibitory activity of CYP enzymes which are responsible for the metabolism of docetaxel.



Milk Thistle

Milk thistle (Silybum marianum) is another popular herbal product used as complementary medicine in cancer patients and to boost immunity in HIV/AIDS patients. It is also used for the treatment and prevention of liver diseases. Silymarin, a mixture of biologically active flavonolignans, is the active constituent of milk thistle and generally expressed in the leaves, seeds, and fruit of the plant. Commercially available products of Milk thistle are usually provided as silymarin, a complex mixture of flavonolignans and a flavonoid. A fraction of this mixture called silibinin (containing silybin A and silybin B) have also been made commercially available. A recent publication provides a comprehensive review of these phytochemical components of Milk thistle, and their nomenclature (58). Silymarin has been clinically investigated for its anticancer activity with promising results (59, 60). Silymarin has been shown through in vitro studies to inhibit the activity of CYP and phase 2 enzymes (61, 62). This potential for herb-drug interaction has been shown in clinical studies, where silymarin significantly reduced the CYP2C9-mediated metabolism of losartan (63).

Due to the preponderance of use of milk thistle product among cancer patients, the potential for herb-drug interaction is a major clinical concern; however, clinical data on this is sparse. A study was conducted to determine if the inhibitory activity of milk thistle extract on CYP3A4 will translate to the alteration of the pharmacokinetics of irinotecan, a CYP3A4 substrate, in humans when taken together. The study in six cancer patients who were being treated with once-a-week irinotecan, in the course of which thrice-daily milk thistle was administered for 12 days assessed the pharmacokinetics of irinotecan and its metabolites. Authors reported that neither the short-term (4 days) nor prolonged use of milk thistle (12 days) resulted in any significant alteration in the pharmacokinetics of irinotecan. Only a slight and insignificant drop in clearance was observed with 31.2, 25.4, and 25.6 L/h in the first, second and third week, respectively, reported (19). According to the authors, potential for clinically significant interaction between silymarin and CYP3A4 substrate may not be very strong because the Cmax of silibinin, at the usual dose, is reported to range from 0.0249 to 0.257 μM, a concentration that may be too low for CYP/P-gp inhibition (64).

This notwithstanding, in the absence of further proof, the risk of clinically significant herb-drug interaction between milk thistle and chemotherapeutic agents may still be present due to variations in silymarin concentrations in different commercially available milk thistle formulations.



St John's Wort

St John's wort (Hypericum perforatum) is a common herbal supplement widely used for the treatment of depression, anxiety, sleep disorders, and nervousness (65). Official guidelines in multiple countries have recommended St John's wort for the treatment of depression, which has increased the popularity and consumption of St John's wort among various patient groups (66). Other popular uses of St John's wort include in the treatment of premenstrual syndrome, alcohol withdrawal, and somatoform disorders (67–70). Several active phytochemical constituents including naphthodianthrones (like hypericin), phloroglucinols (like hyperforin), and flavonol glycoside (like hyperosides) have been isolated and characterized from St John's wort (71). The antidepressant activity of St John's wort has been attributed to hyperforin, the constituent with the most potent ability to inhibit the synaptic reuptake of central neurotransmitters such as dopamine, noradrenaline, and serotonin.

Several in vitro studies have demonstrated the ability of the extracts of St John's wort to modulate the activity of CYP and major drug transporters. For example, St John's wort has been shown as a potent inducer of CYP2B6, CYP2C19, CYP2E1, and CYP3A4. Hyperforin, in addition to its inductive effects on several CYP isoforms, is a potent inhibitor of CYP2C9 and CYP2D6. Other constituents of St John's wort have shown inhibitory activities against CYPs. For example, biapigenin, a flavonoid from St John's wort, is a potent inhibitor of CYP1A2, CYP2C9, and CYP3A4 whereas hypericin is a competitive inhibitor of CYP2C9, CYP2D6, and CYP3A4 (72). Mechanistic studies in cell lines and in animal models have demonstrated the herb-drug interaction potential of St John's wort. The effect of concomitant administration of St John's wort and several clinically important substrates of these CYPs and transporters have been investigated in humans. In some instances, clinical case reports have been published showing significant herb-drug interaction between St John's wort and prescription medicine.

In human studies and clinical case reports, St John's wort has been shown to alter the pharmacokinetics of various substrates of CYP3A4 and P-gp including omeprazole, simvastatin, cyclosporine, indinavir, verapamil, and tacrolimus (73–78).

Four clinically relevant studies retrieved from the literature, show the influence of concomitantly administered St John's wort on the pharmacokinetics of anti-cancer drugs. The influence of St John's wort on the pharmacokinetics of docetaxel, a CYP3A4 substrate, was evaluated in 10 cancer patients. Subjects were intravenously administered with 135 mg docetaxel on day 1 of the study followed by blood withdrawal and pharmacokinetic analysis. From day 7 to 21, participants were treated with commercially available 300 mg tablets of St John's wort extracts (Hyperiplant®), three-times-daily. The mean AUC∞ of docetaxel was decreased by 12%, and the total clearance increased by 14% due to the pre-supplementation with St John's wort. In addition, the Cmax and T1/2 of docetaxel was decreased, non-significantly. The study also found a lower incidence of docetaxel-related adverse effects due to St John's wort supplementation (20). These observations are consistent with the mechanistic ability of St John's wort to induce CYP3A4 and accelerate the metabolism of its substrates.

In another study, the effect of St John's wort on the metabolism of irinotecan was assessed. Five cancer patients recruited for the study were treated with irinotecan with or without St John's wort supplementation for 18 days in an unblinded randomized cross-over study. St John's wort decreased the plasma level of the active metabolite, SN-38, by 42% (21). Authors also reported a mean decrease in leucocyte counts of 63% when irinotecan alone was used compared to a 4.3% decrease count when combined with St John's wort. The reduced incidence of myelosuppression was attributed to increased metabolism of irinotecan, brought about by the inductive effects of St John's wort on the metabolism of irinotecan and SN-38. The St John's wort -irinotecan combination has also been reported to mitigate against hematologic and gastrointestinal toxicities associated with irinotecan (79).

Smith and co-workers conducted an open-label cross-over study to determine the influence of St John's wort on the pharmacokinetics (PK) of imatinib in 10 healthy adult subjects (22). PK parameters were compared following a single administration of 400 mg imatinib before and after a 2-week St John's wort treatment. St John's wort reduced the median AUC of imatinib by 32%, and the observed Cmax by 29%. This significant St John's wort -induced reduction in imatinib exposure, alongside decreased plasma half-life, occurred in all 10 participants. Additionally, the Cmax in the presence of St John's wort was diminished in all participants but one.

In a similar study, using a 2-period design for an open-label, fixed-sequence study in 12 healthy volunteers, Frye and co-workers reported a 43% increased clearance of imatinib with a 30% reduction in imatinib exposure (23). Each of the volunteers had received 400 mg of imatinib orally on days 1 and 15, while also receiving three-times-daily 300 mg of St John's wort from days 4 to 17. Plasma imatinib were analyzed over 72 h after each imatinib administration. In addition to the increased total clearance and the reduced total exposure, St John's wort caused a 31% decrease in the plasma half-life (from 12.8 to 9 h) and a 20% decrease in the plasma Cmax of imatinib in the subjects. All the pharmacokinetic changes were observed in all 12 participants. These effects are significant and may pose a risk for therapeutic failure in cancer patients who take St John's wort along with their therapeutic agents.





DISCUSSION

Despite the scarcity of data on therapeutic benefit of herbal supplements in cancer, the use of herbal products is very common among cancer patients. Studies have reported figures as high as 50–66% use of one or more complementary/alternative medicine, the majority of which are herbal preparations, concurrently with conventional cancer therapy (80, 81). This review identified six herbal products—echinacea, garlic, ginseng, grapefruit juice, milk thistle, and St John's wort—which have shown clinically relevant interactions with specific chemotherapeutic agent. Several other herbal products are commonly used among cancer patients for which there are currently no clinically relevant herb-drug interaction data, but with strong potential for interactions based on laboratory-based results. These include green tea (Camellia sinensis), mistletoe (Viscum album), evening primrose (Oenothera paradoxa), parsley (Petroselinum crispum), goldenseal (Hydrastis canadensis), kava (Piper methysticum), aloe vera (Aloe barbadensis), wild yam (Dioscorea villosa), valerian (Valeriana officinalis), golden root (Rhodiola rosea), medicinal mushrooms (including species of Ganoderma, Grifola, and Trametes), agaricus (Agaricus campestris), and rooibos (Aspalathus linearis) (82).

As highlighted earlier, herb-drug combination is particularly undesirable in cancer patients because of herb-drug interaction risks. Most herb-drug interactions are pharmacokinetic in mechanism and are brought about by either the induction or inhibition of drug-metabolizing enzymes and transport proteins. Since echinacea can inhibit and induce CYP enzymes, it is difficult to predict what effect it will have on a patient's therapy. Current data is sparse and showed conflicting outcomes as to enhancing or decreasing the effect of chemotherapy. Ginseng is another inducer that may place a patient at higher risk for adverse effects if taken along with chemotherapy. Based on the case study found, it is unclear if ginseng was the definite cause of hepatotoxicity; however, since there is evidence to suggest that ginseng induces CYP enzymes, the patient's hepatotoxicity is thought to be due to the ginseng component of the energy drink. Further studies and reports are needed to assess the interaction between ginseng and chemotherapeutic agents. By inhibiting CYP enzymes, garlic and milk thistle can effectively inhibit the metabolism of certain chemotherapeutic agents. Based on the available literature, both can clinically influence the pharmacokinetics of chemotherapeutic drugs. Interaction of grapefruit juice is unique in that most people consume grapefruit juice for non-medicinal purposes. Current literature shows that grapefruit juice caused the accumulation of CYP/P-gp substrates due to inhibition, placing patients at increased risk for adverse effects from chemotherapy. This interaction is important because it highlights the importance of diet during chemotherapy treatment.

To ensure effective care, providers should have open conversations with their patients in order to document their herb-drug use and provide necessary counseling. Patients need education on the potential beneficial and harmful effects of herbal products in cancer. Such education should include the lack of sufficient supportive data and the liberal marketing strategies employed in the sale of herbal products. Importantly, patients should understand the potential for herb-drug interaction and the attendant toxicity or therapy failure.



CONCLUSION

While the beneficial effects of the commonly consumed herbal products by cancer patients is uncertain, data from human studies suggest that some of these supplements are capable of interacting with chemotherapeutic agents. It is therefore prudent and advisable to avoid the concomitant use of anti-cancer drugs and herbal products, especially echinacea, garlic, ginseng, grapefruit juice, milk thistle, and St John's wort. Clinicians and practitioners need to be vigilant in monitoring for any herb-anticancer combination.
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CYP1A1/1A2 Axitinib, bendamustine, bortezomib, dacarbazine, etoposide, exemestane, flutamide, pazopanib, pomalidomide, tegafur

CYP2A6 Cyclophosphamide, ifosfamide, letrozole, tegafur

CYP286 Busulfan, cyclophospharmide, docetaxel, doxorubicin, fosfamide, procarbazine, thiotepa

CYP2C8 Anastrozole, dabrafenib, cyclophosphamide, enzalutamide, ifosfamide, imatinib, lapatinib, nilotinib, pacitaxel, pazopanib, tegafur

CYP2C9 Busulfan, ifosfamide, idarubicin, ruxolitinib, tamoxifen

CYP2C19 vitinib, bortezomib, cyclophosphamide, ifosfamide, lapatinib, pomalidomide, tamoxifen, thalidomide

CYP2D8 Brentuximab, doxorubicin, gefetinib, idarubicin, pomalidomide, tamoxiten, vinblastine, vinorelbine

CYP2E1 Dacarbazine, etoposide, cisplatin, vinorelbine

CYP3AY/3A5 Anastrozole, axitinib, bortezomib, bositiib, brentuximab, cabazitaxel, cisplatin, crizotinib, cyclophosphamide, dabrafenib, dasatinib, docetaxel,

doxorubicin, enzalutamide, etoposide, exemestane, gefetinib, imatinib, fulvestrant, ifosfamide, rinotecan, lapatinib, letrozole, mitoxantrone,
nilotinib, olaparib, pacitaxel, pazopanib, pomalidomide, ponatinib, procarbazine, regorafenib, ruxolitinib, sorafenib, sunitinib, temsirolimus,
teniposide, thiotepa, topotecan, trabectedin, vandetanib, vemurafenib, vinblastine, vincristine, vinorelbine

GSTs Busulfan, carboplatin, chlorambucil, cisplatin, cyclophosphamide, dactinomycin, daunorubicin, doxorubicin, etoposide, idarubicin, ifosfamide,
mitomycin, mitoxantrone, oxalipatin, tamoxifen, vinblastine, vincristine, vinorelbine

UGTs Anastrozole, axitinib, bicalutamide, doxorubicin, epirubicin, etoposide, exemestane, iinotecan, sorafenib, regorafenib, tamoxifen, teniposide,
topotecan

P-glycoprotein Aitinib, bicalutamide, bosutinib, cytarabine, dactinomycin, dasatinib, daunorubicin, docetaxel, doxorubicin, epirubicin, etoposide, gefetinib,

(ABCB-1, MDR-1) idarubicin, imatinib, irinotecan, methotrexate, mitoxantrone, pacitaxel, sunitinib, vincristine
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MRP-2 (ABCC-2) Methotrexate, sulfinpyrazone, vinblastine
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MXR) paciitaxel, sorafenib, sunitinib, topotecan

ABC, ATP-binding cassette; BCRR, breast cancer resistant protein; MDR, multidrug resistance gene; MRR, multdrug resistance-associated protein; MXR, mitoxantrone resistance-
associated protein.
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Findings

Taking echinacea with etoposide was found to significantly
decrease the platelet nadir (16 x 10%/L) when compared to the
nadir of etoposide alone (44 x 10%/L)

Echinacea did not cause significant alteration in the
pharmacokinetics of docetaxel

Garlic was found to decrease docetaxel clearance. Although this
decrease was non-statistically significant, it could potentially
increase adverse effects due to accumulation of docetaxel

Patient taking imatinib for 7 years started having symptoms of
hepatotoxicity after beginning to consume ginseng. Hepatotoxicity
resolved upon discontinuation of ginseng

Grapefruit juice was found to increase the AUC and terminal
half-ffe of docetaxel, while decreasing clearance of docetaxel
Grapefruit juice was found to increase the AUC and peak
concentration of nilotinib but did not affect the elimination half-life

Milk thistle was found to cause a statistically insignificant decrease
in irinotecan clearance, making it uniikely to cause a clinical impact
St John's wort was found to cause a significant decrease in
plasma docstaxel concentration

St John's wort caused a decrease in plasma concentrations of
active metabolite (SN-38) by 42%

St John's wort decreased plasma concentration of imatinib by
32% and decreased the half-Ife of imatinib by 21%

St John's wort increased clearance of imatinib by 43%, and
decreased its plasma concentration by 30%
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