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Advanced Care Planning: Important 
Conversations Through Life and at End of Life

FROM THE DIRECTOR
ANNE COSCARELLI, PhD|

This quote brings deep sadness as we acknowledge 
that cancer sometimes is the cause of life’s end.  
Whether we have cancer or not we often avoid 
thinking about end of life care for ourselves and our 
loved ones. However, without thinking about such an 
important aspect of life, we preclude the possibility of 
having our wishes fulfilled, and our personal values 
acknowledged. As the quote says, talking about end 
of life needs ultimately led to a better transition for 
this patient and her family who know in their hearts 
that their daughter’s wishes were honored because 
she expressed them and was heard. I want this kind 
of planning for every patient I meet, no matter what 
is the status of their disease. This family was able to 
write me this note because advance care planning 
was part of their daughter’s comprehensive care 
which included openly discussing goals, values, and 
wishes.

“Nothing is certain but death and taxes;” –  we 
will all face the end of our life at some unknown 
moment in time. And, with tongue in cheek to lighten 
this discussion, I present THE DATA that confirms 
my statement.  The table to the right indicates the 
“Percentage of people for whom death is Not 
Optional.” The data has not changed in the past 
century, nor all the previous centuries --death is not 
optional for men, women or all people combined. 
When I present this graph in lectures, the audience 
often chuckles.  Everyone will die, so this article 
applies to everyone! 

Given this compelling data, why would you leave 
planning your end of life care to chance? Why  
wouldn’t you want to become educated about 

your choices and make decisions for yourself based 
on personal values and goals? Why wouldn’t you 
demand this as an integral part of your medical care?   

We don’t because we avoid the psychological 
discomfort that comes with this discussion, and we 
believe that we will always have more time. We don’t 
want to think about dying, end of life or something 
tragic happening. In addition, many of us do not 
know how to do end of life planning. Let’s change  
this now.

Without realizing it, many of us think about end of 
life concerns. For example, some people choose cars 
that we believe are safer and less likely to render us 
disabled or, frankly, dead. Many of us make choices 
about where we walk alone at night or when to 
cross the street–clearly to postpone our demise. We 
unconsciously do allow ourselves to consider our 
mortality, albeit in a fleeting way, and we consider the 
risks of being injured or dying in our choices. However, 
in the arena of our health care–where our life and its 

quality should be front and center–we often avoid this 
topic all together, thus failing to become educated, 
informed consumers and declare our wishes. What 
would happen if there was a “Consumer Report” for 
end of life care?  Would you read it?  And if so, when?

 “ As you may recall you counseled my wife, me and our daughter as we grappled with her cancer and the likely 
death of our precious daughter. During that session we discussed her end-of-life desires which proved critical 
when she passed away. Her funeral service and other wishes were carried out by her family and that gave great 
comfort to us.”

>>   
CONTINUED ON PAGE 2
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We spend more time on Facebook, Twitter, 
Instagram and/or Yelp looking up the ratings 
of restaurants, investigating what car to 
purchase, what school to send our children to, 
what new phone/computer/tablet to purchase, 
or who will cut our hair than we do on what we 
want at end of life. I find that thought frightening 
and, as a result, I encounter patients and families who 
end up unprepared to address these issues. The net 
result for families often leads to regrets; “I wish we 
had made different choices so that there was less 
suffering at the end. If I knew then what I know now, 
we could have made different choices.” Even more 
devastating, unprepared families often argue, feel 
alone, are unable to make decisions, and later face 
complicated grief.  I certainly do not want my children 
or loved ones to face these issues, and I don’t want 
you and your family to have to face these issues.  

If you have stayed with me this far, I congratulate you 
on managing the anxiety that arises from this topic.   It 
takes a little personal grit to overcome the desire to run 
away or find something else to read but I encourage 
you to keep reading, to become more informed about 
ensuring that your values, goals, and wishes are 
written down, communicated and eventually can be 
acted upon.  Right now, approximately 60-70% of all 
Americans DO NOT have an Advance Care Directive 
and many that do, have NEVER UPDATED them to 
reflect changes in their health status, wishes or goals 
for care.

Advance Care Planning is something that everyone 
should take the time to do, whether you are healthy or 
dealing with a life-challenging illness. Advance care 
planning is like a free insurance policy to help 
ensure your end of life is what you want it to 
be and to make certain that those who might 
have to speak on your behalf understand what 
are your values, wishes, and desires.

There are five important parts of Advance Care 
Planning:

1) Think through your current and future situation 
and articulate what are your values and goals 
regarding life, your current health and end of life.

2) Discuss your values and goals with others who 
may be involved in this process with you, such 
as family members, significant friends, and your 
medical team.

3) Decide on someone who you believe understands 
your goals who is willing to speak for you should 
you not be able to speak for yourself. This person 
becomes your health care power of attorney or 
proxy.

4) Translate your goals and wishes into a legal 
document called an Advance Care Directive that 
appoints your proxy and also makes clear what 
kinds of decisions you want.  You can also specify 
guidelines for how much medical intervention or 
non-intervention you might prefer under different 
circumstances.

5) Review your situation and adjust your advanced 
care directive if your life and/or quality of life 
changes as a result of disease or a prolonged illness.

In a study sponsored by the National Institute of 
Aging (NIA), scientists found that advance directives 
make a difference and that people who document 
their preferences in this way are more likely to get 
the care they prefer at the end of life than people 
who do not. Advance care directives and planning 
is not a one-time event, it is a process that begins 
when we are young and evolves as our lives develop 
and how illness affects us as we grow older. Advance 

care directives should be living documents that evolve 
as we develop. However, one of the most important 
components of your directive is identifying someone 
who can act on your behalf and help you in the event 
that you cannot speak. It is very important that the 
person who acts on your behalf knows how you feel, 
and knows the kinds of choices you would make if you 
were hospitalized or not able to answer for yourself.

They need to be able to answer questions such as:

• How do YOU define a good quality of life?
• Would you want your life to be extended 

under the present circumstances?
• How much risk would you be willing to 

take and for what benefits?
• When would you want medical intervention 

to stop and comfort care to be the primary 
goal of your medical care?

• What are your goals for your life? Are they 
achievable given the current circumstances 
and, if not, what would you want to be 
done for you?

Before someone else can answer these questions, 
it is important that you answer these questions for 
yourself. There are many choices that can come up 
throughout the continuum of cancer care and in life; 
knowing your goals, expectations and what feels like 
a good quality of life are important in these decisions.

We encourage all of our patients and family 
members to use a cancer diagnosis, a cancer 
recurrence or the success of cancer treatment 
to be a catalyst to begin these discussions 
for the first time or to revisit your existing 
documents. It is important to make sure your 
advance care directive is up-to-date and that your 
doctors and hospital have a copy of it in your medical 
record. We encourage you to engage with your 
physicians, nurses, nurse practitioners, social workers, 
psychologists and even chaplains who are part of the 
medical team managing your cancer. They can explain 
what to expect from your disease, what kinds of 
future choices might need to be made, and can help 
you formulate a plan for changing situations. Knowing 
what could happen does not mean that it will happen, 
but taking a little time and energy to address this now 
may prevent future discomfort, worry and stress at 
a later time, when these discussions could be more 
difficult for you and your family.

The families that have had to face end of life issues 
have been very grateful that I helped them with 
planning.  It made a difference not only for the patient 
but the entire family.

What are Major Decisions that could come up 
near end of life?
There are important issues that arise when treatments 
no longer cure disease or hold the disease in a stable 
place with acceptable quality of life. It is important to 
think about what you might want done if emergent 
decisions come up, such as: cardiopulmonary 
resuscitation (CPR), to be put on a ventilator, to 
receive artificial nutrition through a feeding tube or 
artificial hydration (intravenous fluids). 

If you have widespread cancer and have already 
been through treatments that are not stopping the 
disease from progressing, would you want any of 
these procedures done? Under what circumstances? 
Might you prefer that you instead receive symptom 
management and comfort care?

CPR (cardiopulmonary resuscitation):  CPR is 
used to restore your heartbeat if your heart stops or is 
in an abnormal rhythm that could be life threatening. 
CPR may be quite effective in a young and healthy 

person, but as you age and have more physical 
disabilities and medical concerns, the likelihood of 
your heart being restored to a normal rhythm drops 
substantially! More importantly, by using CPR, 
an easier route of death may be closed off to 
you, leaving you open to a more prolonged 
and uncomfortable death.  These are important 
considerations. It is also important to understand 
what CPR means.  It requires repeated pushing on the 
chest with force while also forcing air into the lungs.  
The force can be quite strong and in the process 
may break ribs or collapse a lung, which can create 
additional discomforts and complications, especially 
for more fragile or older adults.  Sometimes electric 
shock (known as defibrillation) and medicines are 
used.  Sometimes a plastic tube is put down your throat 
to force air into your lungs (known as intubation).  The 
reality is not quite the way it appears on your favorite 
TV medical show, where almost everyone is restored 
to a good state of health. The actual process is intense 
and potentially brutal. If you are already frail, then it 
may not be successful and/or the damage to you may 
be greater. It is important to think about these things 
in advance because not doing CPR could mean letting 
you die quietly, naturally, and more comfortably.  When 
you decide that you do not want resuscitation, it is 
important to inform your doctors and medical team so 
they can write a DNR order (Do Not Resuscitate order) 
for your chart that will make certain this procedure is 
not done while you are in the hospital.  You can also 
make sure this is not done by paramedics as well by 
using a well-defined POLST (Physician Order for Life 
Sustaining Treatment).  

Ventilators: Ventilators are special machines used to 
help you breathe when you are not able to breathe 
for yourself. A tube is connected to a ventilator, and 
the tube is put into your throat down your trachea so 
the machine can force air into your lungs. The medical 
term for this is intubation. It is an uncomfortable 
procedure. While you are on a ventilator, you will 
likely be kept sedated because having the tube down 
your throat is painful, uncomfortable, and you are not 
able to talk. This can be emotionally challenging and 
frustrating for patients.  If you can’t breathe on your 
own for days and it does not appear that you can 
be weaned off the ventilator, a surgeon may perform 
a tracheotomy. This is a surgery done at the bedside 
with sedation and local anesthetic in which a small 
hole is cut into the neck and a tube is inserted into 
your trachea. The ventilator is attached to the tube 
in your neck, a procedure that is considered more 
comfortable than having the large tube down your 
throat into the trachea. In order to talk you need a 
special valve on the tube that allows the air to go 
over the vocal cords. When a person is “trached” 
(which rhymes with “baked”), the air enters the lung 
below the vocal cords.  Again, being on a ventilator 
in real life does not look quite the same as it does in 
television or in movies.  Being on a ventilator sets you 
up for many additional complications and procedures.  

Artificial nutrition: When someone is not able 
to eat, but their stomach is functioning, they are 
sometimes fed through a tube that goes down their 
nose and into their stomach. Usually, liquid nutritional 
drinks are forced through the tube as “feeding.” If 
this is done over a prolonged period, sometimes a 
tube is surgically inserted into the stomach through 
the abdomen that allows liquid nutrition to be pushed 
through the tube into the stomach. You can also be 
given a kind of artificial nutrition through a more 
permanent port inserted into a major vein, and the 
nutrition can be engaged at night and pumped in 
while you are sleeping. There are potential negative 
consequences to each of these options and if the body 
is shutting down and near death, these options may 
prolong death and suffering.

Advanced Care Planning: Important Conversations Through Life and at End of Life continued from page 1
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Artificial hydration: To prevent dehydration, fluids 
are frequently given through an intravenous tube into 
a vein. When someone is admitted to the Emergency 
Department, they are often given artificial hydration.  
In many circumstances, this is an appropriate choice 
and absolutely outstanding medical care. Artificial 
hydration can be very helpful during chemotherapy 
or other treatments when you temporarily cannot 
keep yourself hydrated by drinking enough fluids. In 
these circumstances, artificial hydration is not only 
life-preserving but also a comfort measure as well. 
However, in situations where a patient is dealing with 
end of life, artificial hydration can create problems that 
might make breathing more uncomfortable, prolong 
the dying process or increase suffering. It is important 
to consider these situations with your health care 
providers and make appropriate decisions. 

Comfort care: Comfort care is very important; 
most people say that what they most fear about 
dying is suffering. The goal of comfort care is to 
soothe you and keep you comfortable. Comfort care 
is any type of care to relieve pain, discomfort, and 
suffering, such as to manage shortness of breath, 
nausea, anxiety, constipation, diarrhea, agitation, 
or dry mouth. It often means not doing unnecessary 
procedures that can increase discomfort. Comfort 
care should be considered throughout the continuum 
of cancer care. Sometimes, however, the best care is 
the discontinuation of treatment to prolong life, and 
the sole focus becomes comfort care alone. Comfort 
care might include being enrolled in home hospice, 
on hospice in a nursing facility and sometimes also 
in a hospital.

What is hospice care?
Hospice care focuses on quality of life rather than the 
prolonging of life. Hospice care is an option for patients 
and families to choose humane and compassionate 
care when a disease cannot be stopped; the goal 
is to make comfort the highest priority. Hospice is 
not necessarily a place, but a type of treatment. The 
focus is on both the patient and the family as a unit.  
Hospice care means choosing medical care necessary 
to alleviate symptoms, reduce suffering, improve 
quality of life and is usually the final stage of care in 
a serious illness.

The idea of hospice was originally conceived in the 
United Kingdom. Cicely Saunders, considered the 
founder of “Hospice,” stated, “You matter because of 
who you are. You matter to the last moment of your 
life, and we will do all we can, not only to help you die 
peacefully, but also to live until you die.”

Hospice care emphasizes providing physical as well 
as psychological and spiritual comforts with the goal 
of helping patients and families to reduce discomfort 
of any kind at a time when they know that life will be 
ending, even though the time frame may be somewhat 
uncertain. Patients are best served on hospice when 
they have had some time to stop invasive medical 
treatments and focus on comfort. Sadly, hospice care 
is too often recommended just days before death, 
and this is often traumatic for everyone involved. 
Sometimes families or physicians never even discuss 
hospice care. Some people are concerned that 
“entering hospice care” means the patient, family or 
health system has given up on you. Instead of looking 
at it that way, I suggest that you should consider that 
hospice care is the best care available for the phase 
of the disease that you are dealing with at this time.

Hospice care can be done at home or a skilled 
nursing facility. There are a few hospice programs 
that are actual places. Hospice does not provide 
all the caretaking that a patient needs, but hospice 
does provide assistance to the family in making good 
decisions about pain medications and reduction of 
symptoms such as nausea or constipation.

What is Palliative Care?
Palliative care focuses on symptoms such as pain, 
shortness of breath, fatigue, constipation, nausea, 
loss of appetite, difficulty sleeping, distress, anxiety, 
and depression. It also helps you gain the strength to 
carry on with daily life.   Palliative care can and should 
occur throughout the entire continuum of cancer care.  
It is more often associated with more advanced stages 
of the disease and is certainly a component of good 
end of life care.  However, it should not be limited to 
this, and it can happen alongside care that is oriented 
toward cure or stabilization of the disease, as well.

What is POLST?
POLST stands for Physician Order for Life Sustaining 
Treatment. It is a form, filled out by a patient and a 
physician and signed by both, that gives seriously 
ill patients more control over their end-of-life care. 
This form provides a space for patients to state 
what kind of medical treatment they want toward 
the end of their lives. It is usually printed on bright 
pink paper (although does not have to be), so that 
it is noticeable and can be placed in your medical 
records and on the back of a door of your home in 
the event the paramedics are called. It communicates 
your important wishes about resuscitation, artificial 
nutrition, hydration, other treatments, and comfort 
care.  It also indicates the name of your health care 
power of attorney.

What are some good resources to review?
• http://www.nia.nih.gov/  This government website 

for the National Institute On Aging provides infor-
mation on advance care planning.

• http://www.coalitionccc.org/ This Coalition for 
Compassionate Care of California, is a statewide 
partnership of regional and statewide organiza-
tions, state agencies, and individuals working 
together to promote high-quality, compassionate 
end of life care for all Californians.  This site is 
very robust and has many easy to read forms.

• http://www.capolst.org/ This is the California 
website where POLST forms can be found as well 
as other information about compassionate end of 
life care.

• http://www.caringinfo.org/i4a/pages/index.
cfm?pageid=3289 This site provides information 
about writing an advanced care directive and 
provides legal documents by state.

• https://www.iha4health.org/our-services/advance-
directive/ This site provides links to California-
based “Easy Reading Advance Directives” in 
multiple languages. They can be downloaded and 
copied as you wish.

• Book: The Better End: Surviving (and Dying) on 
Your Own Terms in Today’s Modern Medical World 
by Dan K. Morhaim, MD

How do I choose someone as my health  
care proxy?
Choosing someone to be your health care power of 
attorney or proxy is an important decision. It should 
be someone who knows you who you trust to carry 
out your wishes. You should also choose and appoint 
a secondary person in case the first person is not 
available. Your health care power of attorney can 
be your partner, your spouse, a good friend or an 
adult child. You want someone who will consult with 
appropriate medical team members and be able to 
express your desires. It should be someone with whom 
you can talk about these issues, who will understand 
what you need and want and who agrees to follow 
through on your expressed wishes.  

How do I make an Advance Care Directive?
There are a variety of ways to create an advance care 
directive. Some people prepare them as part of their 
estate planning and have their attorney complete 

them at this time. These are often generic and rarely 
go into the specificity that may be needed if you are 
currently undergoing complicated medical care. You 
may, however, have additional wishes incorporated 
into that document that you provide to your attorney.  
Your hospital can provide you with a form to complete 
that, although is temporary, is a legal and binding 
document when fully signed. There are several forms 
that are available from different organizations that 
are included in the resource section of the document.

It is important to think about what you want and 
consider your current situation. Have a discussion with 
your health care provider if you are uncertain about 
the choices you may want to make or feel you do not 
have the knowledge to translate your wishes into 
achievable goals. Consider talking with an oncology 
social worker, chaplain, or psychologist at the Simms/
Mann Center.  Identify someone that you can rely on 
to make decisions for you.

Once I have made an Advance Care Directive 
what should I do with it?
Once you have made your advance care directive, 
make certain that your doctor and hospital has a copy 
of it and request that it be placed in your chart.  If you 
are a patient at UCLA, request that your Directive be 
placed in your electronic medical record. Make sure 
you review it with your doctor so that your doctor 
understands what you want. Your doctor can also 
write a “Goals of Care Note” which is a special note 
tab in the Electronic Medical Record.  

Also, make certain that the person(s) who is(are) 
appointed as your “Health Care Power of Attorney/
Proxy” has copies of the document as well.

Can I decide to stop cancer treatment?
Deciding to stop cancer treatment does not mean 
stopping medical care. Sometimes it is appropriate 
to decide that anti-cancer treatments are not making 
your life better and that you would prefer to focus 
on comfort rather than battling the cancer per se. In 
these situations, you might decide that you want to 
stop chemotherapy, radiation, targeted treatment or 
a clinical trial and, instead, focus on feeling as good 
as you can for as long as you can. These decisions 
are usually made when your medical team determines 
the cancer is not curable or cannot be stabilized. For 
some patients, continuing to try and stabilize their 
disease can rob them of their good quality of life and 
they would prefer to have a shorter life with fewer 
complications of treatment. For other patients, they 
may have already had substantial treatments, possibly 
even exhausting all possible treatments, before 
deciding to stop treatment. 

It is important for you to really think about what you 
want, what you like about your life and how best to 
achieve your goals for your life.  It may be important 
to have an open and honest discussion with your 
physician about what is and what is not likely. This 
is not an easy conversation and requires a degree 
of honesty with yourself about your situation. Most 
people who actively think about these issues and 
make these decisions tend to have better quality of 
life through the end of their lives and less suffering.
 
You should have this discussion with your doctor from 
time to time throughout your treatment, especially 
when dealing with advanced cancer, to express your 
desires and goals and receive consultation on how 
realistic it is or the best way to achieve your goals. If 
you are worried about these issues, remember that you 
can discuss them with a member of the Simms/Mann 
Team--an oncology social worker, a psychologist, or a 
chaplain. We can also help you formulate your goals 
and needs and help advise you how to broach these 
issues with your physician.
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Who can my family consult if they are uncer-
tain about what to do?
Many hospitals have a team of individuals who 
can help families make difficult decisions. At UCLA, 
these health care professionals are part of the Ethics 
Team. Families can ask for an ethics consult if they 
are concerned about the decisions they need to make 
or if there is disagreement among family members as 
to what the patient wants and what would be best 
for the patient. The ethics team tries to consider all 
viewpoints; because they are outside the treatment 

team, and they can provide a perspective that may 
help a family come to a difficult decision.

What is Outstanding Medical Care?
There is a continuing debate about what constitutes 
outstanding medical care.  I think it boils down to the 
following questions.  See if you agree with me.

I would guess that most Americans might add 
additional categories, such as being affordable, easy 
to access, and having few restrictions. Most Americans 

might not imagine that question number six is crucial 
to outstanding medical care. This last question is often 
left out. Why? Because question six requires us all to 
consider end of life care as part of medical care, and 
it forces us to acknowledge something that many of 
us prefer to push out of our minds–life does end.  I 
encourage you to expect this conversation from your 
health care team and to participate actively in the 
discussion, even initiating it on your own behalf.   The 
data supports that these discussions are important and 
lead to the best outcomes for patients and families!

The Data about Impact of End of Life Discussions
In a study published in the Journal of the American 
Medical Association, 2008 (authors Wright), they 
found that having end of life discussions with patients 
were helpful in a variety of ways.  There was no increase 
in major depressive disorder or worry. They also found 
that having end of life discussions were also associated 
with lower rates of ventilation, resuscitation, and 
intensive care unit admissions.  These discussions also 
lead to earlier hospice enrollment.  Conversely, and of 
major importance,  more aggressive medical care was 
associated with worse quality of life and higher risk 
of major depressive disorder in bereaved caregivers!  
Longer hospice stays were associated with better 
quality of life and better quality of life for caregivers 
later, at follow-up.  

From another study (2010, El-Jawahri, A. et al. J Clin 
Oncol; 28:305-310) that looked at patients with 

advanced cancer regarding their goals for care, they 
found a dramatic difference in choices that were 
made when patients were presented with a realistic 
video about end of life care compared with more 
general verbal descriptions.  They found that 91.3 
percent of patients chose “comfort care” over “life-
prolonging care and basic medical care” when given 
realistic information presented in video format while 
only 22.2% made this choice from verbal description.  
I believe this is to be true, because of the difference 
between facing reality and not really receiving a 
complete understanding of what each component of 
care could mean for you.  

These studies affirm that sometimes less is more and 
underscores the importance of becoming informed, 
having ongoing and continuous discussions with your 
medical team and for asking for the real facts, not the 
candy-coated version.  If your health care team is not 

talking to you about end of life throughout your life 
span and throughout your cancer care, then I would 
suggest you are not getting the best care!  If you are 
not asked, I encourage you to bring up these issues 
with your physician and nurse practitioner.   Make sure 
your wishes are known.  So often, I hear patients say 
they do not want to be a burden on their families.  
Now is the time for you to clearly define and make 
your wishes known.  Speak while you still can clearly 
think and express yourself.  Speak and be heard! 

I am asking you to make a commitment to begin 
advance care planning with your family now.  It will 
improve your quality of life and ability to live well as 
long as possible.  As I noted earlier, no one gets out of 
this life alive, so why not make sure that your wishes 
are known, respected and followed.  Only you can 
assure this.

What is outstanding medical care?

“And in the end it’s not the years in your life that count. 
It’s the life in your years.”  

– Abraham Lincoln   

Advanced Care Planning: Important Conversations Through Life and at End of Life continued from page 3

QUESTION

1. The best, most technologically advanced treatments?   

2. A hospital that makes few mistakes and has a caring, well trained and knowledgeable staff? 
 
3. A physician, or group of physicians, who know the best treatments for diseases and recommends them 

in appropriate situations? 

4. A health system that is focused on wellness, prevention of disease, and the promotion of psychological, 
spiritual and physical well-being throughout the course of your life?  

5. A health care team that provides you with realistic understandings of your disease, realistic outcomes 
of treatments and knows the difference between treatments that improve your life versus those that 
are likely to prolong suffering for you or your family?

6. A health system that demands that you make plans, express values and goals and consider preferences 
for how you want your end of life care to be integrated into your overall medical care, and assist you 
with planning end of life care  as you age, develop serious illness or face unexpected health events?

YOUR ANSWER

?

?

?

?

?

?

MY ANSWER

Yes

Yes

Yes

Yes

Yes

Yes
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INSIGHTS INTO CANCER

SEXUAL HEALTH CONSIDERATIONS FOR THE CANCER PATIENT 
AND THEIR PARTNERS
MICHAEL KRYCHMAN, MD, EXECUTIVE DIRECTOR OF THE SOUTHERN CALIFORNIA CENTER FOR SEXUAL HEALTH AND SURVIVORSHIP MEDICINE, 
NEWPORT BEACH, CA
This is a summary of a talk presented on January 14, 2014.

The National Cancer Institute estimates that 40-
100% of cancer survivors experience some form 
of sexual complaint. The type of cancer and its 

treatment may influence the types of sexual com-
plaints as well as the frequency. Approximately 50-
90% of breast cancer survivors had complaints, 25% 
of leukemia and Hodgkin’s lymphoma patients, greater 
than 80% of patients with radical pelvic surgeries had 
complaints and greater than 50% of patients who had 
pelvic radiation.  In addition, 30-90% of patients who 
survive gynecologic cancers report severe and long-
lasting problems.  

While it is common to have sexual complaints, 85% 
of adults would like to discuss their sexual functioning 
with their physician but many people are too reluc-
tant to talk with their doctors. Approximately 71% be-
lieve that their physician would not want or have the 
time to deal with their sexual concerns or problems.  
Sixty-eight percent reported that they were concerned 
about embarrassing their physician and 76% thought 
that no treatment was available for their problems. In 
addition, even though sexual dysfunction can cause 
anguish, embarrassment, and decreased self-esteem, 
many patients may be too reluctant or embarrassed to 
bring up the subject; they feel shame or have cultural 
beliefs about discussing sexuality and/or are unin-
formed about normal sexual function. There becomes 
this conspiracy of silence around sexual concerns.  
Physicians may not ask, patients do not tell, and the 
difficulties and suffering continue.  

Definition of Sexual Health
The World Health Organization (WHO) has a working 
definition of sexual health which is:

“A state of physical, emotional, mental and social 
well-being in relation to sexuality; it is not merely the 
absence of disease, dysfunction or infirmity. Sexual 
health requires a positive and respectful approach to 
sexuality and sexual relationships, as well as the pos-
sibility of having pleasurable and safe sexual experi-
ences, free of coercion, discrimination, and violence. 
For sexual health to be attained and maintained, the 
sexual rights of all persons must be respected, pro-
tected and fulfilled.”

In fact, sexual activity is good for you. One act of sexual 
intercourse burns 180 calories. Sexual hormones lower 
rates of depression, anxiety and may boost immunity. 
Sexual hormones and activity may promote longevity.  
The release of oxytocin increases intimacy between 
people. Orgasm also strengthens pelvic muscles and 
increases blood flow.  

The best predictor of sexual health after a cancer di-
agnosis is the level of sexual health prior to a can-
cer diagnosis.  Many factors enter into overall sexual 
health.  The nature of the relationship with the person 
is a significant factor.  Initially, sex in a relationship can 
be easy and exciting with the expectation that it will 
be this way forever.  It may be great all or most of the 
time and often spontaneous. However, in long-term 
relationships sex can change. It can take hard work 
and effort to maintain a good sexual relationship. In 
addition, sometimes sex is boring and predictable, or 
it may be different on different occasions.  More often 
than not, sex becomes more pre-planned over time. 
  

For aging women, some of the difficulties that they 
encounter related to sex include hot flashes, vaginal 
changes, diminished sensitivity, changing orgasm, 
partner availability, changing body and changes in 
libido/desire.  For aging men, the difficulties include 
erectile dysfunction, changing body, diminished sen-
sitivity, changing orgasm, stamina, partner availability 
and libido/desire.  Despite all of these difficulties, data 
from the National Council on Aging suggest that older 
individuals are still engaged in sexual activity.  Nearly 
50% of those over the age of 60 engage in sex at least 
once monthly.   Forty percent indicate that they would 
like to have more sex than they are currently having.  
Seventy-nine percent of men and 66% of older women 
said that maintaining an active sex life is an important 
aspect of their relationship with their partner.  

Intimacy is not the only reason people have sex. They 
have sex for a variety of reasons, e.g., to conceive, to 
feel nurtured, to placate a partner, to prevent infidel-
ity, self-exploration, to avoid conflict, to feel sexy, to 
prove you’re normal, to nurture another, to feel secure, 
for pleasure, curiosity, self-expression, boredom, to re-
lieve tension, to be touched and to feel needed. Sex 
is important in overall intimacy. However, intimacy is 
not the only thing that people focus on during sex ei-
ther. There is often a lot of secondary thought going 
on during sex. Some of these thoughts include “how 
I look and smell,” preventing unwanted sexual activ-
ity, discerning a partner’s judgments, ignoring or even 
preventing pain, trying not to climax too quickly, feel-
ing hurried to climax, suppressing emotions, getting 
a partner to relax, trying to function “the right way,” 
persuading a partner to do a certain activity, getting a 
partner aroused or more interested, and ignoring dis-
tracting thoughts and feelings.  

It is important to remember that what is normal in 
sexuality is defined by the individual and the couple 
together.  There is no one normal.  Sex does play an 
important role in relationships and how people value 
their relationships.  There is a clinical adage that when 
sex is good, it adds about 15-20% additional value to 
a relationship.  When sex is bad or non-existent, it plays 
an inordinately powerful role in draining the relation-
ship of all positive value which can be 50%-70%.  

Men and Women and Sex
Men and women often relate to sex in very different 
ways. For men, sex is often a stress reliever and for 
women sex typically requires stress relief. For example, 
imagine an individual who has a really stressful day at 
work— they have difficulty with their boss, they feel 
really pressured at work, they have many errands to do 
after work and they have to deal with traffic getting 
home. In the midst of all this, they get telephone calls 
from a family member or friend who wants and needs 
things from them, and they feel tremendous pressure 
to respond to these needs. They have countless  emails 
in their work and personal mailbox, and they have to 
take time to respond to these because at least 10 of 
them have a high priority attached to them. Many men 
might say that the only thing that would make this a 
better day would be if they could have sex at the end 
of the day;  many women, however, going through the 
same ordeal might say that the only thing that would 
make this day better would be to have the day be over.  
This simple example depicts how sex may function 
differently in the lives of men and women. This is, of 

course, a generality; everyone must be considered as 
an individual. 

Assessing Sexual Health
Health care professionals who assist with sexual dif-
ficulties always begin with an assessment of sexual 
health that includes taking a good history, under-
standing the person’s relationship/orientation, psycho-
logical status, a physical examination, and laboratory 
evaluation. Physiological factors such as neurological 
problems, cardiovascular disease, cancer, urogenital 
disorders, medications, fatigue and hormonal loss or 
abnormality can affect sexual function. Psychological 
factors—depression, anxiety, prior sexual or physical 
abuse, stress, and alcohol or substance abuse—are 
another major area that influences sexual function.  
Interpersonal relationships including a partner’s per-
formance and technique, lack of a partner, relationship 
quality and conflict, and lack of privacy will also in-
fluence sexual function. Social and cultural influences 
also play a role such as inadequate education, conflict 
with religious, personal or family values and societal 
taboos. Sexual dysfunction can occur in desire, arous-
al, orgasm or due to pain.  

With chronic or acute medical illness such as cancer, 
there are a host of things to consider: e.g., are there 
vascular, neurological, hormonal, or anatomical dam-
age to areas directly involved in sexual response?  Are 
there indirect effects such as changes in perception, 
sensory or motor alterations, bowel/bladder inconti-
nence, tremor, fatigue, anxiety, or pain? Are there oth-
er effects caused by radiation, surgery, medications or 
chemotherapy? Are there contextual factors that are 
biopsychosocial or situations that may interfere with 
sexual function? Cancer can cause problems in each 
of these areas. And for some individuals, the survival 
period can also include taking medications for long 
periods of time that affect psychological status and 
physical status. All of these effects from cancer take 
their toll both during and after cancer treatment on a 
man’s or woman’s sexual health.

Chemotherapy can cause premature ovarian failure, 
amenorrhea, menopausal syndrome, bone marrow 
suppression, mucous membrane irritation, neurologi-
cal changes, vaginal mucosal changes, loss of hair in 
public and private areas, weight changes, nausea, 
vomiting, diarrhea, and fatigue. Radiation can change 
normal sensation and cause discoloration, skin thick-
ening, exacerbate lymphedema, create a range of mo-
tion difficulties, loss of hair, and skin changes. Partners 
who are not educated about the effects of radiation 
can also wonder if the person remains radioactive 
during and  after treatment is completed. The fact is 
that cancer can drastically change you and how you 
feel about your body and your sexual functioning. The 
physical appearance issues can be particularly signifi-
cant for women while men might focus on functional 
issues. We know that men and women have a different 
psychology regarding how they experience things, and 
that can be significant. 

The issues are complicated for partnered relationships, 
but can be even more difficult in single survivors.  Ap-
proximately 50% of marriages nationwide end in di-
vorce or separation regardless of cancer. Whether pre-
viously single or newly single, the dating scene can be 
scary for a cancer survivor.  Issues come up about how 
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In order to understand cancer cells, we need to under-
stand normal cells. Normal cells divide in order to re-
place themselves when they are no longer functioning 
correctly. Normal cells have the ability to repair their 
DNA damage or automatically die if they cannot be re-
paired. Cancer occurs when a normal cell develops one 
or more, usually more, mutations over time. Instead of 
being repaired or succumbing to the normal cell death 
(apoptosis) that is encoded into every cell, the mutated 
cell continues to grow in an uncontrolled manner. A 
tumor is a blob of cancer cells that have developed 
these mutations that continues to divide and replicate 
without any controls.  In 2000, Hanahan and Weinberg 
published a paper that described approximately six at-
tributes that cancer cells have:  they resist normal cell 
death; they can induce angiogenesis, which is the pro-
cess of developing new blood cells to feed the tumor; 
they can activate invasion and metastases; they evade 
growth suppressors; they can sustain proliferative sig-
naling, which fosters growth; and they can multiply 
forever. Our cells have natural ways to control growth, 
but cancer cells lose that due to the mutation process.  
Normal cells pay attention to barriers or membranes 
but abnormal (cancer) cells can invade and pass these 
barriers to travel through the blood stream or lymph 
system implanting someplace else and starting another 
tumor--known as a metastasis.   

The many different kinds of cancers are often clas-
sified by the organ or system of origination. For ex-
ample, leukemias are cancers of the blood stream and 
lymphomas are cancers of the lymph nodes. Many of 
the more common cancers form in the epithelial cells 
that interact with the outside world, e.g., lung can-
cer, breast cancer, colon cancer, bladder cancer and 
prostate cancer. Sarcomas, however, are cancers of the 
connective tissues--nerves, fat, bone, and muscle.  They 
are cancers that arise from “internal” cells that are not 
exposed to the outside world in the same way as carci-
nomas.  Sarcomas are not one type of cancer; they are 
a heterogeneous collection of diseases that originate 
from the different types of cells that affect these vari-
ous internal tissues.  

History and Classification of Sarcoma
Many scientists have wondered if sarcomas are a bi-
product of living in the modern world but, in fact, there 
is evidence that sarcomas date back to the Jurassic 
period.  We have fossil evidence that a dinosaur called 
Apatosaurus, who lived about 200 million years ago, 
had an area of bone with an osteochrondoma, a be-

nign bone tumor.  There are other fossil records that 
date back to both the B.C. and A.D. periods that found 
evidence for osteosarcomas, malignant bone tumors.  

In 400 B.C., Hippocrates wrote, “Cancer is incurable 
because it cannot be cured; if curable, it is not can-
cer.” In 200 A.D., Galen of Pergamon, a prominent 
Greek physician, surgeon, and philosopher, cautioned 
against doing surgery for sarcomas. It took hundreds 
of years to change how physicians treated sarcomas.  
In the early 1300’s, Guy de Chauliac, the most eminent 
surgeon of the European Middle Ages, was the first 
to recommend cutting out tumors at an early stage.  
In 1592, the light microscope evolved giving scientists 
the first opportunity to describe myxoid liposarcoma 
and retroperitoneal sarcoma. The first description of 
a limb amputation for sarcoma was documented in 
1741 while the first uterine leiomyoma was described 
in 1747.  In the 1750’s, a physician named Hunter first 
discussed the importance of negative surgical mar-
gins. In 1809, Abernathy described the first metastatic 
sarcoma; in 1811, he suggested that tumors should 
be classified by their anatomic structures and made 
the first classification of sarcomas. In 1816, Charles 
Beel provided the first description and illustration of a 
“soft cancer.” Rhabdomyosarcoma was first described 
in 1839 and liposarcoma was first described in 1842.  

In the mid-1800’s, Dr. Rudolf Virchow defined sarco-
mas as “new formations of the connective tissue” and 
noted that cancer cells were much more immature than 
fully developed tissues.  He laid the foundation for the 
current histologic classification of sarcomas. In 1863, 
he separated sarcomas from carcinomas. In 1932, a 
physician working at the Mayo Clinic, Dr. Stout, classi-
fied sarcomas based on histiogenesis, grade, number 
of cell divisions and cellular organization; this classifi-
cation has stood until now.  

Our understanding of cancer has evolved due to tech-
nological advances. Being able to visualize tumors 
using radiology significantly changed our understand-
ing of these tumors. Drugs developed in the 1930’s 
through 1960’s shaped cancer treatment strategies 
and some of these drugs are still being used today.  In 
1971, one of the notable events was Nixon declaring 
“War on Cancer,” with the National Cancer Act. The 
sequencing of the genome in 2001 has been the ba-
sis for a significant change in the direction that medi-
cine is moving, particularly in relation to cancers. All 
of these discoveries have impacted our understanding 

of how cancer develops and how to treat it; today we 
are moving toward an individualized approach using 
targeted treatments.

Sarcomas comprise a wide range of diseases that 
evolve from many different types of cells. For exam-
ple, osteocytes (normal cells that make up bone) can 
transform and become osteosarcoma. Neural cells 
can become Ewing’s sarcoma, chondrocyte cells that 
make up cartilage become chrondosarcomas.  Muscle 
myoblasts (early muscle cells) when mutated can be-
come rhabdomyosarcoma, fibroblasts can become 
fibrosarcomas and adipocyte or fat cells can become 
liposarcoma. About 50% of our body is composed of 
connective tissue and, as a result, sarcomas can de-
velop in most areas of the body. Liposarcoma accounts 
for about 18% of sarcomas, leiomyosarcomas make 
up 17%, fibrosarcomas 11%, malignant fibrous his-
tiocytoma (MFH)—the most common soft tissue sar-
coma—accounts for 18%, synovial tumors make up 
7%, malignant peripheral nerve tumors (MPNT) make 
up 3% and the remaining 26% are a mixture of other 
less common forms of sarcoma.  

Annually, there are approximately 3,010 cases of tu-
mors of the bones and joints and 11,410 cases of soft 
tissue sarcomas including the heart. Even when all 
these tumors are combined sarcomas do not make the 
list of the top 10 most frequently occurring cancers.  
When sarcomas are seen under the microscope, they 
often look very different, even within a similar group 
such as synovial sarcomas. Our understanding of “sar-
comas” has been hampered by the wide variability of 
types; there are 60-80 different types of sarcomas! 
In addition, we do not fully understand what causes 
them to develop.

The management of sarcomas is particularly challeng-
ing because it requires experience and expertise in 
managing these rare malignancies. We have limited 
biologic information about some of these rare tumors, 
and many of the studies that have been done were 
not specific enough for the many different individual 
tumor types. Getting treatment for a sarcoma requires 
having an expert team with vast experience. UCLA is 
the third largest sarcoma center in the United 
States. Our center is made up of experts from the 
fields of thoracic surgery, surgical oncology, orthopedic 
surgery, biologic imaging, radiation oncology, radiol-
ogy, medical oncology, pediatric oncology, pathology 
and sarcoma coordinators.  

Treatment for Sarcoma:  Surgery and Radiation 
Therapy
Surgery is a mainstay in the management of most 
sarcomas.  The goals of surgery are to preserve limb 
function using “limb-sparing approaches” (meaning 
reducing the likelihood of amputation) and to achieve 
negative margins, a zone where there is no disease left 
in the remaining tissues.  These surgeries often require 
very wide margins because there often is a reactive 
zone around the tumor that contains fluids that can 
contain individual cancer cells.  Without clearing this 
zone, the likelihood of recurrence is high.  Surgeries 
have, in the past, been extremely morbid and often 
debilitating.  In the 1960’s and 1970’s Dr. Fred Eilber, a 
UCLA oncologic surgeon, helped develop some of the 
limb-sparing surgeries that we currently use.  It can be 
very difficult for patients to recover from surgeries that 
require amputations and involve joints.   

Radiation therapy is another commonly used treat-

SARCOMAS:  TREATING RARE CANCERS WITH 
TARGETED THERAPY
ARUN SINGH, MD, ASSISTANT PROFESSOR, DEPARTMENT OF MEDICINE, DIVISION OF HEMATOLOGY/ONCOLOGY AND CO-DIRECTOR OF THE MEDICAL ONCOLOGY 
SARCOMA PROGRAM, MEDICAL ONCOLOGIST AND RESEARCHER, DAVID GEFFEN SCHOOL OF MEDICINE, UCLA
This is a summary of a lecture presented on November 19, 2013.

INSIGHTS INTO CANCER
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GROUPS FOR EDUCATION 
AND SUPPORT

FOR PATIENTS:

Healing Through Art – A weekly art therapy group to 
explore the issues faced by individuals with cancer. No art 
skill required. 

Li Bailey Living Beyond Limits – Two weekly support 
groups for women with recurrent or metastatic disease.

Look Good; Feel Better – A 3-hr program for women, 
co-sponsored with the American Cancer Society. Participants 
receive complimentary cosmetics and learn skin care, make-
up application & the use of wigs and head-coverings.  

Looking Ahead – A monthly group for women who have 
finished treatment and have no evidence of disease.

Breast Cancer – A weekly, ongoing support group held in 
Santa Monica for women being treated for early stage breast 
cancer. 

Young Adult – A  group for young adults facing the challenges 
of coping with life and medical issues. This group is supported 
primarily by the Tower Cancer Research Foundation with additional 
support from the Alan & Nancy Baer Foundation.

FOR PATIENTS AND THEIR 
FAMILY MEMBERS

Acupressure – A program that teaches helpful protocols and 
acupressure techniques for yourself and your loved ones. 

Circle of Reflections – An exploration of the spiritual 
journey that cancer creates for each of us.  Each month reflects 
on a different theme. 

Meditation: Guided Imagery for 
Inner Healing  – A group designed to optimize emotional, 
physical and spiritual well-being through meditation & guided 
imagery.

Mindfulness Meditation – A weekly group to enhance 
well-being in the present moment.

QiGong – A weekly group practicing an ancient Chinese 
movement for restoring health and prolonging life.

FOR FAMILY MEMBERS & FRIENDS

Bereavement Group for Spouses/Partners – A bi-
weekly group for men and women who have lost a spouse/
partner to cancer.

Husbands (Partners) of Women with Cancer – A 
bi-monthly evening group for men who live with women 
diagnosed with cancer.

INTEGRATIVE ONCOLOGY PROGRAM: 

Individual Integrative Medicine Assessment  – Meet 
one-on-one to formulate a plan to maximize your overall health 
and wellness, based on an in-depth review of your current 
lifestyle. Topics covered include nutrition, exercise, herbs & 
supplements, and alternative medicine treatments. Cost is $350.

Many people find great value in being part of a group led by 
an experienced professional. Since each person has somewhat 
different needs, we offer a variety of groups. Some groups are 
like a class while others provide greater opportunity for self-
expression, feed-back and providing and receiving support. 

The groups listed below are available without cost to patients 
and family members. Priority is given to UCLA patients. 
Enrollment requires an interview with the facilitator. For more 
information about our groups or to enroll, please call (310) 
794-6644.
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ment. Radiation therapy is very precise; it is effec-
tive and has few side effects. Radiation can be done 
either pre-operatively to shrink the tumor or post-
operatively to reduce the chance of recurrence.  

Systemic Treatments and the Future of   
Sarcoma Treatments
Systemic therapies include chemotherapy, immu-
notherapy, and new targeted therapies. There have 
been significant improvements in five-year survival 
rates among children with particular sarcomas over 
the last 30 years. Survival rates of Ewing’s Sarcoma, 
Osteosarcoma and Rhabdomyosarcoma currently 
exceed 70% whereas in the early 1960’s they were 
often below 20%. A great deal of the progress in 
these 3 cancers has been with the introduction of 
chemotherapy to diseases where only surgery and 
radiation therapy were used.

There has been considerable debate on the benefits 
of chemotherapy for adults with soft tissue sarco-
mas.  In 1997, researchers reviewed 14 randomized 
controlled trials and found there were significant 
improvements in recurrence-free survival time with 
doxorubicin-based chemotherapy; however, the 
data did not support improvement in overall surviv-
al. One of the difficulties with these studies is that 
many different kinds of soft tissue sarcomas were 
lumped together and the failure to find improved 
overall survival may have to do with the fact that 
some sarcomas respond differently than others; so 
while it is possible some sarcomas responded well 
the lack of benefit in other sarcomas could have 
negatively affected the overall results. As data are 
further analyzed according to specific types of sar-
comas, the picture has become a bit better defined.  
For example, people who have Ewing’s sarcoma, 
embryonal and alveolar rhabdomyosarcoma have 
been found to benefit from chemotherapy treat-
ments; thus, chemotherapy is integral to the treat-
ment of these tumors. Synovial sarcoma, myxoid/
round cell liposarcoma and uterine leiomyosarcoma 
have been found to be very sensitive to chemo-
therapy.  Sarcomas that are moderately sensitive to 
chemotherapy include: pleomorphic liposarcoma, 
myxofibrosarcoma, epithelioid sarcoma, pleomor-
phic rhabdomyosarcoma, leiomyosarcoma, malig-
nant peripheral nerve sheath tumors, angiosarco-
ma, desmoplastic small round cell tumor and scalp 
and face angiosarcomas.  Tumors that are relatively 
chemo-insensitive include dedifferentiated liposar-
coma, clear cell sarcoma, and endometrial stromal 
sarcoma.  Tumors that are totally chemo-insensitive 
include alveolar soft part sarcoma and extraskeletal 
myxoid chondrosarcoma.  

There are multiple types of chemotherapies used 
for metastatic disease. These include the follow-
ing drugs or combinations of drugs: Doxorubicin/
ifosfamide, doxorubicin, gemcitabine/taxotere with 
or without avastin, HD ifosfamide, doxorubicin/pali-
fosfamide (trial), eribulin (trial), Yondelis (trial), VCS/
IE for small round blue cell tumors, doxorubicin/PT/
HD MTD/IE for osteosarcoma and pazopanib.  

Pazopanib is the first new drug to be approved 
since the 1970’s for metastatic soft-tissue sarcoma.  
Over the past ten years there has been a shift away 
from searching for chemotherapy agents that will 
kill cancer cells in a non-specific way to developing 
targeted treatments based on how and why cancer 
cells mutate.  As part of this process, scientists are 
studying how protein changes within cells can cre-
ate a growth advantage for the tumor and translo-
cations of genes. We are learning a lot about the 
different mutations that lead to sarcomas. 

One example of this has been the story of c-KIT, 
a protein found in gastrointestinal stromal tumors 
(GIST).  The KIT protein interacts with other proteins 
and acts as a growth factor, promoting the growth 

of mutated cells.  We have learned that most pa-
tients with GIST carry either the KIT or PDGFRA 
mutations. In GIST tumors, researchers were able 
to design a drug that would latch onto the mutated 
strands of amino acids that form the proteins and, 
thus, block the tumors’ uninhibited cell growth.  
The drug comes in pill form and is called imatinib 
(Gleevec). Gleevec dramatically changed how we 
treat GIST disease.  It has greatly extended survival, 
although the tumors eventually seem to find a way 
around this treatment.

In liposarcoma, we found that there was an ampli-
fication of the gene CDK4. Normal cells only have 
two copies of this gene, but some patients with 
liposarcoma have many copies of it and, thus, it 
stimulates a tremendous amount of growth.  The 
well-differentiated and dedifferentiated liposarco-
mas have this amplification in about 90% of the 
cases. There is a lot of interest in the CDK4 gene 
and researchers have been looking at ways to 
block or inhibit CDK4. A recent trial with a CDK4 
inhibitor, PD0332991, was conducted in patients 
with advanced CDK4-amplified well-differentiated 
or dedifferentiated liposarcoma.  While some pa-
tients continued to have growth, others showed 
significantly slowed growth. Researchers at UCLA 
are looking at this drug in certain types of breast 
cancer, as well.

Another new scientific approach has been to target 
the immune system. This is being tried with mela-
noma, lymphoma, and synovial sarcoma.  In this 
type of strategy, efforts are made to teach the im-
mune system to recognize the abnormal cells and 
to create immune-based cells that can recognize 
and destroy the abnormal cancer growth.  There are 
ongoing studies in this arena.  

We need to do further research to understand how 
cancers develop complex networks and connectiv-
ity. This understanding will help us develop addi-
tional personalized approaches to treatment.  With 
the ability to map genes that are turned on and off, 
we are now able to run the entire sequence of a 
gene and identify where there are particular ampli-
fications. There have been six genomic alterations 
identified, and our goal is to create therapeutic ap-
proaches to target these alterations.  

What began as a 6-step process of understand-
ing how cells change and become cancer, has ex-
panded to 13 different strategies as research has 
progressed over the last 10 years. There are drugs 
being developed to affect these 13 different hall-
marks of cancer. Further, research on different types 
of cancer can sometimes carry over from one can-
cer to another as scientists discover similarities be-
tween different cancers based on their underlying 
molecular structure. As a result, this is leading to a 
new way of thinking and the possibility of targeted 
strategies working for more types of cancer.  This is 
especially good for sarcoma, which has a smaller 
number of cases and, therefore, attracts fewer re-
search dollars. However, if the research dollars for 
breast cancer or another higher incidence cancer 
has research transferability, treatments are likely to 
come at a faster pace than ever before.   The list of 
targeted agents that produce responses in sarcoma 
is growing. Now we have drugs such as imatinib, 
sunitinib, sorafenib, denosumab, crizotinib - a MET 
inhibitor, IGF1R antibody, bevacizumab, cediraib, 
pazopanib and mTOR inhibitors. Denosumab was 
recently approved for use in sarcomas making it the 
second new drug to be approved by the FDA for 
sarcoma.  

While early progress was initially quite slow, the fu-
ture is bright as the field of sarcoma research and 
treatment embarks on new pathways.  
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Lymphomas are cancers of lymphocytes, a type of cell of 
the immune system. The immune system is made up of 
biological structures and processes within the human 
body that protect us from viruses, disease, bacteria or 
any threat to the body’s functioning.  The immune sys-
tem is divided into (1) the innate immune system, which 
is made up of the initial responses to any pathogen 
and (2) the adaptive immune system, which develops 
a memory of previous exposures and creates ongoing 
immunity (often called the acquired immune system). 
The immune system is always active in the body.  Both 
B and T cells are components of the immune system.  
These cells are constantly replicating in order to seek 
out any pathogen and to destroy it through vast and 
intricate systems of signaling, communication with 
other cells and chemical changes in the body. T and B 
cells originate in the bone marrow then move out to 
other organs.  The lymphatic system includes the bone 
marrow, the thymus, the lymph nodes and the lymph 
vessels, the spleen, and the liver. Because these cells 
are constantly dividing and replicating, they are at an 
increased risk of developing a mutation in the process.  
Cancers are caused by mutations that allow unregu-
lated cell growth or do not allow the cell to go through 
the normal process of cell death, called apoptosis.  

Symptoms and Risk Factors
There are specific symptoms of lymphoma, frequently 
called B symptoms, associated with particular types of 
lymphoma. These include rapid weight loss of great-
er than or equal to 10% of body weight, fevers, and 
drenching night sweats. Other symptoms can include 
fatigue, shortness of breath, chest pain, frequent infec-
tions, enlarged lymph nodes and itching of the skin.

One of the risk factors for developing lymphoma is 
having a suppressed immune system, such as being on 
immunosuppressive medications.  Lymphomas can oc-
cur in patients who have had organ transplants; their 
immune system must be suppressed with medications 
in order to keep their immune system from attacking 
the transplanted organ.  There are also inherited de-
ficiencies or congenital abnormalities of the immune 
system that can increase the likelihood of developing 
lymphoma.  Specific types of infections such as the HIV, 
hepatitis, and the Epstein-Barr virus can predispose in-
dividuals to certain types of lymphoma.  The H. pylori 
bacterium is associated with some gastrointestinal lym-
phomas.  Finally, exposure to certain chemicals, such as 
benzene, can be a risk factor for the development of 
lymphoma.

There are more than 60 different diseases related to 
the lymphocytes that fall into the category of lympho-
ma. Over time, this classification has broadened and 
expanded. Lymphoma is classified into Non-Hodgkin 
lymphoma and Hodgkin lymphoma.  These categories 
are further divided based on the type of cell that devel-
oped into a lymphoma.

Hodgkin Lymphoma
Hodgkin lymphoma encompasses several subtypes. 
Characteristically, when pathologists look at the tissue 
samples for Hodgkin lymphoma they see a particular 
rare type of cell, named the Reed-Sternberg cell, which 
appears in the background of normal appearing in-
flammatory cells. The Reed-Sternberg cell is a B-cell 
that is missing many of the characteristics that would 
make it look like a B-cell.  Because these cells create 
so much inflammation, PET/CT scans are very useful in 
finding and monitoring this disease.    The PET/CT scan 
can determine active tumor based on whether there is 

uptake of the nuclear tracer used to identify tumors.  
When the PET/CT scan shows an active tumor location, 
this is often referred to as “hot on PET” or “PET Posi-
tive.”  Many times an area will show up on the CT scan 
that looks like a tumor, but  it is not “hot or PET Posi-
tive.” Seeing this on the CT helps the physician treating 
the disease know that the cancer has been eradicated.  

Approximately 10-15% of lymphomas are classified 
as Hodgkin lymphomas.  There are about 10,000 new 
cases each year.  Hodgkin lymphoma has a bimodal 
age distribution—which means it tends disproportion-
ately to affect younger patients (under 30) and older 
patients (over 60).  There is a slight predominance of 
this disease in males. Staging this tumor provides three 
important pieces of information: (1) the “burden” of 
the disease, (2) to guide treatment decisions, and 3) it 
may have prognostic value.  Unlike staging in other sol-
id tumors, a patient can have stage IV disease and the 
treatment can still be geared toward a curative intent. 
Stage IV lymphomas can be cured.  Stage I disease has 
only one lymph node “station.” Stage II disease has 
two or more lymph node stations on the same side of 
the diaphragm, e.g., either upper diaphragm or lower 
diaphragm.  Stage III disease is located both above and 
below the diaphragm.  Stage IV disease means that 
there is diffuse involvement in other areas/organs out-
side of the lymph nodes.  It is also classified as being 
an “A” or “B” meaning there is a presence or absence 
of B symptoms.  

The prognostic factors provided by staging include: 
whether the albumin (a protein in the blood) is less 
than 4, the hemoglobin is less than 10.5 gm/dL (which 
is anemia), age greater than 45, Stage IV, white blood 
cell counts greater than 15,000/mcL and whether 
lymphocytes are less than 600/mcL.  Based on these 
prognostic indicators, a score was developed called 
the International Prognostic Score (IPS). Using the IPS 

scores, researchers assessed large groups of patients 
to evaluate survival at five years.  In large groups of 
patients with IPS scores of “0,” 88% were surviving at 
five years, patients with a score of “1” had 84% sur-
vival, a score of “2” had 80% survival, a score of “3” 
had 74% survival, a score of “4” had 67% survival, 
and a score of “5 or more” had a 62% survival rate.  It 
is important to remember that these data say nothing 
about what happens to an individual, as there are wide 
differences in what happens to an individual patient, 
and this cannot be predicted.  It provides a statistic of 
how someone might do in general but is not specifi-
cally predictive of an individual patient.  

Treatment of early stage lymphoma uses a very effec-
tive combination chemotherapy regimen that involves 
four drugs and is abbreviated as ABVD: doxorubicin 
(Adriamycin), bleomycin, vinblastine, and dacarbazine.  
These drugs are given with or without radiation, de-
pending on the treatment philosophy where the pa-
tient is treated; there is an ongoing debate as to the 
role of radiation therapy.  

Treatment of advanced stage disease uses the same 
ABVD chemotherapy combination.  Radiation therapy 
may be beneficial for and play a central role for patients 
who have bulky disease greater than 10cm in size.

Because this population has such high survival rates, 
it is very important to consider survivorship issues and 
the long-term impact of treatment.  One of our con-
cerns about treatment is that patients who receive 
radiation therapy can develop secondary malignan-
cies:  leukemia, sarcoma, and breast cancer if their 
breast tissues are exposed to radiation.  Radiation can 
cause atherosclerosis, a thickening and hardening of 
the arteries.  It can also affect endocrine function, e.g., 
the thyroid gland. Preserving fertility is an important 
concern; we do not want to deprive young individuals 

LYMPHOMA TREATMENT IN 2014 
LYMPHOMA TREATMENT IN 2014 - SARAH M. LARSON, MD, CLINICAL INSTRUCTOR, DEPARTMENT OF MEDICINE, DIVISION OF HEMATOLOGY/ONCOLOGY, DAVID 
GEFFEN SCHOOL OF MEDICINE, MEDICAL ONCOLOGIST AND RESEARCHER
This is a summary of a lecture presented on August 12, 2014.
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of the opportunity to choose to have children if that 
can be avoided.  The ABVD regimen does not decrease 
fertility unlike some of the previous regimens of che-
motherapy. Finally, we always need to consider the 
psychological effects of treatment, the consequences 
of long-term side effects, and how that will impact their 
life for the future.  

While most Hodgkin lymphomas are curable, some are 
not.  There are new treatments currently in clinical trials 
that are exciting for all lymphomas, including Hodgkin 
lymphoma.  It is an immune therapy called anti-PD1.  It 
is an antibody that removes the off switch from T cells, 
so they continue to attack the cancer cells.  Cancer cells 
are tricky and they can fool the immune system; this 
antibody fools the cancer cell’s method of fooling the 
immune system. There is additional research looking 
at ways to help patients who are not cured by current 
treatment strategies.  

Non-Hodgkin Lymphoma
There are two major classifications of Non-Hodgkin 
Lymphoma based on the type of cell that is mutated, 
B-cell and T-Cell.

B-Cell Non-Hodgkin Lymphoma
Within this classification, there are many subtypes of 
lymphoma with varying degrees of frequency.  The most 
commonly occurring are Diffuse Large B-cell lymphoma 
(DLBCL) which occurs in about 37% of the patients 
with this disease and Follicular lymphoma which oc-
curs in about 29% of the patients with this disease. 
These are followed by the following types and frequen-
cies:  MALT lymphoma 9%, Mantle cell lymphoma 7%, 
CLL/SLL 12%, Primary med large B-cell 3%, High grade 
B, NOS 2.5%, Burkitt 0.8%,  Splenic marginal zone 
0.9%, Nodal marginal zone 2%, and lymphoplasma-
cytic 1.4%.  

There is a spectrum of disease in Non-Hodgkin lym-
phoma that ranges from aggressive and fast growing, 
such as DLBCL, to indolent and, in general, slow grow-
ing lymphomas, such as follicular, marginal zone SLL, 
and lymphoplasmacytic.  Mantle cell lymphoma can 
be indolent or aggressive and resides in the middle of 
the disease spectrum, although each lymphoma and 
person must be evaluated independently.  The staging 
system is the same as for Hodgkin Lymphoma. Stage I 
disease has only one lymph node “station” or region.  
Stage II has disease that has two or more lymph node 
stations on the same side of the diaphragm, e.g., either 
upper diaphragm or lower diaphragm.  Stage III disease 
is located both above and below the diaphragm.  Stage 
IV disease means that there is diffuse or disseminated 
disease with involvement of one or more extra lym-
phatic tissues.

Indolent lymphomas are considered treatable, but not 
curable and tend to have long survival times.  Follicu-
lar, the most common, has its own Follicular lymphoma 
International Prognostic Index-2.  The factors included 
in the Index-2 are: over age 60, bone marrow involve-
ment, Hemoglobin less than 12gm/DL, largest lymph 
node greater than 6 cm in diameter, and elevated se-
rum B-2 microglobulin. The prognostic indices were 
created when chemotherapy was the available treat-
ment, and it is unclear whether the newer targeted or 
antibody-based treatments will change these factors.  
With Indolent lymphomas, there is no one “right way” 
to treat them, and an individualized approach must be 
used. For some patients, this may be “watch and wait;” 
as we do not want to use a therapy until necessary.  
Radiation therapy can be used only in select cases, for 
example if there is only one small area of involvement.  

There are many chemotherapy regimens and all of 
them can be “right.”  Fludarabine, cyclophosphamide, 
and rituximab (FCR) is one regimen.  Rituximab, cyclo-
phosphamide, vincristine, and prednisone (R-CVP) is 
another. Bendamustine and rituximab (BR) is another 
treatment with an interesting story.  Bendamustine was 

developed in East Germany before the wall fell and 
only became available in the West after that.  It has no 
toxicity to the heart and patients do not lose their hair.  
Rituximab, Cyclophosphamide, doxorubicin, vincristine 
and prednisone (abbreviated and called R-CHOP) is an-
other potential regimen.  For some patients, just ritux-
imab is used.  Rituximab targets the marker on the cell 
surface of B-cells called CD20, and this drug changed 
how we treat B-cell lymphomas.   

There are some new generation drugs similar to ritux-
imab, such as ofatumumab which has FDA approval 
but is still in trials to expand its usage.  Another, GA-
101, is currently in trial. Two new novel agents have 
recently been approved:  Idelalisib (Zydelig®) also re-
ferred to as Idela was approved on July 28, 2014; and, 
Ibrutinib (Imbruvica®), which received initial approval 
for mantle cell lymphoma in November 2013, is now 
approved for CLL as well.  Idela has been found to be 
effective against many different types of lymphoma 
and blocks the growth pathways below the surface 
of the cell.  It is a good drug; however, the duration 
of response is on the order of one to two years and, 
thus, researchers are trying to extend this time.  Its side 
effects include GI effects (e.g., diarrhea), liver test ab-
normalities, decreased blood counts and rash.  These 
side effects are reversible if the drug is stopped and 
it can be restarted again.  Ibrutinib was found to be 
effective against a wide variety of lymphomas during 
the initial study; however, at this time it is approved for 
CLL.  It has the side effects of GI symptoms including 
nausea and diarrhea, decreased blood counts and easy 
bleeding.  Finally, there is a clinical trial of a drug, ABT-
199, which helps lymphoma cells to die by blocking the 
mechanism that keeps it from natural cell death.  

Aggressive B-cell lymphomas include diffuse large 
B- cell lymphoma and additional subtypes including: 
activated B-cell (ABC), germinal Center (GCB) primary 
mediastinal, T-cell rich, pleural effusion, and plasma-
blastic.  Each of these is biologically different and, thus, 
needs to be approached differently.  There has been 
a process of looking at genes and profiling how they 
are expressed in different lymphomas in order to un-
derstand subtypes of the disease better.  Through this 
research, we are learning which ones do better with 
chemotherapy versus ones that may do better by dis-
rupting signaling pathways.  

The addition of rituximab to the treatment options 
changed both the GCB subtypes and the Non-GCS sub-
types.  There are two primary up front regimens given 
for treatment.  One is R-CHOP (Rituximab, Cyclophos-
phamide, doxorubicin, vincristine, and prednisone).  
More recently DA-EPOCHR has been used.  The che-
motherapy is infused for a four-day period through a 
pump. This method seems to reduce some of the heart 
toxicity because there is no peak of the drug, doxorubi-
cin, which is known to affect the heart.  We are waiting 
for the results of this regimen compared to R-CHOP, 
the regimen that has been used traditionally.  Ibrutinib 
seems to be more effective in the ABC subtype than the 
GBC.  There is also a newly engineered immunotherapy, 
called chimeric antigen receptor that is in the process 
of being studied and has promise.  

T-Cell Lymphomas
T-Cell lymphomas develop out of the T-cells of the im-
mune system.  There are two major classifications: the 
Cutaneous T-cell lymphoma, which include Mycoses 
fungoides and Sezary syndrome if it gets into the blood.  
Peripheral T-Cell lymphoma (PTCL) includes some of 
the more common lymphomas such as Peripheral T-Cell 
lymphoma NOS, angioimmunoblastic T-cell lymphoma, 
Anaplastic large cell lymphoma, and Adult T-cell Leuke-
mia/Lymphoma.  In fact, there are many types of T-cell 
lymphomas with varying degrees of frequency and the 
tendency has been to divide further and name these 
different diseases.  The breakdown is listed below:  Pe-
ripheral T-cell lymphoma-NOS 25.9%, Angioimmuno-

blastic 18.5%, Natural killer/T-cell Lymphoma 10.4%, 
Adult T-cell leukemia/lymphoma 9.6%, Anaplastic 
large cell lymphoma-ALK+ 6.6%, Anaplastic large cell 
lymphoma-ALK 5.5%, Enteropathy-type T-cell 4.7%, 
Primary cutaneous ALCL 1.7%, Hepatosplenic T-cell 
1.4%, subcutaneous panic ulitis-like 0.8%, unclassifi-
able PTCL 2.5%, and other disorders 12.2%.  

The negative prognostic Index for PTCL includes the 
following variables: greater than 60 years of age, in-
creased serum LDH (which is a marker of cell turnover), 
an ECOG of 2 or higher which rates the performance 
status (ability to function in daily activities) and the 
presence of bone marrow involvement.  

T-cells do not express CD20, so there is no rituximab 
usage in the T-cell lymphomas.  Similar chemotherapies 
used include CHOP or EPOCH. There are nuances of 
treatment that are based on the subtype.  If a remission 
is achieved, then the decision that has to be made is 
whether to consolidate the remission with a transplant.  

Stem Cell Transplants
There are two main types of stem cell transplants.  
These transplants are not surgeries, as with other or-
gan transplants. Instead, the cells are infused into a 
vein to find their way to the bone marrow.  Neverthe-
less, there are significant risks associated with stem cell 
transplants.  

In an autologous transplant, we harvest and then in-
fuse the patient with their own stem cells.  The cells 
are first collected, and then we give a very high dose of 
chemotherapy. Following chemotherapy, the stem cells 
are given back to rebuild the immune system that was 
wiped out by the high dose chemotherapy.  Situations 
where this type of transplant is beneficial include:  after 
the first complete remission in mantle cell lymphoma, 
after relapsed or refractory DLBCL relapsed or refrac-
tory Hodgkin lymphoma and in some situations with 
T-cell lymphoma.    

Allogeneic transplant is when stem cells are identified 
and harvested from another person or sometimes from 
umbilical cord blood.  Again, high doses of chemother-
apies are used, and the new stem cells from someone 
else are infused after the chemotherapy.  It is a way 
for the patient to get a new immune system, which 
will also act like ongoing immunotherapy.  Following 
an allogeneic transplant, an individual must be on im-
mune suppressant medications for a period of time.  
The ongoing risk of this is that there is a delicate bal-
ance between what is called graft versus host disease.  
The new immune system needs to attack any residual 
leukemia; however, in the process it can also see the 
person’s normal cells of the liver, GI tract and skin as 
foreign and attack them as well.  It becomes a delicate 
balance that needs to be carefully tracked and evalu-
ated with medications adjusted as needed.   Allogeneic 
transplant is used in very high-risk lymphomas and 
sometimes in patients who have relapsed after having 
had an autologous transplant.  

Ongoing Research
UCLA has a large research and treatment center for 
lymphomas. There are numerous clinical research trials 
taking place with a variety of lymphomas. The clinical 
trials regularly change, so it is important to stay tuned 
and see what might be available at any given point in 
time. 
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to disclose sensitive information concerning mortality, 
the diagnosis, and other difficulties.  There are often 
concerns about rejection.  For young survivors, there 
may be fertility issues.  For those re-entering the dating 
scene, there is also a need for good information about 
safer sexual practices and how to avoid sexually trans-
mitted infections.  

Treatment Pathways for Sexual Complaints
You should always be evaluated  for other undiag-
nosed chronic medical illnesses as part of treatment 
planning.  For example, in a sexual medicine clinic 
there can be approximately 10-15% undiagnosed sub-
clinical hypothyroidism diagnoses.  There can also be 
undiagnosed hypertension,  diabetes, and other thy-
roid conditions.  

Evaluating medications is very important. We tend to 
live in a world where many people take a variety of 
medications for a variety of conditions. These medica-
tions can have serious consequences for sexual func-
tioning and responsivity.  It is important to screen for 
any unnecessary use of medications. Selective sero-
tonin re-uptake inhibitors (SSRI) are a class of anti-
depressant medications. These can be very helpful for 
depression and anxiety and important to continue; 
however, some people may no longer need them and 
they may be a source of interference with the sexual 
response cycle.  They have been associated with sexual 
problems in many women.

Alternative forms of physical love need to be consid-
ered, as well.  If coital sex is part of the mix, alternative 
positions might need to be tried that minimize deep 
penetration and empower women to control what 
might be a painful experience. Having sex with the 
woman on top or side to side can sometimes allow 
for this.  Hugging, fondling, caressing, cuddling, kiss-
ing and hand holding are all sensual forms of physical 
love making.  Manual, digital, and oral stimulation are 
types of sexual activity that may be more comfortable.  
Intra thigh and intra mammary intercourse can be 
stimulating and satisfying as alternatives.

For some individuals or couples, the treatment may 
include having some structured sexual tasks. This can 
include erotic reading lists, self-stimulation, and touch 
and focus on one particular area but not necessarily 
sexual organs that is called sensate focusing. Inten-
sity and focus on genitals is another approach. Being 
able to relax via guided imagery, relaxation exercises 
or mindfulness can be helpful.  Deliberate fantasy and 
exploration, specific skill-based exercises, and Tantra 
sexual awakening are all valuable tasks that can be 
part of a treatment plan. It is also important to make 
sex a priority. Sexual devices such as self-stimulators, 
dilator therapy for women who may have shrinkage to 
their vaginal cavity, and sexual accessories can help 
facilitate sex, depending on the specific problems.  

Patients who have ostomies (pouches connected exter-
nally to the body to collect urine or feces) often have 
concerns they are not sexy or sexually attractive.  These 
concerns include the visual image, worries about odors 
and concerns about spillage.  There are solutions that 
include sexy lingerie that is specifically designed as 
ostomy covers.  It is important to check the seal to 
prevent leakage and tablets are available that prevent 
odor.  Other remedies include changing the ostomy 
bag before the anticipated activity, avoiding high fi-
ber odor producing foods, liberal use of pillows, timed 
sexual positioning and alternative sexual behaviors.  

Pharmacological interventions are also helpful.  Using 
lubricants and moisturizers can make sex easier and 
less painful. Lubricants can be used during coitus.  It is 
important to lubricate all surfaces as part of foreplay 
and to keep lubricants handy in case more is needed.  
It is best to avoid colors, warming gels, flavors, bac-

tericides, and spermicides.  Examples of water-based 
lubricants include Astroglide, Liquid Silk, GV Slip Inside, 
Hydrasmooth, Sensua Organic and Probe.  Examples 
of silicone-based lubricants include Wet Platinum and 
Eros. Some moisturizer suggestions include Replens 
and RepHresh. 

Hormonal therapies can be systemic and/or local, 
which are less likely to increase overall hormone levels.  
PDE-5 inhibitors and bupropion can also be helpful.   
Some of the male sexual therapeutics such as the PDE-
5 inhibitors may be helpful to women who are taking 
SSRI inhibitors. 

There has been an increasing awareness, discussion 
and use of androgen replacement therapy.  It is not the 
“be all, end all” treatment for men or women. This is 
something that should be considered with a conserva-
tive eye when prescribing.  There are benefits and risks 
to hormones and patients need to be monitored care-
fully. It becomes a decision about side effects and ben-
efits. Any woman on androgens should have routine 
liver function tests. Fluid retention, virilization, lipid 
profile alterations and drug interactions are all impor-
tant safety factors to consider. If estrogens are not in-
dicated for women, then androgens are not either.  An-
drogens are metabolized by the aromatase pathway to 
estrogens.  It is important to remember that a person 
does not have to have hormones to be able to have a 
good sexual relationship.

There are several investigational agents that are be-
ing used to treat sexual complaints. In several limited 
studies, the off-label use of Bupropion HCL demon-
strated the ability to enhance arousal and orgasm for 
women but had marginal effects on desire. Bremela-
notide demonstrated a significant increase in desire in 
premenopausal women, and it will be entering stage 
three clinical trials shortly. 

Acupuncture and herbal medicine have been incorpo-
rated into the treatment of all sexual complaints for 
over 4000 years. Multiple studies demonstrate that 
when acupuncture needles are placed in key strate-
gic locations, many processes are activated including, 
hormonal release, nervous system regulation, and 
increased blood flow. Acupuncture has a profound 
calming effect on mental and emotional states, thus 
enhancing well-being and sexual desire.  Acupunctur-
ists must complete four years of academic and clinical 
training and must pass state and national licensing ex-
aminations to practice.  

Mindfulness-based homework practices can be very 
useful in helping individuals and couples to be in the 
“moment to moment” experience and to avoid being 
focused on distracted thoughts.  Five-minute mindful-
ness exercises focusing on the body, self-observation 
and self-observation with touch can be important parts 
of a treatment plan.  In addition, self-sensate focused 
approaches and mindfulness can help, as well. 
 
Sexual boredom, dry or unemotional sexual contact 
can be a problem. Focusing on enhancing the spiritual 
side of the sexual experience using a variety of different  
techniques can help. Some of the Eastern techniques 
such as Tao, Tantra and Kama Sutra, may be useful as 
well as synchronized breathing and heart meditations.  
Incorporating novelty into the sexual experience is also 
an important facet for enhancing and preserving sexual 
intimacy in a long lasting dynamic relationship. 

In a pleasure model, intimacy does not equal inter-
course and may not include touching.  In this model, 
pleasure is the focused goal rather than orgasm.  Sen-
sual touch is the vehicle rather than genital perfor-
mance.  It is important to eliminate the pressure to 
perform, focusing on pleasure and enhancing one’s 
sense of self.  

Sometimes the treatment also includes psychotherapy 
or counseling.  This can be for the individual or couples.  
It can also include specific sex therapy.  Individuals can 
benefit from a variety of theoretical perspectives.  In 
some circumstances, group experiences may be helpful 
as well, depending on the nature of the issues.  It is im-
portant to promote relationship intimacy and connect-
edness.  This involves fostering open communication, 
guidance around situations that may come up, and 
validating normalcy.  Education is often a very impor-
tant component.  Counseling can include information 
and support around alternative sexual expressions. 
 
Resuming Sex
After a cancer diagnosis or any event that interrupts 
the normal flow of sexual activity, no matter how long 
the interval of disruption, short or long,  resuming sex 
for the “first time” brings high expectations and many 
times some apprehension and concern.   Questions 
arise such as, “Will it be the same?  Will it hurt?  Will I 
feel anything?  Will I function?  Will my partner still be 
attracted to me?”  These concerns can create anxiety  
and fear that can be disruptive to  the sexual pleasure 
and experience. There are some important strategies 
to consider that may help minimize  the stress.  Make 
time for sex a priority and make sure it is at a time 
when no one is exhausted, and there is an expectation 
of some privacy.  This might mean varying the time of 
day.  If pain medications are part of the landscape of 
your life, try to find a window when they are effective 
but when they do not create too much drowsiness to 
engage in sex. 

Begin gradually with kissing, making out on the couch, 
a back-rub, a shared shower or bath or some sensate 
focus activities.  Set an environment that creates the 
highest degree of comfort.  If there is self-conscious-
ness about one’s body, use lingerie or low lighting to 
feel less self-conscious. Just one candle can be more 
romantic and reduce this level of stress.  Sometimes 
with the first time, it may be better to agree not to go 
on to intercourse even if all seems to be going well.  
Keep the goal as pleasure and not performance. 

Getting prepared for sex is also important. Get com-
fortable with physical scars and changes. Take some 
time alone to look in the mirror and to touch yourself.  
If acceptable, try masturbation to find out about lu-
brication or erection as well as where sensitive areas 
might exist.   It may be helpful to know how you reach 
orgasm.  For women, if orgasm is difficult try a vibrator.  
The more you understand yourself and the “New Nor-
mal” of your body, the more comfortable you will feel 
with a partner and you will be better able to engage, 
re-educate and move forward.  

The power of touch can be healing, and thus sexual 
contact often has a healing effect.  Men tend to get 
anxious and aggressive when they have not had physi-
cal contact; women tend to get more depressed.  There 
is an endorphin surge following orgasm, meditation, 
and exercise!  Males release endorphins 20-30 sec-
onds after an orgasm.  Females release endorphins up 
to 20 minutes after orgasm.   

Keep in mind that it is important to talk with your 
healthcare professionals. A problem cannot be treated 
if no one knows it exists.   There is help available, and 
specialized health care centers exist  that can help you 
regain your sensuality and sexuality after cancer.  Do 
not give up! Sex is a vital part of the human expe-
rience, and the experience of cancer should not rob 
individuals of sexual intimacy. 

Additional Resources
• American Association of Sex Educators, Counselors, 

and Therapists (AASECT)  www.aasect.org
• American College of Obstetricians and Gynecolo-

gists (ACOG)    www.acog.org 

Sexual Health Considerations for the Cancer Patient and their Partners  continued from page 5

>>   
CONTINUED ON PAGE 19
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At the Simms Mann Center, we help patients and their 
families optimize their wellness and address the chal-
lenges throughout the continuum of cancer care.  As 
an integrative oncology specialist, I focus on nutrition 
and wellness as this is something positive and practi-
cal to address.

What is cancer and what does nutrition have to do 
with it? Cancer is a disease associated with over 100 
different conditions according to the National Cancer 
Institute.  These are malignant changes in DNA or cel-
lular instructions either in the nucleus or mitochondria 
resulting in altered cell functioning.  In 2000, Weinberg 
and Hanahan described several hallmark characteris-
tics of cancer. They are: (1) cancer cells stimulate their 
own growth; (2) unlike normal cells, they resist inhibi-
tory signals that might otherwise stop their growth; 
(3) they resist their own programmed cell death, called 
apoptosis; (4) they stimulate the growth of blood ves-
sels to supply nutrients to tumors, called angiogenesis; 
(5) they can multiply forever; and (6) they can metas-
tasize or invade local tissue and spread to distant sites.

In other words, these are cells that manage to evade 
detection by the body’s usual immune surveillance sys-
tems, grow in an uncontrollable manner, and derive 
their own energy supply as they grow. Solid tumors 
include carcinomas and sarcomas; cancers of blood 
and bone marrow origin include leukemias, lympho-
mas and myelomas and tumors can also originate in 
the central nervous system. From longitudinal large-
scale observational studies, such as the Harvard Health 
Professionals Study, we have learned that more than 
two-thirds of all cancers are associated with diet and 
lifestyle and that at least one-third are linked to obe-
sity and poor diet.

How do health and wellness affect prevention and de-
tection of such malignancies?  At its inception in 1946, 
the World Health Organization (WHO) defined health 
as a “state of complete physical, mental and social 
well-being and not merely the absence of disease or 
infirmity”. More recently, UC Davis has provided a 
concept of wellness as “an active process of becoming 
aware of and making choices towards a healthy and 
fulfilling life.” There are seven dimensions of wellness: 
social, occupational, physical, intellectual, emotional, 
spiritual and environmental wellness.  It is the latter 
that is most relevant to our discussion of immunity and 
cancer as a state of well being is when immune func-
tioning is optimal.

Immune functioning is how each individual interfaces 
with the environment using a broadly diffused net-
work of interrelating cells.   Immune cells include white 
cells or leukocytes comprising lymphocytes (B cells, T 
cells and Natural Kill cells) and phagocytes that are 
organized into clumps or nodes of lymphoid tissue and 
organs.  Organs of the immune system include thymus, 
spleen and bone marrow. Nodes of lymphatic tissue 
in the gastrointestinal tract are called Peyer’s patches 
or GALT.  These immune cells comprise about 60% of 
all immune cells in the body emphasizing how impor-
tant is this interface with ingested foods, beverages, 
and medications. An immune response often includes 
inflammation,which is a recognized risk factor for car-
cinogenesis.

In 2007, the National Institute of Health launched 
the Human Microbiome Project. The microbiome can 
be imagined as an organ with its own ecosystem. Ge-
nomic data from human and microbial sources may 
also be described as a Metagenome.  The first phase of 

the project used newly discovered sequencing meth-
ods, bioinformatics and culturing techniques to iden-
tify and characterize human microbial communities or 
“who’s there.” In addition to this project, there was 
a parallel MetaHIT, or Metagenomics of the Human 
Intestinal Tract, a project financed by the European 
Commission. These studies have shown that there are 
over 10,000 microbial species that occupy our human 
body, comprising 1-3% of our total mass.  We have ten 
times as many microbial cells as our own cells, with 
100 times as much DNA.  In other words, we are out-
numbered!

During the next phase of the Microbiome Project, 
researchers will gather an integrated dataset of the 
properties of the microbiome and associated diseases, 
essentially to find out“what are they doing?” Research 
gained from this study has led to a new concept, called 
Human Microbiome Therapeutics, on how to target 
dysbiosis, or microbial changes that are pathogenic or 
harmful, and to rebalance towards wellness.  One ex-
ample of a therapy that has arisen from this research 
is Fecal Microbial Transplant (FMT), a therapy that uses 
healthy donor fecal samples to reverse infection with 
Clostridium difficile.  The NAP1 strain of C.difficile is 
a health epidemic affecting more people than MRSA; 
it accounted for 300,000 hospitalizations and 20,000 
deaths in 2004. FMT is approved in the United King-
dom and Canada as a second-line option for treating 
infected patients with dramatic and rapid success. Cur-
rently, the FDA considers fecal transplant therapy as 
experimental. Despite its success in the UK and Cana-
da, it can only be used for patients with drug-resistant 
C. difficile as long as donors are properly screened, 
and patients are fully informed that this is an experi-
mental therapy. All other applications are required to 
follow investigational new drug procedures (IND).

Antibiotics are agents that destroy pathogenic bacte-
ria, either directly by killing them or by slowing their 
growth. The modern antibiotic era dates from the 
mid-20th century with the discovery of sulfa drugs in 
1935 and penicillin in 1941. Today, there are over 160 
varieties of antibiotics; however, removing pathogenic 
bacteria may not be sufficient for health.  Researchers 
are just beginning to understand the delicate balance 
between beneficial bacteria, other microbes, and more 
harmful ones.  Every one of us has a unique microbi-
ome that has been determined and shaped by (1) our 
birth (a vaginal birth exposes an infant to a broader 
spectrum of microbes compared to a C-section birth) 
and (2) by early exposure to antigens, which varies 
from breast-fed to formula-fed infants. In addition,we 
have seen that both fraternal and identical twins have 
closer microbiomes than other siblings, indicating their 
shared environmental exposures result in having simi-
lar microbiomes. Genes also play a role, and research 
has shown that mothers and daughters have closer 
microbiomes than mothers and sons. We also know 
that extreme diet changes may affect the balance of 
gut microbiota; however, we are not sure how long 
such changes persist. For example, a recent study at 
Harvard showed that switching from a high animal 
protein diet to a vegan one resulted in a change in the 
number of bile tolerant Bacteroides and caused a rise 
in Firmicutes, a kind of bacteria that metabolizes plant 
polysaccharides. Dietary fiber provides a favorable en-
vironment for Firmicutes to grow and flourish.  

Taking probiotics as supplements may help rebalance 
your individual microbiome after  taking antibiotics or 
when traveling. It is also important to make sure you 
are eating a high amount of dietary fiber to maintain 

your improved probiotic numbers and activity. There 
are several things to look for when you purchase a 
probiotic supplement. First, look for accurate label-
ing. Then you want to know the number of colony 
forming units (CFUs), the number of viable microbial 
cells.  Some companies, however, count both dead and 
alive microbes in their total.  You will want to know 
the number of viable live cells when you buy it. Un-
fortunately, many companies don’t clarify when CFUs 
are assessed or when the product was manufactured, 
which means a number of the CFUs listed may include 
dead or nonviable cells.  It doesn’t help to take 5 bil-
lion dead cells!

There are several products that contain patented 
strains of probiotics. Culturelle ® has a strain of Lacto-
bacillus  called LactobacillusGG that has been selected 
for its anti-inflammatory properties.  Align ®, licensed 
by Proctor & Gamble,has a strain of Bifidusinfantii 
35624 called Bifantis®, known to assist in reducing 
infant diarrhea. Dupont has licensed a combination of 
strains called HOWARU® for use in several beverages, 
foods and supplements around the world. Probiotic 
supplements provide more cells than typical fermented 
foods; however, there is still no consensus on whether 
it is number or type of cells that is more important to 
promote overall wellness. During chemotherapy, one 
of these patented strains may be effective in reducing 
the gastrointestinal distress often associated with such 
treatment. Researchers are also finding new applica-
tions for probiotic use, such as mood management; a 
recent French study showed a reduction in measured 
anxiety when healthy humans took an oral probiotic 
in the form of a patented strain of Bifidus longum for 
30 days.

Lactic acid bacteria (LAB) and Bifido bacteria are the 
two main groups of probiotics.  LAB are mostly anaero-
bic and are used in fermentation processes as they are 
acid tolerant. Bifido bacteria are Gram-positive anaer-
obes capable of fermenting oligosaccharides to form 
lactic and acetic acids using a unique fructose-6-phos-
phate ketolase pathway. Bifido bacteria are thought to 
communicate with the cells lining the intestinal tract 
and may ameliorate inflammation in this way.

In the new era of human microbiota science, several 
new terms are gaining recognition: 

• Prebiotics are non-digestible substances that 
provide a beneficial physiological effect for the host 
by selectively stimulating the favorable growth or 
activity of a limited number of indigenous bacteria.  
Prebiotics are fermentable ingredients added to 
cookies, breakfast cereals, protein bars, chocolate, 
spreads and dairy products to encourage probiotic 
activity.  

• Probiotics are living microorganisms that, when 
administered in adequate amounts, confer a health 
benefit on the host.  Probiotics are the antithesis of 
antibiotics.

• Synbiotics are examples of foods that contain 
both prebiotics and probiotics and are found in 
fermented foods.  One-third of all food in the world 
involves a fermentation stage, and these foods 
provide valuable and necessary pre-and probiotics.  
Examples include bread, cheese, beer, wine, yogurt, 
tempeh, tofu, Natto, miso, sauerkraut and kim-
chi.  Marmite is a fermented yeast extract favored 
in England and a similar product in Australia is 
Vegemite. Both stimulate umami taste buds.

INSIGHTS INTO CANCER

CAROLYN KATZIN, MS, CNS, INTEGRATIVE ONCOLOGY SPECIALIST, SIMMS/MANN – UCLA CENTER FOR INTEGRATIVE ONCOLOGY AND ROBERT SCHIESTL, 
PH.D., PROFESSOR, DEPARTMENT OF PATHOLOGY AND ENVIRONMENTAL HEALTH AND RADIATION ONCOLOGY
This is a summary of a lecture presented on April 7, 2014.

NUTRITION AND CANCER: WELLNESS AND THE IMMUNE SYSTEM 
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Oligofructose, inulin, galacto-oligosaccharides and 
lactulose are ingredients that support probiotic activ-
ity and may be described as prebiotics or synbiotics if 
involving more than one probiotic.

Fermentation is valuable in the food and beverage in-
dustry, where it is a carefully structured chemical pro-
cess. However, when fermentation occurs inside our 
own digestive system, it can produce unwanted gas 
and discomfort. Irritable Bowel Syndrome (IBS) is a 
condition that can be exacerbated by foods that con-
tain fermentable prebiotics. FODMAP’s (Fermentable, 
Oligo, Di-Mono-saccharides, And Polyols) may cause 
bloating and discomfort.  Many people find eliminating 
or reducing these foods help with their IBS symptoms.

We are learning so much about the contribution of 
each microbiome, and we have identified nutrients 
that support health and immunity. Examples include:

• Omega-3 fatty acids, such as ALA, that is found in 
grass.  Grass fed beef is more likely to have fatty 
tissue that has omega-3 fats. Corn disturbs the 
normal bacterial balance in the rumens; this means 
corn-fed beefis less healthy for you than grass-fed 
beef.  

• Fat-soluble vitamins A, D, E and K are important 
for supporting healthy microbiota and immune 
functioning.  

• Trace elements zinc and selenium are found in 
many plant foods that provide prebiotics such as 
nuts and seeds.  Zinc plays an important role in 
cancer prevention as regulatory regions of the 
human genome called zinc fingers are associated 
with this trace element. Good food sources of zinc 
include lean meat, fish, nuts, and seeds.  Oysters 
are an especially rich sources of zinc.

The microbiome is sometimes called “the forgotten 
organ,” but it plays a very crucial role in wellness and 
immune health. The Metagenome is a composite term 
used to describe our genome and microbiome, and it 
varies from person to person.  The main phyla of mi-
crobes that predominate are Bacteroidetes, Firmicutes, 
and Actino bacteria. When the phyla of microbes 
becomes disordered—either as a result of infection, 
inflammation or from a loss of intestinal barrier integ-
rity—we call that dysbiosis. Synbiosis is the term we 
use to describe how these different microbial popu-
lations live in health together; they benefit from the 
prebiotics we eat from plant-based foods, and they 
support our wellness in a dynamic manner.

In 2005, two Australian researchers, Barry Marshall 
and Robin Warren, were awarded the Nobel Prize in 
Physiology or Medicine for their discovery of the role of 
the bacteria Helicobacter pylori, which causes inflam-

mation and infection which results in stomach ulcers.
Whether Pylori results in ulcer formation or is benign 
is determined by individual factors such as whether or 
not you are genetically susceptible, whether or not you 
already have antigens present in your gastrointestinal 
tract lumen, environmental triggers, and your immune 
response.

Dr. Robert Schiestl has developed a strain of mice that 
have errors, or deletions, in their DNA; having errors 
or damages to DNA is a known factor in how cancer 
develops.  These special mice are missing a piece of a 
gene that codes for color and is detected not only on 
their fur, but also in their retinal pigment epithelium, 
which provides researchers with a way to quantifiably 
assess the effect of a carcinogen in the mice. Research 
using these specially developed mice has shown them 
to be sensitive to their environment; they have been 
reared germ-free, in sterile environments and laborato-
ries at Harvard and UCLA.  Mice that have been reared 
in a sterile or germ-free environment have distinctive 
microbiota, for example, HelicobacteraceaeSpp., op-
portunistic pathogens that include Pylori. 

Dr. Schietl’s research has recently evaluated the rate of 
onset of lymphoma in mice raised in a sterile environ-
ment compared with those raised in a conventional 
laboratory environment. Even though his special strain 
of mice have DNA deletions that raises their risk of 
lymphoma, he found that he could reduce their risk 
of DNA damage by adding a single strain of bacte-
ria Lactobacillus johnsonii 456 to their diet. Like all 
species of the Lactobacillus genus, Lactobacillus john-
sonii 456 is an anaerobic, Gram-positive bacterium 
that lives in the human intestine. Adding this simple 
probiotic bacteria to the diet of mice modified their 
circulating white blood cells, reduced the number of 
natural killer cells in their peripheral blood, reduced 
their percentage of T cells and NK cells in the spleen, 
and significantly modified the infiltration of T cells in 
the liver. These changes reduced the number of inflam-
matory cytokines IL-1beta, IL-12 and IFN-gamma in 
both their blood and liver and increased the cytokines 
that modify inflammation, including IL-4, IL-10, and 
TGF-beta, in their liver. Since cancer is one of a variety 
of conditions that is associated with chronic inflamma-
tion, Dr. Shiestl’s research supports the hypothesis that 
some specific strains of common bacteria that inhabit 
the intestinal tract of mammals may have profound 
positive effects on the inflammatory aspect of an im-
mune response. In the most basic terms, feeding this 
basic probiotic to mice that were predisposed to devel-
op lymphoma, decreased their risk of developing this 
cancer! Dr. Schiestl’s research showed it was possible 
to modify and reduce genetic instability. Adding this 
probiotic to their diet reduced the risk of these mice 
developing lymphoma.   

This research is certainly exciting and shows the po-
tential for modifying our internal microbiome environ-
ment with diet and perhaps specific beneficial strains 
of probiotics.  It provides scientific proof that your diet 
and probiotic use has an exciting potential for prevent-
ing and managing inflammation, which affects us all 
and is now believed to be the cause of many diseases.

Studying the microbiome is very new, but the research 
is very exciting and very applicable to our lives. We can 
make simple diet modifications to enhance our health 
based on this new research—add some dietary fiber 
to each meal (e.g., add some ground chia or hemp 
seeds to a breakfast smoothie or oatmeal, include 
beans or brown rice at main meals) and include serv-
ings of fermented foods in your diet (e.g., kimchi, sau-
erkraut, yogurt or other fermented foods).

REFLECTIONS ONLINE STORE 

Reflections® is a boutique that provides information, resources and products to help men, women 
and children manage the physical appearance changes caused by cancers and their treatments.  Our 
staff are certified fitters of mastectomy bras, prostheses and lymphedema garments and have many 
solutions for hair loss.

Reflections® is located in Suite 163 on the ground floor of the 200 UCLA Medical Plaza.  It is open to 
the public Monday –Thursday from 10am-5pm, Fridays from 10am-3pm.  Reflections can be reached 
at (310) 794-9090.

Reflections® is a not-for-profit organization committed to providing an array of affordable services 
and products.  Proceeds from the sale of goods support Reflections’ daily operations and those of the 
Simms/Mann-UCLA Center for Integrative Oncology.

Many insurance companies provide partial to complete reimbursement for breast prostheses.  We also 
are a Medicare provider.  We can assist you in obtaining authorization for covered services.

Our products include:

• Hair alternatives, including wigs, for complete 
or partial hair loss.

• Hats, headwraps, sleep caps and scarves.
• Breast prostheses. 
• Mastectomy and post surgical bras and 

camisoles.
• Special garments prescribed for lymphedema 

treatment. 
• Gift items, jewelry, frames. 
• Vitamins, herbs, supplements and 

nutraceuticals. We provide the supplements 
recommended by our Integrative 
Practitioners. We can mail your supplements 
to you, provide curb-side drop-off and have 
partnered with several manufacturers for 
online ordering.
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I give because I want to make certain that the next patient or family who hears, “It’s cancer,” will have the Simms/Mann 
Center as their partner in this journey.”

Support the Simms/Mann-UCLA Center for 
Integrative Oncology

We are grateful to be able to provide the kind of care reflected in these patient 
comments because we do understand that medicine alone is not enough and 
cancer affects more than just one’s physical condition.

We are able to do this only because of the generosity of many. We need your gen-
erosity in order to be here for the next patient or family member who is diagnosed 
with cancer.  We hope that as you read through our newsletter and think about 
what we offer, you will help us continue to provide so many services without fees 
to patients and families touched by cancer.  In order to maintain our programs we 
need voluntary donations from you, your friends, and your family.  Voluntary dona-
tions of any and every size are meaningful and necessary. 

We know not everyone can make substantial donations, but every donation helps.  
You could be an important conduit to company giving, foundations or even a col-
lection of caring and compassionate individuals who want to help support you and 
others like you through this experience.

Birthday Fundraising Club

Consider taking part in our Birthday Fundraising pro-
gram, which asks our Center advocates to reach out 
to their network of family and friends, asking them to 
donate to the Center during the month of your birth-
day.  You can set any fundraising goal that you like, 
and our staff is here to help with all of the resources 
that you need to meet that goal. No donation is too 
small – every dollar you raise will help a patient, care 
giver, or family member receive counseling, help fund 
a support group, or make it possible for the center to 
provide education programs such as the Insights Into 
Cancer lecture series.  

One-to-One Club

It costs approximately $1,000 to provide the range of 
services that we offer to each patient or family mem-
ber who receives our services without charges. You 
can become a member of the “One-to-One Club” by 
making an annual donation of $1,000 (just $84 per 
month) or more depending on how many individu-
als you wish to sponsor for the next year. One-to-One 
members are included in some of our special events 
and may reserve seating at our Insights Into Cancer 
lectures.  We hope you will consider joining this impor-
tant group of donors!

Advisory Board

Members of our Advisory Board make annual dona-
tions of a minimum of $10,000 for at least three 
years. This is an excellent opportunity to be involved 
with a wonderful group of individuals who are highly 
motivated to help the Center maintain its leadership 
in the field of integrative oncology. You or someone 
you know may be able to make such a commitment.  
Please email the Center Director for more information 
at ACoscarelli@mednet.ucla.edu.

HOW WILL WE USE YOUR GIFT?
You may designate your gift for general operational 
support which funds the oncology social workers, chap-
lain and psychologists that are available to you and your 
family.  You can also help underwrite the costs of any 
of our programs: support groups, Insights Into Cancer 
lectures, newsletter production and mailing, and/or Re-
flections.

WHAT FORMS MAY MY GIFT TAKE?
Gifts and pledges may come in the form of cash, 
checks, and securities. We also accept Visa, MasterCard 
and American Express as forms of payment. We gladly 
accept matching gifts from your place of employment. 
Gifts can be given in honor and in memory. Estate plan-
ning is also essential to our existence, now and in the 

future. Please talk to us about incorporating us into 
your long term estate plans and become part of UCLA’s 
Second Century Society.

PROCEDURE FOR MAKING A GIFT TO THE 
SIMMS/MANN UCLA CENTER
To make a gift to the Center, go to our website: http://
www.simmsmanncenter.ucla.edu/index.php/support-
the-center/donate-now/ or send a check payable 
to the JCCF/Simms/Mann – Center and a brief note 
stating the purpose of your gift, your name and ad-
dress. If your gift is in memory or in honor of another 
person, please include the name and address of the 
person who should be notified.  We will send a letter 
to that person stating that a gift has been received.  
The amount of the gift will not be disclosed. Our 

website and newsletter includes lists of the names of 
those who have made a donation to our Center dur-
ing the past fiscal year. The exact amount of the gift 
is not publicized although we publish ranges. You will 
receive a letter of acknowledgement from the Center 
and tax acknowledgement from the Foundation.

Please send your donation envelopes or letters to:  
SIMMS/MANN - UCLA CENTER FOR 
INTEGRATIVE ONCOLOGY
200 UCLA Medical Plaza, Suite 502
Los Angeles, CA  90095-6934

If you have any questions or would like more infor-
mation, call us at 310-794-6644.  Thank you for your 
support!

Ways to Give 

We hope that every patient and family member who has contact with the Center will make at least one donation each year to the extent of their ability!  

For those who may not be able to make gifts at this time, an estate gift is another way to continue our free services into the future.  The Simms/Mann Center is not endowed 
and is not funded by the University or the State—we depend on your generosity.

“My experience at the Simms /Mann Center continues 
to be invaluable for me and my partner. Everything we 
have experienced here has helped us to cope, manage, 
survive, live, laugh, become more resourceful and vocal.”

“I deeply appreciate the vast array of resources that 
were offered to me gratis at the lowest point in my life.  
The help I received enabled me to continue functioning 
in my daily life. Without it I wouldn’t have been able 
to work or take care of my family. Many thanks!”
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presents how new drugs are developed, how clinical trials are 
conducted and when they can or should be used in different 
stages of cancer treatment. Healso reviews classes of drugs 
just entering the clinical arena for a wide variety of cancer 
types. He discusses UCLA’s extensive list of clinical studies, 
which provides patients with new options for their treatment, 
whether they have received therapy before or whether the 
diagnosis is new. 

September 29, 2015

COMPLEMENTARY THERAPIES FOR CANCER PATIENTS 
- Lisa Kring, LCSW, Eileen Zegar, LAC, Dipl O.M., Sibel 
Kantarci, and Michael Sieverts. Four experts in the areas 
of meditation, acupressure, QiGong and Reiki, provide 
information and give demonstrations on options available to 
cancer patients to complement their standard medical care to 
help improve the quality of life, health and personal wellness 
of each patient. These mind/body practices provide patients 
with integrative therapeutic options that can complement 
standard health care treatments throughout the spectrum of 
their cancer care.

October 13, 2015

NUTRITION AND CANCER - Carolyn Katzin, MS, CNS, 
Oncology Specialist, Simms/Mann – UCLA Center for 
Integrative Oncology, discusses how to improve your 
well-being during and after a diagnosis of cancer with a 
presentation on the 3 A’s of healthy nutrition: Antioxidants, 
Anti-inflammatories and Anticarcinogens. She explains why 
foods rich in these bioactives support health and well-being 
and gives information on how to select and integrate these 
foods to support wellness despite health challenges.

November 17, 2015

WHAT CANCER CAN’T TOUCH - Rabbi Ed Feinstein, Valley 
Beth Shalom, spiritual leader and cancer survivor, Cancer may 
originate in one part of the body, but it soon metastasizes 
to every part of life. Family, friends, work, are all effected, as 
are dreams, hopes, and plans. How do we hold onto what’s 
most valuable in life, while coping with disease? How do keep 
cancer in its place, and go on living our lives?

December 15, 2015

ADVANCEMENTS IN LUNG CANCER - Edward Garon, MD, 
UCLA Assistant Professor, Co-Director of Medical Oncology 
Program - Thoracic Malignancies, medical oncologist and 
researcher, discusses the role of surgical treatment, non-
surgical interventional procedures, chemotherapy and 
targeted therapy for early and late stage lung cancer. He 
presents new treatment options, including targeted therapies 
for lung cancer. He presents information and the rationale 
about clinical trials at UCLA.

April 21, 2015

PROSTATE CANCER - - Robert Reiter, MD, MBA, UCLA 
Professor, urologist, and researcher discusses prostate cancer 
and its treatments, including the controversy on PSA screening. 
He presents some of the newest research and advances in 
both diagnostic testing and drug development, especially for 
aggressive disease, along with  discoveries made at UCLA 
that have revolutionized the diagnosis and management of 
this disease.

May 12, 2015

KNOW YOUR OPTIONS FOR ADVANCED CARE PLANNING 
- Neil Wenger, MD, UCLA Professor and Internist, and Shawn 
Kravich, Esq., Interim Director - Cancer Legal Resource Center, 
discuss the importance of having an up-to-date Advance Care 
Directive, will or estate plan. This lecture, presented through 
the medical and legal lens, includes important advance care 
planning options and decision-making objectives: designating 
a health care power of attorney, completing a POLST 
(Physician Orders for Life Sustaining Treatment), information 
about creating wills, living trusts and other estate plans to 
help you make important life decisions, whether or not you 
have cancer. 

June 9, 2015

GENES AND CANCER: TRUTHS AND MYTHS - Bartosz 
Chmielowski, MD, PhD, UCLA Assistant Clinical Professor, 
medical oncologist and researcher discusses the importance 
of your genetic code and its influence on cancer development. 
He clarifies which cancers may run in the family, who should 
undergo genetic testing, and which prophylactic interventions 
may help people at risk. He explains how our deeper 
understanding of genetics is leading to progress in developing 
treatment options.

July 14, 2015

COLORECTAL CANCER: RECENT ADVANCES IN DETECTION 
AND TREATMENT - Zev Wainberg, MD, UCLA Assistant 
Professor, Assistant Director - GI Oncology program, medical 
oncologist and researcher, discusses care of patients with 
colorectal cancer from initial diagnosis through treatment 
of early disease, and management of metastatic cancer.  He 
reviews traditional treatments such as chemotherapy and 
biological therapy along with pioneering targeted biological 
agents that are being tested in clinical trials and emerging in 
the clinic.

August 11, 2015

NOVEL THERAPIES IN CANCER TREATMENT – MYTHS 
AND FACTS ABOUT CLINICAL TRIALS - Lee Rosen, MD, 
UCLA Clinical Professor, Director - Drug Development Program, 
medical oncologist and researcher discusses clinical trials. He 

Our lectures are free of 
charge, open to the public, 
first-come, first-served, 
Tuesday nights 7:00 – 9:00 
p.m. For information, call 
(310) 794-6644.  Our lectures 
are held in the Ronald Reagan 
UCLA Medical Center (RRMC) 
Auditorium, B Level, Room 
B130, 757 Westwood Plaza, 
Los Angeles, CA 90095. UCLA 
parking is $12; wheelchair 
accessible. Attendees can 
park in the medical plaza or 
there is valet parking at the 
front of RRMC.

• American Society for Reproductive Medicine 
(ASRM)    www.asrm.org 

• Association for Reproductive Health Professionals   
www.ARHP.org

• Centers for Disease Control and Prevention     
www.cdc.gov 

• Gay and Lesbian Medical Association      
www.glma.org 

• Kaiser Reproductive and Sexual Health Resource    
www.kff.org 

• Kinsey Institute    www.indiana.edu/~kinsey 
• International Academy of Sex Research (IASR)    

www.iasr.org 
• MiddlesexMD for information and purchase of 

discrete sexual accessories www.Middlesexmd.com
• National Vulvodynia Association (NVA)      

www.nva.org 
• North American Menopause Society (NAMS)    

www.menopause.org 
• Sexuality Information and Education Council of the 

U.S. (SIECUS)    www.siecus.org 
• Society of Sex Therapy and Research    

www.sstarnet.org
• World Association for Sexology       

www.worldsexology.org 
• World Professional Association for Transgender 

Health  www.wpath.org
• www.vaginismus.com

Michael Krychman, MD
Southern California Center for Sexual Health and 
Survivorship Medicine 
1501 Superior Ave #201
Newport Beach, CA 92663
949-764-9300

Info@thesexualhealthcenter.com
www.thesexualhealthcenter.com

Sexual Health Considerations for the 
Cancer Patient and their Partners  
continued from page 15

INSIGHTS INTO CANCER

SEE OUR LECTURES ON THE WEB
No matter where you are in the world you can see and 
listen to the leading professionals who participate in our 
monthly lecture series to help patients and their families 
live with and learn about cancer—providing up-to-date 
information, practical advice and answers. 

To access our video archive, 
• Go to our webpage, www.SimmsMannCenter.ucla.edu. 

• On the right hand side of the header select “Videos.” 
• From there, choose the lecture you wish to view to 

begin the video.

Encourage your friends and family to get educated each 
month and see our lectures.  Of course, we hope you will 
join us in-person, because then you get to ask your ques-
tions and we love seeing you there!

2015 SPEAKERS & TOPICS
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MATCHING
DONATION
OPPORTUNITY

$150K

Any new or increased donation from last year 
made between March 30 and June 30, 2015 will be 
matched dollar for dollar up to $150,000.

Please make a donation exceeding your last year’s 
donation to help us meet the match. EVERY $1 YOU 
DONATE COUNTS AS $2 FOR US!

We need your help.
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