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OPTIMIZING WELLNESS | FROM THE DIRECTOR
ANNE COSCARELLI, PhD

We believe this broad statement encompasses the 
range of existing and new services offered through 
the Center, and creates opportunities for further ex-
pansion.  We also wanted to capture our work in a 
single phrase and settled on “Optimizing Wellness,” 
which can be seen in our new literature.  I thought 
it might make sense to describe what we mean by 
this phrase and suggest the practicalities of how 
patients and family members might “optimize well-
ness” in the context of a cancer diagnosis.  

Turning to the dictionary for assistance, I found the 
following defi nitions:

Optimize 
• to make as perfect, effective or functional as 

possible 
• to make the most of

Wellness
• the quality or state of being in good health 

especially as an actively sought goal
• the condition of good physical and mental 

health

By joining these words together we are affi rm-
ing that our goal is to help patients and family 
members make the most of their current situation 
while striving to help all patients attain their most 
functional states of physical and mental health. I 
believe that there is an inherent process of preserv-
ing, strengthening, healing and optimizing physical, 
mental and spiritual health throughout the contin-
uum of cancer care.  While cancer may change life 
experiences, there is opportunity for each of us to 
try to make the most of the situation and in some 
circumstances, as I have discussed in other articles, 
there are opportunities for personal growth from 
the challenges of cancer and its treatments.

For many years there has been an emphasis on 
the biomedical aspects of cancer care to the exclu-
sion of psychological, social or spiritual well-being.  
While I believe that treating cancer with the most 
advanced strategies of innovative Western medi-
cine is the fi rst step, there are many more com-
ponents that are part of comprehensive humane 
cancer care. The psychological impact of the diag-
nosis and treatment must be considered and, re-
gardless of the physical state of the disease, people 
can strive to be emotionally healthy during the pro-
cess.  Emotional health allows each person to live 
life to the fullest within the limitations imposed by 
the disease.  Individuals can express feelings freely, 
actively cope with the symptoms, treatments and 
situations that arise and learn to manage  anxiety, 
depression or loss.  Ultimately, we are looking for 
pathways that improve each person’s quality of life-
-no matter the stage or state of physical wellness.  
There are many components of quality of life, such 
as social relations, physical health, mental well-
being, symptom control, spiritual connection, activ-
ity, sexuality, work and family relations.  The value 
placed on each of these components changes from 
person to person and, thus, quality of life can only 
be judged by the individual.  Cultural factors infl u-
ence how these components are weighted as well 
as how disease, illness and wellness are defi ned. 
Here at the Center we recognize the importance of 
helping each person fi nd their individual pathway 
in order to optimize the  individual’s perception 
and state of wellness.  

At times there may be greater emphasis on one 
particular area of health and healing, but it is 
likely to be an ongoing process to fi nd the optimal 
state of equilibrium within the context of cancer.  
Patients at all stages of the disease can optimize 
their wellness because care at the Center is tai-
lored to focus on individual needs. We know the 

cancer continuum is an unknowable journey for 
patients in which the outcomes are often uncer-
tain and variable. Thus, optimizing wellness is a 
goal for all patients with cancer whether they are 
patients who are just entering treatment, entering 
the survivorship phase, having a recurrence or even 
dealing with end of life issues. By focusing on op-
timizing wellness rather than a particular outcome, 
we create room for many different scenarios and 
opportunities for success in achieving individual 
goals. Consider each of these widely different situ-
ations and how strategies for optimizing wellness 
changes.

As many of you may know we have changed the name of our Center from the Ted Mann Family Resource Center to the Simms/Mann – UCLA Center for Integrative Oncol-
ogy in order to better capture our new and expanding services. Our new mission:

A center of integrative oncology . . . maintaining wellness, maximizing health, and complementing 
the best oncologic practices and scientifi c research through individualized care offered by a multi-
disciplinary team committed to enhancing the physical, psychological and spiritual well-being of 
people touched by cancer.

>>
CONTINUED ON PAGE 2
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1.  A person is diagnosed with localized 
cancer and receives treatment. Strategies 
to optimize wellness might include getting infor-
mation about disease state, decision making for 
treatment, managing the symptoms of treatment. 
The person may benefi t from help adjusting to the 
myriad changes in their work and personal lives, 
managing anxiety and beginning to envision a fu-
ture in which physical health returns with lifestyle 
changes that may include diet, nutrition and stress 
reduction.  

2.  A person is fi nished with treatment 
and is believed to be cancer free. Optimiz-
ing wellness might take the form of repairing and 
strengthening the body from the effects of treat-
ment through diet, exercise, and nutritional sup-
plementation.  It may be important to learn how 
to live with the fear of recurrence and develop a 
plan to minimize anxiety when any ache and pain 
arises. Another important and pro-active move at 
this stage is to develop new and specifi c nutritional 
and exercise strategies that are effective for illness 
prevention.  In addition, there may be emotional 
processing of the cancer experience in a new way 
as the specifi c management of the disease is no 
longer so prominent, but the after effects and 
memories still need to be understood.

3.  A person has a cancer that is progress-
ing with intermittent periods of stabiliza-
tion. Optimizing wellness might include address-
ing acute physical symptoms such as pain, fatigue, 
sleep diffi culties, managing the anxiety and disrup-
tion of continuous cancer care, coping with the loss 
of specifi c activities, maintaining hope and learning 
to live each day to its fullest.  It might also include 
developing short, medium and long term goals and 
developing good communication with family and 
friends as the landscape of cancer changes.  It may 
require nutritional strategies to support the body 
during frequent and regular cancer treatments.

4.  A person has aggressively progressing 
widespread cancer in which many treat-
ments have been tried, none seem to be 
stopping the progression of the disease 
and end of life may be likely. Optimizing 
wellness might focus on management of symptoms, 
addressing the fears and concerns associated with 
end of life, providing information, fi nding strategies 
that bring comfort and spiritual peace, facilitating 
communication with family and friends and help-
ing everyone express their needs. Establishing small 
short term goals for connection to family, having a 
plan for a dignifi ed pain-free death, and commu-
nicating what one wants after death can help to 
bring about a sense of control and peace. Utilizing 
mind/body relaxation techniques to help with clar-
ity and comfort can be very meaningful.  Creating 
connections to spiritual leaders and communities 
who can provide comfort can also be part of opti-
mizing wellness during end of life. 

While each scenario is quite different with regard 
to the physical impact on the body, they all have 
opportunities for optimizing wellness of the body, 
mind, emotions and spirit.

Our goal is to help patients and family members 
embrace their own journey and to assist them to 
make the most of their individual experience.  It 
is our hope that by offering a range of strategies 
patients and family members will have a stronger 
sense of self-effi cacy which is confi dence in one’s 
own ability to perform specifi c tasks.  We know 
that self-effi cacy can enhance adjustment to can-
cer and help patients feel empowered to manage 
their stress, symptoms and well-being.  

The Center offers a range of programs that can be 
individually tailored to help each patient and family 
member to optimize wellness.  I invite you into the 
Simms/Mann -- UCLA Center for Integrative Oncol-
ogy to learn more about our services including:

Psychological Support and Counseling. Of-
fered by psychologists and oncology social workers, 
we provide education, information, reassurance 
and problem-solving through one-on-one counsel-
ing or family counseling.

Education about Nutrition, Dietary Supple-
ments and Complementary Approaches.  
Through both individual integrative oncology as-
sessments and groups, people can learn about en-
hancing their physical well-being both now and in 
the future from highly trained physicians who un-
derstand both Western and other complementary 
approaches.  There are many strategies that can 
help you achieve greater physical and psychologi-
cal wellness through nutrition, supplements and 
complementary approaches.

Support groups.  We offer a range of groups that 
address psychological and physical wellness such 
as meditation, art therapy, QiGong and specifi c 
groups oriented toward support from others who 
have similar types of cancer (see our listing in this 
newsletter).

Mind/Body techniques to facilitate relax-
ation and stress reduction.  Through group in-
terventions or individual sessions, our clinicians can 
teach you specifi c relaxation, imagery, and stress 
management skills that help the mind, body and 
spirit to optimize stress reduction and well-being.

Assistance with specifi c needs. Our oncology 
social workers are able to identify specifi c resources 
that may be helpful in reducing some of the stress 
caused by particular problems.  

Advocacy in the medical environment. Be-
cause we operate within UCLA’s comprehensive 
health system, we frequently work with teams of 
doctors and nurses to help you to identify and ex-
press your needs in the medical environment and 
to help the medical staff to better address your 
individual needs.  Working together can assist in 
optimizing wellness.

Assistance with advance directives and 
communication around end of life. While this 
is often the most diffi cult area about which to com-
municate, it is also one of the most important.  Too 
often patients and family members live in fear of 
pain or suffering.  In my mind, this is in opposi-
tion to optimizing wellness. Having a plan in place 
that is well-thought out, understood by everyone 
involved and truly expresses the wishes of the indi-
vidual facing end of life can bring peace and com-
fort.  Having a plan that focuses on symptom man-
agement, pain control and reduction of discomfort 
can bring a sense of peace.  The fi rst step in this 
process is communication.

Educational resources. Having the right infor-
mation to answer your questions can alleviate 
stress and improve the quality of your life.  At the 
Center we can help you fi nd accurate information 
on a wide range of relevant topics - everything from 
information about supplements, diet, specifi c treat-
ments, management of symptoms to where to ob-
tain information about fi nancial options.  We also 
offer a lecture series that presents many important 
issues and provides information.  Join us for our 
Insights Into Cancer lecture series and bring your 
many questions (see the listing in this newsletter).

Optimizing wellness is about knowing what tools 
are available to you to bring about relief, increase 
knowledge and insight, reduce negative symptoms, 
increase positive growth and self-effi cacy through-
out the cancer experience.  It is about making the 
most of the situation and actively seeking the best 
physical and mental health possible throughout 
the continuum of cancer care.  We look forward to 
meeting with you to achieve these goals.

ANNE COSCARELLI, PhD
Wallis Annenberg Director’s Initiative in   
Psychosocial Oncology
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MEDITATIVE AWARENESS AND CANCER:
EMBRACING THE MOMENT
MARJORIE SCHUMAN, PhD, PSYCHOLOGIST AND CO-FOUNDER OF THE CENTER FOR MINDFULNESS AND PSYCHOTHERAPY1

This is a summary of a lecture presented on June 12, 2007 and was written by Dr. Schuman.
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The basic premise of mindfulness medita-
tion, which derives from Buddhism, is the 
idea that looking at life with open and 
nonjudgmental attention allows us to 
move more easily through pain, fear, and 
confusion.  This was the Buddha’s basic 
prescription for human suffering.   Mind-
fulness is an inner discipline for learning 
to pay attention in a special way which 
can be very helpful in meeting the chal-
lenges of life-threatening illness.   

Mindfulness may be most simply de-
fi ned as moment-to-moment awareness 
of present experience.    We sit down, 
choose a focus of attention such as the 
breath, and then do the best we can to 
remain aware of what we are experienc-
ing, moment by moment by moment.   
While the concept of “mindfulness” is 
quite simple, in practice one quickly fi nds 
that maintaining awareness in the pres-
ent moment is much more diffi cult than it 
sounds.   So, mindfulness is a skill which 
must be deliberately cultivated, and this 
is where meditation practice comes in.   
Practicing mindfulness helps develop a 
receptive, open, and spacious form of 
awareness which has been described as 
“opening the hand of thought”1 

In a talk he gave recently2, Jack Kornfi eld,  
a well-known and respected medita-
tion teacher, illustrated how mindfulness 
works by talking about the 1988 fi lm Go-
rillas in the Mist.  This fi lm tells the story 
of the fi eld biologist Dian Fossey, who 
went to Africa to learn about gorillas in 
the wild.    When asked how it was pos-
sible for her team to learn so much more 
about gorillas than previous researchers 
had been able to do, Fossey attributed it 
to one thing: they didn’t carry guns.  Un-
like previous generations of biologists 
who had entered the territory of these 
large animals with the assumption that 
they were dangerous, Fossey and her col-
leagues went armed only with curiosity.   
They moved slowly, gently, and, above all, 
with great respect for the gorillas.   Sitting 
still, hour after hour, with careful patient 
attention, they gradually came to under-
stand the tribal structure, family life, and 
habits of these great creatures.

This is the attitude we cultivate in mind-
fulness meditation.

We sit still, with as much patience as we 
can muster, and we maintain a respectful 
awareness of the ways of the mind.

We try not to judge, and when we do, we 
notice that we are judging.

Ironically, though we practice mindful-
ness in order to cultivate peacefulness 
in the mind, when we meditate the fi rst 
thing we become aware of is exactly the 
opposite:   our minds are generally any-

thing but peaceful.   The mind wanders; 
we forget to pay attention; we fall into a 
running commentary on whether we are 
doing it right.  Much of the time we are 
busy reacting, judging whether we like 
or dislike what is happening.  The naïve 
effort to apply willpower to the task of 
calming the mind can often leave the be-
ginning meditator feeling that this is an 
impossible goal.  

Instead, mindfulness requires that we 
hold our thoughts and feelings in relaxed, 
open, and spacious awareness.  This is 
simple, but defi nitely not easy.

There is a rather humorous bumper 
sticker which reads “meditation, it isn’t 
what you think”.   This is very true.  The 
mind makes thoughts like water makes 
waves, and the effort to empty the mind 
of thoughts is misguided.   Rather, mind-
fulness is about the way we relate to our 
thinking; it has to do with the context 
rather than the content of awareness.   A 
helpful metaphor is to think of mindful-
ness as a mirror, in which we redirect our 
attention away from what we see in the 
mirror to the surface on which the im-
ages appear.  

Turning our attention to how mindfulness 
meditation can be helpful in coping with 
cancer, let’s consider three different ways 
that we can engage with the practice of 
mindfulness:  Behavioral; Psychological/ 
Existential; and Spiritual.

Behavioral Dimensions of Mindfulness 
Mindfulness can be used as a stress-man-
agement practice, to help us to learn how 
to remain calm in the face of challenging 
circumstances and as a helpful adjunct in 
maintaining emotional balance.  It can 
help in the management of anxiety and 
fear; with sleep; and as a method for cop-
ing with pain.  

Behavioral interventions based on mind-
fulness skills include Mindfulness Based 
Stress Reduction (MBSR)3, Acceptance 
Commitment Therapy (ACT), and Mind-
fulness-Based Cognitive Therapy (MBCT).

Research supports that MBSR promotes 
improved quality of life, sleep, and mood 
in patients with cancer, and that it de-
creases symptoms of stress and anxiety.  
Subjective measures are supported in 
some studies by physiological measures 
such as heart and respiratory rate, blood 
pressure, and levels of stress hormones.  
There is also some data which shows 
improvement in certain measures of im-
mune function (cytokines such as inter-
feron gamma).

Psychological/Existential Dimen-
sions of Mindfulness
It is often useful to address fear and de-

pression in mindfulness-based individual 
psychotherapy.   At the very least, a cancer 
diagnosis is a big shock;  for most people 
(if not everyone), it is quite traumatic, 
although the degree of trauma depends 
on many factors which include the spe-
cifi c medical picture as well as complexly 
interacting psychological factors such as 
personality,  resilience, and level of social 
support.

Although from a medical point of view 
many cancer patients can recover, the 
psychological vulnerability may be more 
long-lasting. Among the important psy-
chological dimensions of the challenge of 
cancer are existential issues that come to 
light when we are forced to confront our 
mortality. Whereas before cancer we may 
have had the luxury of forgetting about 
the inevitability of our own death, the 
diagnosis of cancer breaks that illusion 
apart. Cancer is often an existential turn-
ing point:  a moment in life at which, like 
it or not, we are stopped in our tracks and 
must re-examine the way we have been 
living.  As one writer put it, cancer makes 
us “relinquish the life we have planned in 
order to be available to the life that has 
been given to us to live”. 4

Mindfulness doesn’t prevent any of these 
things from happening.   What it does do 
is help us focus on the reactions we are 
having in a particular moment and to be 
able to see more clearly that what we 
call “fear” is a constellation of thoughts 
and body sensations, each of which has 
a distinct  beginning, middle, and an end.   
This is a coping strategy that allows us to 
fi nd the calm center that is present in the 
middle of every emotional storm.   

Spiritual Dimensions of Mindful-
ness: Embracing The Moment
For those who are philosophically or 
spiritually inclined, Mindfulness can be a 
doorway into a dimension of conscious-
ness which has been called The Now.  

With or without a cancer diagnosis, each 
of us is only Here For Now.  The practice 

of mindfulness can help create a new ap-
preciation of the fact that we are here, 
now: on this day, we are alive and have 
the opportunity to live.   

When we face the challenge of cancer, 
the invitation and opportunity of mindful-
ness is to embrace the moment of illness 
in the spirit of healing not only our bodies 
but our very life.  From a space of mind-
fulness, we live in the question “on what 
level is my healing to be found?”  In this 
way, mindfulness invites us into a deeper 
seeing-into and participation with Life; to 
the joy of making contact with the mo-
ment and with Life itself.  

The spiritual teacher Stephen Levine said 
it this way: “Healing is the growth that 
each person seeks.  It is what happens 
when we come to our edge, to the un-
explored territory of mind and body, and 
take a single step beyond into the un-
known, the space in which all growth oc-
curs. Healing is discovery.  It goes beyond 
life and death.  Healing occurs not in the 
tiny thoughts of who we think we are and 
what we know, but in the vast undefi n-
able spaciousness of being – of what we 
essentially are – not whom we imagined 
we shall become. ”   
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LYMPHOMAS 2007 – THE LATEST NEWS 
SVEN DE VOS, MD, PhD, ASSISTANT PROFESSOR OF MEDICINE, DIVISION OF HEMATOLOGY/ONCOLOGY, MEDICAL ONCOLOGIST/HEMATOLOGIST, AND RE-
SEARCHER, UCLA’S JONSSON COMPREHENSIVE CANCER CENTER, DAVID GEFFEN SCHOOL OF MEDICINE
This is a summary of a lecture presented on August 7, 2007.
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Lymphomas, the most common hematological 
cancers, are on the rise in the Western World with 
a 50-75% increase over the last 30 years. Lym-
phomas are cancers of the immune system. They 
are separated into two large categories, Hodgkin 
lymphoma and all other lymphomas referred to as 
non-Hodgkin lymphoma (NHL). In 2006 there were 
66,670 new cases of lymphoma with 11.7 % of 
these being Hodgkin lymphoma and the rest NHL. 
It is not clear why there is an increase, but the in-
crease appears to be steepest in individuals over 
the age of 60. There are over 40 different types of 
lymphoma. The most common are diffuse large B-
cell (31%) follicular (22%) and composite lympho-
mas making up about 13% of all lymphoma. Other 
examples include small cell lymphocytic (6%), 
mantle cell (6%) peripheral T-cell (6%), marginal 
zone B-cell and mucosa-associated lymphatic tis-
sue (MALT) (5%), marginal zone B-cell, nodal (1%) 
and lymphoplasmacytic (1%). There are many more 
with a smaller frequency of occurrence.

Follicular B-Cell Lymphoma
Follicular lymphoma is the most common low grade 
lymphoma in the Western world. One of the big-
gest issues in treatment is when to start - there is 
always a consideration about whether to wait and 
see versus treating. Follicular lymphomas are not 
curable with conventional chemotherapy and the 
median survival is about 10 years. Sometimes there 
are spontaneous regressions or histologic trans-
formations to more aggressive lymphomas. When 
patients are treated for the fi rst time, depending 
on the regimen used, they may have remissions of 
approximately three years, although this varies. The 
duration of a response often gets shorter over time 
with additional treatments. There are no great sur-
rogate markers of outcome. 

Follicular lymphoma is a B-cell lymphoma. It is char-
acterized by a specifi c chromosome abnormality 
which is a translocation between part of chromo-
somes 14 and 18. This causes the overexpression of 
a gene, BCL-2 which keeps the cells from dying as 
would normal cells when they are no longer of use. 
It also expresses several different antigens that can 
be targeted for treatment. The CD20 antigen is one 
of the antigens that is expressed and is targeted by 
treatment with rituximab (Rituxan®). 

The treatment options for an indolent advanced 
stage NHL include a range of choices. Watchful 
waiting is where the physician monitors the lym-
phoma and if there are no signifi cant changes or 
symptoms then no treatment is initiated. If your 
oncologist decides that treatment is needed then 
there are many options. External beam radia-
tion may be done to a focal area. Chemotherapy 
with oral alkylating agents or combination che-
motherapy such as (CVP [Cyclophosphamide, Vin-
cristine, Prednisone], CHOP [Cyclophosphamide, 
Doxorubicin (Doxorubicin Hydrochloride), Vincris-
tine, Prednisone], FND [Fludarabine,Mitoxantrone 
(Novantrone),Dexamethasone]) are used for a 
more systemic approach. These chemotherapies 
are usually combined with rituximab which is a 
monoclonal antibody. Sometimes rituximab is used 
alone. Importantly, treatment with rituximab has 
been shown to improve survival in follicular lym-

phoma. Radioimmunotherapy can be given with 
one of two radioactive monoclonal antibodies,  90Y 
ibritumonab tiuxetan or 131I tositumomab. High–
dose chemotherapy with transplantation support 
using the person’s own stem cells is another option 
(autologous transplant). Another option is an allo-
geneic transplantation, which is a transplant with 
a donor’s stem cells. Investigational approaches 
are always underway and currently include options 
such as vaccination, proteasome inhibitors, bcl-2 
antagonists, and novel antibodies. 

In a meta-analysis that looks at all of the fi nd-
ings across a specifi c time period, rituximab has 
been shown to improve survival rates in previ-
ously untreated indolent NHL. Survival rates had 
not increased with single-agent and combination 
chemotherapy regimens during the period of 1960-
1996. Single-agent rituximab has an overall re-
sponse rate of 80% and a complete response rate 
of 41%. The “progression free survival” and “time 
to treatment failure” were longer than those seen 
with traditional chemotherapy. Toxicity is generally 
mild and related to the fi rst infusion. The overall 
response rate of rituximab with chemotherapy has 
gone to 90%-100% and in general rituximab did 
not increase the toxicity of chemotherapy. 

Similarly, in patients who had been previously 
treated, the addition of rituximab to the treatment 
strategy has produced positive results. For example, 
the combination of rituximab and chemotherapy 
had overall response rates of 90%-100%. Patients 
who received CHOP combined with rituximab, 
compared to CHOP alone, had longer progres-
sion free survivals. Patients who received rituximab 
combined with their high dose chemotherapy and 
autologous stem cell transplantation had overall 
response rates of up to 100% and complete re-
sponse rates of 66%. There was also an increased 
clearing of the circulating lymphoma cells with 
rituximab. While these results are promising, there 
is a need for novel drugs and drug combinations 
because indolent NHL is still not curable.

There are currently many trials that are investigat-
ing additional drugs for indolent NHL. Some of 
these are the next generation of anti-CD20 mono-
clonal antibodies. For example, there are currently 
trials underway with AME133 or Humax; preclini-
cal evidence indicates that AME133 binds its target 
CD20 10 fold better than rituximab. It is unknown 
however, if that leads to better clinical activity. 
Clinical trials will have to answer that question. 
Rituximab and bortexomib are also being evalu-
ated here at UCLA. There are other trials with ritux-
imab combined with IL-21 which helps to activate 
the immune system and hopefully makes rituximab 
work better. The good news is that there are many 
exciting trials underway that are building upon the 
successes of rituximab and hopefully will lead to 
improvements in survival in B-cell lymphomas. 

Diffuse Large B-Cell Lymphoma
This form of lymphoma is the most common NHL 
in the United States. In 30-40% of all cases the 
disease usually starts in the lymph nodes in the 
neck or abdomen with a localized presentation but 
tends to be extra-nodal, meaning that it presents 

outside of a node. The tumor masses are composed 
of large B lymphocytes and fever and sweating is a 
common symptom. There have been several types 
of diffuse large B-cell lymphoma characterized by 
genetic testing. It is an aggressive form of NHL, but 
it is also potentially curable with an 80% likelihood 
of cure for stage I and a 40% likelihood of cure 
with stages II-IV. Many different chemotherapy 
regimens have been tried, but CHOP has been 
the consistent winner. Rituximab combined with 
CHOP chemotherapy is the gold standard of care 
currently. Autologous stem cell transplantation will 
salvage 20-40% of relapsed patients. Researchers 
are investigating doing dose dense administra-
tion of CHOP plus rituximab, which means giving 
it every two weeks instead of every three weeks. 
Researchers are also trying to identify which of the 
diffuse B-cell lymphomas will be resistant to treat-
ment and will need other treatments. Some of the 
subgroups are being identifi ed in research settings 
using gene-expression profi les, but this technique 
is not ready yet to be used in everyday clinical prac-
tice. In addition, there are new biologic agents be-
ing tested including proteasome inhibitors, HDAC 
inhibitors, PKC inhibitors and novel antibodies, 
such as an anti-CD40 antigen trial that is currently 
open at UCLA. 

Mantle Cell Lymphoma
About 6% of NHL in the United States are mantle 
cell lymphomas (MCL). The lymphoma cells originate 
from lymphocytes in the mantle zone of a lymph 
node. It is characterized by a specifi c chromosome 
abnormality which is a translocation between part 
of chromosomes 11 and 14, resulting in a bcl-1 
rearrangement in all cases and cyclin D1 protein 
over-expression. This was formally a “hidden” lym-
phoma among other low grade lymphomas. It is 
characterized by the worst characteristics which 
include the incurability of low grade NHL and the 
aggressive growth pattern of higher grade NHL. It 
is usually widely disseminated to the bone marrow, 
GI Tract (>90%) and oropharynx. The median sur-
vival is approximately three years. Treatments with 
hyperfractionated cyclophosphamide, vincristine, 
doxorubicin, and dexamethasone (hyper-CVAD) 
combined with rituximab have shown some prom-
ising results in patients under the age of 60. Until 
recently there have been no FDA approved agents 
for relapsed MCL. Bortexomib is the fi rst drug that 
was approved for use in MCL for patients who had 
received at least one prior therapy. The trial showed 
an overall response rate of 31%. Clearly, there is a 
need for novel treatments. In 2005 mTOR inhibitors 
such as CCI-779 showed some action with a re-
sponse rate of 38%. Small molecules against bcl-2 
are being tested, thalidomide analogs, fl avopiridol, 
and novel CD20 antibodies are in development. A 
“biological” combination treatment is needed for 
MCL like the combination of CHOP used so suc-
cessfully for other types of lymphoma. It is impor-
tant that MCL patients who have relapsed consider  
participating in clinical trials testing the effi cacy of 
novel drugs and combinations. 

Hodgkin Lymphoma 
Hodgkin lymphoma was named after Thomas Hodg-
kin in 1832 after he described several cases of a 
disease which represented a new malignant condi-
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tion involving lymph nodes. There are about 7,500 
cases diagnosed per year in the United States. The 
most common early signs are swelling of lymph 
nodes in the neck, upper chest armpit, interior of the 
chest, abdomen or groin. Other symptoms include 
fever, sweating, weight loss, and itching. Hodgkin 
lymphoma has several subtypes. Characteristically 
when pathologists look at the tissue samples for 
Hodgkin lymphoma they see a particular rare type 
of cell, which has been named Reed-Sternberg 
cell, sitting in a background of normal appearing 
infl ammatory 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. There have been 
questions raised about the role of Epstein - Barr 
virus in Hodgkin development. Twenty to 40% of 
Hodgkin lymphomas have been found to contain 
monoclonal Epstein-Barr virus genomes. The Hodg-
kin cells also have CD30 and CD40 surface markers 
on the cell membranes which provide potential op-
portunities for novel treatment interventions.

The cure rates of patients diagnosed with Hodgkin 
lymphoma have steadily improved over the years; 
the majority of Hodgkin patients will be cured. 
Even with an advanced stage Hodgkin lymphoma 
there are 90% cure rates in a disease that was at 
one time fatal. In advanced Hodgkin lymphoma 
there is a subset of people that are more diffi cult 
to cure. Research is trying to understand more 
about this subset. There are alternative protocols 
to the standard ABVD, but they have also more 
side effects. Most people are cured with the ABVD 
regimen --Adriamycin® [doxorubicin], bleomycin, 
vinblastine, dacarbazine. There is some data to 
suggest that there may be a higher cure rate with 
BEACOPPesc (Bleomycine,  Etoposide, doxorubi-
cine, Cyclophosphamide, Vincristine, Procarbazine, 
Prednisone, Rituximab), but it is more toxic. An im-
portant research question is how to cure patients 
with the least toxic regimen and how to identify the 
patients that are destined to relapse early and treat 
them more aggressively in the hope to improve 
their survival. A possible way to distinguish these 
patients may be by the use of early PET scanning. 
UCLA will have a study that starts patients with the 
ABVD chemotherapy regimen and then evaluates 
the response rate after two cycles using a PET scan. 

If the disease is not responding well, then the pa-
tient is switched to the more aggressive protocol. 
Using this method the oncologists will be able to 
evaluate whether this improves response rates and 
survival rates. If this turns out to show improve-
ment in survival then this would be an example of 
how PET scans can be used to tailor chemotherapy 
regimens in a more individualized way based upon 
early response. The goal of research is to develop 
less toxic treatments for patients who can be cured 
and to develop new and novel approaches for 
patients who are not cured by standard therapy. 
There currently are many new agents, which are 
not chemotherapeutics, which are in early clinical 
trials. Some of them have shown very promising 
results and may lead to novel combination regimen 
for Hodgkin lymphoma.

T-Cell Lymphomas
The T-cell lymphoma are about 10-12% of all lym-
phomas and are again divided into many different 
subtypes. These lymphomas have been categorized 
by the World Health Organization as listed below:

T-cell and NK-cell neoplasm
Precursor T-cell neoplasm
- Precursor T-lymphoblastic lymphoma/leukemia 

(precursor T-cell Acute Lymphoblastic leukemia)
Mature (peripheral) T-cell neoplasm
- T-cell prolymphocytic leukemia
- T-cell granular lymphocytic leukemia
- Aggressive NK-cell leukemia 
- Adult T-cell lymphoma/leukemia (HTLV-1)
- Extranodal NK/T-cell lymphoma, nasal type
- Enteropathy-type T-cell lymphoma
- Hepatospleric gamma-delta T-cell lymphoma
- Subcutaneous panniculitis-like T-cell lymphoma
- Mycosis fungoides/Sezary syndrome
- Anaplastic large-cell lymphoma, T/null cell, 

primary cutaneous type
Peripheral T-cell lymphoma, not other-
wise characterized
Angioimmunoblastic T-cell lymphoma
Anaplastic large-cell lymphoma, T/null 
cell, primary systemic type

There is considerable geographic and racial varia-
tion in the incidence of different subtypes. In some 
cases there is a causal association between a par-
ticular T-cell malignancy and viruses. Some of these 
are more common in the Far East. It is a highly het-
erogeneous group of lymphomas with clonal pro-
liferation of mature post thymic lymphocytes. The 
clinical presentation is often at an advanced stage, 
IV, (63%) and 40% have B symptoms and often are 
not doing well overall. The overall survival for T-cell 
lymphomas is not as good as in B-cell lymphomas 
and there is some evidence to suggest that stem 
cell transplantation when given up front as the 
fi rst line treatment leads to the best outcome for 
patients. New ideas and treatment approaches are 
needed for the T-cell lymphomas. There are some 
new drugs that are interesting and may be par-
ticularly helpful including anti-CD 30 antibodies for 
ALCL (anaplastic large-cell lymphoma), pralatexate 
for all PTCLs  (peripheral T-cell lymphomas), histone 
deacetylase inhibitors (depsipeptide) for all PTCLs 
and Bortezomib for MF (mycosis fungoides). 

Challenges
We need novel targeted therapies to combat lym-
phomas. These may include anti-bodies for surface 
markers and small molecules. The cause of relapsed 
disease may be cancer stem cells that survived the 
treatment and are replenishing and producing the 
disease again. It may be that with chemotherapy 
we are only killing the offspring but not the stem 
cells. We need to learn to target the cancer (lym-
phoma) stem cells with novel treatments, some-
thing we are currently working on in the labora-
tory. All of these new approaches will require that 
patients actively participate in clinical trials so we 
can determine which treatments are most success-
ful and add them to the wide range of treatments 
already available. Overall, this is an exciting time in 
lymphoma research with many new opportunities 
and answers burgeoning on the horizon.
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One of the fi rst questions many patients 
with lung cancer are asked is whether 
they smoked. It is true that lung cancer 
often is related to smoking and there are 
many cancers that appear to be related 
to lifestyle issues, yet none of them carry 
the same stigma that lung cancer car-
ries.  The fact of the matter is, a diagnosis 
of cancer is devastating-- no matter the 
cause--and everyone receiving this diag-
nosis should be treated with great care.  
People with lung cancer should not have 
to deal with guilt, shame, stigma or the 
increased psychological distress that of-
ten accompanies the diagnosis when a 
history of smoking exists.  Even though 
lung cancer rates would eventually de-
crease if everyone could end their addic-
tion to tobacco and smoking, there would 
still be many cases of lung cancer.  About 
10% of smokers develop lung cancer and 
about 40% of lung cancer is diagnosed 
in people in who are currently smokers.  
However, about 15% of new lung cancer 
diagnoses occur in individuals who have 
no history of smoking and about 50% 
in individuals who are former smokers.   
Lung cancer continues to be the leading 
cause of cancer deaths in both men and 
women (31% and 26% respectively).   

Categories and Staging
Lung cancer is usually categorized into 
two types: small cell lung cancer, which 
makes up about 13% of the tumors; and 
non-small cell lung cancer (NSCLC), which 
makes up 87% of the tumors.   Small cell 
lung cancer used to be more common, but 
for reasons that are not fully understood, 
there has been a decrease in small cell 
disease and an increase in NSCLC. There 
are several different types of NSCLC, most 
commonly including adenocarcinomas, 
bronchioloalveolar (BAC) a subtype of ad-
enocarcinoma, squamous cell carcinomas, 
and large cell carcinoma.  

If you are diagnosed with lung cancer, 
your next step is staging the disease.  
While the stages appear to be orderly 
(Stages 1 to 4), patients do not neces-
sarily progress through the stages. Many 
patients are diagnosed with Stage 4 dis-
ease.  Staging involves evaluating the size 
of the tumor, the number and location of 
affected lymph nodes, and whether there 
are metastases (tumor that has spread 
to other organs).  In the most simplistic 
understanding, a Stage 1 lung cancer 
is localized to one area of the lung and 
lymph nodes are normal with no cancer 
cells present.  In Stage 2 disease there is 
usually a tumor in one part of the lung 
and lymph nodes in that lung may also 

have some cancer cells, but there is no 
disease outside of that lung.  In a Stage 
3 tumor, there is the original tumor and 
lymph nodes in the mediastinum (the 
central compartment of the chest) that 
contain cancer cells, cancer cells in the 
fl uid surrounding the lung or cancer cells 
in distant lymph nodes. Stage 4 disease 
is metastatic, which means that it has 
spread to another organ other than the 
lung such as bone, liver or brain. Staging 
helps determine the goals of treatments; 
whether the disease can be operated on 
with the potential for cure versus whether 
the goals are to reduce and stabilize the 
disease. 
  
Lung Cancer Screening 
and Prevention
Ideally, we would like to be able to pre-
vent the development of lung cancer.  
UCLA has two trials that are oriented to-
ward preventing the disease.  These two 
trials involve “chemoprevention” agents, 
Celebrex at high doses and Iloprost.  The 
idea behind these trials is to modulate 
the infl ammatory process which may 
then inhibit the cancer progression pro-
cess.  There is a website that offers more 
information about these prevention trials 
for people that are at high risk for devel-
oping lung cancer, www.lungcancerpre-
vention.com.

The other avenue of pursuit is to develop 
a screening methodology that detects 
cancer at the earliest stage and, therefore, 
when it is most treatable.  No screening 
tool has had defi nitive research to sup-
port that it is effective in early detection 
for lung cancer. Researchers would like to 
fi nd something that is like the Pap smear 
for cervical cancer, the mammogram for 
breast cancer, the colonoscopy for colon 
cancer or the PSA test for prostate can-
cer. Chest x-rays and sputum cytology 
(looking at the cells in mucous that are 
coughed up) have been looked at as po-
tential screening tools, but the research 
has not found them to be benefi cial for 
mass screening.  There has been some 
hope that spiral CT (computed tomogra-
phy) scanning could be useful.  One study 
indicated a benefi t while another did not, 
thus leaving the medical community with 
contradictory fi ndings.  There is currently 
a research study going on called the Na-
tional Lung Cancer Screening Trial, that 
will answer this question more defi ni-
tively.  Screening studies are diffi cult be-
cause there are potentially many sources 
of bias.  For example, screening studies 
may pick up a tumor slightly sooner than 
it would otherwise be found, but not 

early enough to make a difference in out-
come.  Sometimes fast growing tumors 
are missed in screening. As a result, slow 
growing tumors are the ones that are 
found, but they would have been found 
anyway without the screening and thus 
outcome is still not altered.  The result of 
the randomized clinical trial in spiral CT 
imaging is very important. A screening 
test also has to be careful not to produce 
additional risks to the patient.  A lot of 
CT scans can increase exposure to radia-
tion and can also lead to diagnostic pro-
cedures that carry their own risks. These 
factors have to be considered in a cost/
benefi t analysis when screening other-
wise normal healthy individuals.

Treatment for NSCLC
For Stage 1 disease the best therapy is 
surgery if the patient is able to undergo 
surgery.  Not everyone is physically able 
to have surgery, and therefore, there are 
two alternatives, radiation therapy and a 
newer technique called radiofrequency 
ablation (RFA). RFA puts a catheter into 
the tumor and heats it up until the cells 
die.  There is no clear data that patients 
with stage 1 disease should get treated 
with additional therapy (e.g., radiation or 
chemotherapy), called adjuvant therapy, 
except possibly in situations where the 
original tumor is greater than 4cm.  

For Stage 2 disease, surgery is also 
the primary treatment option; however, 
there also is a proven benefi t to adjuvant 
chemotherapy.  Many different regimens 
of chemotherapy showed no benefi t so 
it was thought to be unhelpful, but regi-
mens that contain cisplatin do show a 
benefi t.  Chemotherapy given as adjuvant 
treatment is aimed at trying to eradicate 
any remaining cells, and thus, reducing 
the likelihood of a recurrence or spread.  
There has also been some preliminary 
evidence that disease free survival can 
be improved with an anti-MAGE post-
operative immunotherapy which combats 
a substance (MAGE) that is produced by 
some lung cancer cells. A more defi nitive 
study of this immunotherapy will soon be 
available at UCLA. 
 
Stage 3 disease may be treated with 
surgery, but there are times when che-
motherapy is given before rather than 
after the surgery.  When chemotherapy 
is given fi rst, it is called neo-adjuvant 
therapy. Again, the cisplatin-based 
regimens are the ones that have been 
shown to have the benefi t at this stage 
of the disease.  With patients for whom 
surgery is not an option, chemotherapy 

with radiation therapy is considered the 
optimal treatment.  Unfortunately, toxic-
ity is signifi cant when chemotherapy and 
radiation are combined. There have been 
efforts to identify the best ways to give 
these treatments, and one such study is 
currently available.
  
Stage 4 disease means that the disease 
has spread beyond the lung. In these 
cases, systemic treatment is the best ap-
proach. Chemotherapy is given, often with 
cisplatin-based regimens.  The exception is 
when there is solitary brain metastasis or 
solitary adrenal metastasis in which sur-
gery may be used for these presentations 
of the disease.  These single metastases 
with the right size tumor (less than 3 cm) 
in the lung can potentially be cured.  

Many patients are upset when they are 
told that they cannot have surgery for 
their disease.  It does not make sense to 
them that a tumor should be left in their 
body rather than being removed.  Treat-
ments are either to treat the local area 
or to treat the entire body (systemic).  If 
there is evidence that the disease exists 
outside of the lung, then it is considered 
metastatic (systemic) and doing surgery 
would actually delay the much needed 
systemic therapy.  Surgery causes disrup-
tion to the patient and requires recovery 
time; this recovery time delays the onset 
of much needed systemic therapy.

There have been many clinical trials in 
lung cancer comparing one chemothera-
py drug to another.  Many of these stud-
ies have been disappointing in that they 
do not show improving outcomes beyond 
the best outcomes we already have with 
cisplatin or carboplatin containing che-
motherapy regimens.  The combination of 
this frustration coupled with new ways of 
understanding the molecular biology of 
cells and cancer cells has led to different 
ways of thinking about treating lung can-
cer.  Here at UCLA the teams are invested 
in these newer approaches.  One recent 
mechanism has been to look at the can-
cer cell and evaluate specifi cally what it 
needs to survive and thrive.  Through this 
process we’ve learned that large tumors 
need a blood supply of nutrients in order 
to keep growing.  If the vascular supply 
to a tumor is restricted, it stops grow-
ing.  Cancer cells create blood vessels to 
feed the cancer through a process called 
angiogenesis. It was discovered that be-
vacizumab (Avastin), an angiogenesis 
inhibitor, when combined with traditional 
chemotherapy (carboplatin and pacli-
taxel) improved survival compared to pa-
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tients who received only carboplatin and 
paclitaxel.  

Another newer approach has been look-
ing at epidermal growth factor receptors 
(EGFR) which sit on the surface of can-
cer cells. These receptors transmit signals 
to the cells which tell the cancer cells to 
grow and divide. EGFR is dysregulated in 
many tumors including lung, renal, blad-
der, prostate, head and neck cancers, 
brain tumors, breast, esophageal, gastric, 
pancreatic, ovarian and cervical cancers.  
When EGFR is dysregulated it creates a 
cascading effect that increases tumor 
growth, prevents tumors cells from dy-
ing (apoptosis) and promotes metastatic 
spread of the tumor. Research has been 
dedicated to understanding this process 
and to developing drugs that inhibit the 
dysregulation of EGFR, thus stopping the 
growth of the tumor. Erlotinib (Tarceva) is 
one of the new drugs that has been ap-
proved for use in NSCLC. While the overall 
magnitude of the benefi t is small across 
all patients, there are about 10% of pa-
tients who get a really good response.  

There is growing interest and many re-
search studies underway using these ini-
tial fi ndings to generate new questions 
and new research.  UCLA has a signifi -
cant dedication to research on lung can-
cer and has more than a dozen new tri-
als that are either open or in the process 
of opening.  Many of these trials involve 
new compounds, combining currently 
available targeted treatments with che-
motherapy or other targeted treatments.

For example, the ATLAS trial looks at 
patients who receive standard chemo-
therapy plus bevacizumab, an angiogen-
esis inhibitor.  After four cycles of therapy, 
patients are then randomly assigned to 
bevacizumab as a maintenance drug or 
receive bevacizumab and Erlotinib.  Be-
vacizumab is being used in new popula-
tions of patients such as patients with 
squamous cell carcinoma (a type of 
NSCLC) and in patients that have already 
been treated for brain metastases.  There 
are other studies that are using what 
has been learned in these trials and de-
veloping new combinations and new 
compounds. Some studies are looking at 
whether chemotherapy can be avoided 
altogether as part of the initial therapy 
for advanced lung cancer. For example, 
one trial asks, “Can Erlotinib be given as 
a fi rst line therapy without chemotherapy, 
thus reducing the toxicity that patients 
experience from chemotherapy?” One 
trial tests ZD6474, a compound that in-
hibits EGFR and angiogenesis in the same 
drug. Another area of research has begun 
looking at estrogen receptors in NSCLC. 
Estrogen receptors alpha and beta are 
expressed in NSCLC in both men and 
women.  One study are looks at combin-
ing erlotinib with fulvestrant (Faslodex) in 
patients with advanced NSCLC. 

It should also be noted that right now 
there are three approved second line che-
motherapeutic agents: docetaxel (Taxo-

tere), pemetrexed (Alimta) and erlotinib 
(Tarceva). Other approved agents for lung 
cancer include gemcitabine (Gemzar) and 
vinorelbine (Navelbine).  There are addi-
tional treatments being studied such as 
vandetanib in addition to the aforemen-
tioned research.  

Small Cell Lung Cancer
Small cell lung cancer is staged differently 
than NSCLC.  It is divided into two cate-
gories, limited and extensive.  Limited dis-
ease means that all disease is within one 
lung and the center of the chest, and thus, 
can be encompassed within one radiation 
port.  Extensive disease cannot be encom-
passed within one radiation port.  Surgery 
is not effective for small cell lung cancer, 
with the rare exception of an isolated 
solitary mass (less than 5% of cases).  The 
treatment for extensive small cell lung 
cancer is a chemotherapy regimen con-
taining cisplatin and Etoposide.  In limited 
disease, the same chemotherapy is used; 
however, radiation therapy is started dur-
ing the fi rst or second cycle.  Finally, pro-
phylactic whole brain radiotherapy is given 
to patients with limited disease who have 
a complete response to the radiation and 
chemotherapy.  Patients who receive the 
whole brain radiation have longer survival 
times than those who do not. Recent data 
has shown that even more patients than 
previously thought might benefi t from 
prophylactic whole brain radiotherapy.  

Brain Metastases
Brain metastases are a common prob-
lem in patients with lung cancer. There 
is a small amount of space in the skull 
and, therefore, no room if the disease is 
growing. It can crowd out healthy cells 
and exert pressure on the brain, thus af-
fecting function. Brain metastases are 
usually treated as a fi rst priority.  Whole 
brain radiation is used when there are 
many tumors. Stereotactic radiation (spe-
cifi c beams of radiation to focal areas) is 
used when there are fewer lesions.  In 
addition, in some situations neurosurgi-
cal removal is appropriate.  The risks of 
these procedures include loss of cognitive 
and physical function, yet if left untreated 
these same risks are still present.  A team 
of specialists is needed to evaluate the 
best treatments for the individual.

The Good News
While lung cancer treatments and out-
comes are currently less than optimal, 
there is a tremendous amount of research 
going on at UCLA and other institutions.  
At the moment, there are over a dozen 
trials in the process of recruiting and/
or being opened, and additional studies 
are in the planning stages.  Although pa-
tients certainly do not need to participate 
in clinical studies, UCLA is committed to 
bringing the best possible studies to pa-
tients who want to participate.  While not 
all studies lead to better treatments, they 
will all advance knowledge and over time 
they will improve outcomes overall.

When you are dealing with cancer and the effects of cancer treat-
ment, the last thing you need to worry about is if you can afford 
the services that we provide. Also many insurance plans do not 
cover our services. We do them for you, for your friends, for your 
family and we are able to provide our services because individu-
als like you fund us with donations.

Voluntary donations of any and every size are our life-blood. Your 
gift plays a vital role in insuring the availability of high quality 
services for anyone who needs them.  If you cannot make as sub-
stantial a gift as you would like, there may be people within your 
network who might be able to help support us.  You could be an 
important conduit to company giving, foundations or even a col-
lection of caring and compassionate individuals.  We are asking 
you to look at people you know and ask them to contribute with 
you or contribute on your behalf.  The Simms/Mann UCLA Center  
for Integrative Oncology is not endowed and we depend on your 
generosity.

HOW WILL WE USE YOUR GIFT?
You may designate your gift for general operational support or 
you may designate it to help underwrite the costs of support 
groups and classes, Insights Into Cancer lectures, newsletter pro-
duction and mailing, educational materials for our patient library 
and/or Refl ections.

WHAT FORMS MAY MY GIFT TAKE?
Gifts and pledges may come in the form of cash, checks, and se-
curities.  We also accept Visa, MasterCard and American Express 
as forms of payment. We gladly accept matching gifts from your 
place of employment. 

PROCEDURE FOR MAKING A GIFT TO THE 
RESOURCE CENTER
To make a gift to the Center, complete one of the gift envelopes 
available in the Center’s lobby or in Refl ections, or send us a brief 
note stating the purpose of your gift (e.g., to support the Center’s 
operations) and your name and address.  You will receive a letter 
of acknowledgement from the Resource Center.

Please make checks payable to the JCCF and The Simms/Mann 
UCLA Center  for Integrative Oncology. If you wish to make a gift 
by credit card, please enclose the amount of the gift, the credit 
card number, expiration date and the name that appears on the 
card. Your credit card statement will refl ect a gift made to the 
Jonsson Cancer Center Foundation. 

If your gift is in memory or in honor of another person, please 
include the name and address of the person who should be noti-
fi ed.  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 
newsletter includes a list of the names of those who have made a 
donation of $25.00 or greater to our Center during the past fi scal 
year. The exact amount of the gift is not publicized. 

Specifi c information about the gift and the check 
should be sent 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 information, please 
call us at 310-794-6644.  Thank you for your support!

Support Our Center



THANK YOU

Received Between Janurary 2007 and March 2008. We wish to thank the following people and organizations for their fi nancial support:
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Understanding nutrition can sometimes 
be diffi cult because of all the confl icting 
information presented by the media.  It 
is important to stay informed yet remain 
skeptical about what you hear.  There is 
a morass of information on the Internet; 
however, much of it is misinformation 
or fi ndings based on anecdotal reports, 
small studies, or studies that are not well 
controlled.  The best sources of informa-
tion are those large-scale well designed 
clinical trials that have long follow-up pe-
riods.  Of course, studies that have been 
replicated also help to provide credibility.  
It is important to remember that any par-
ticular dietary item is part of a complex 
picture and unlikely to play a major role in 
decreasing the risk of cancer or the risk of 
recurrence.  Emphasis should always be on 
a varied healthy diet that includes physi-
cal activity and weight management.  

There is a new fi eld evolving called nu-
trigenomics. Nutrigenomics is the study 
of how foods affect the expression of ge-
netic information in an individual.  Each 
one of us is affected by the combination 
of our exposure to foods, our environ-
ment and our personal genetic make-up 
passed down from our parents and an-
cestors.  We inherit unique responses to 
food and hence express unique metabolic 
responses based upon our genetic profi le 
to nutrients in food and the environment.  
The goal in the future is to determine how 
particular nutrients will be able to prevent 
or mitigate disease on an individual basis. 
We hope to develop individual, personal-
ized nutrition plans; however, we are not 
there yet.  I know you have heard this all 
before, but I still want to emphasize the 
most important take home messages for 
each person reading this article, one that 
repeatedly comes up in various research 
studies is that you need to (1) maintain 
a good body weight, (2) maintain good 
lean muscle mass composition and (3) 
avoid obesity.  

The Big Picture:  Obesity
There are multiple studies that show a 
link between weight gain, increased risk 
of developing cancer and increased mor-
tality from cancers. For many years, people 
have thought dietary fat was with a factor 
in breast cancer, but there is only a mod-
est association between dietary fat and 
breast cancer risk.  Abdominal obesity 
and percent of body fat also plays 
an important role, not just the 
fat in your diet. 

In 2006, a study was 
published from the 
Nurses Health 
Study which as-
sessed weight 
change after 
menopause in 
49,500 wom-

en who had been followed for 24 years. 
We now know that there is a strong 
link between obesity and breast cancer, 
and weight gain, both pre- and post-
menopause, contributes signifi cantly to 
the risk of developing postmenopausal 
breast cancer.   In a 2007 study, obesity 
was associated with increased mortality 
from cancers considered to be “obesity-
related” which include colon, breast, 
esophageal, uterine, ovarian, kidney 
and pancreatic cancers. Also in 2007, 
increased body-mass index (BMI) was 
associated with increased risk for 10 of 
17 cancers including endometrial, kid-
ney, pancreatic, ovarian, postmenopausal 
breast, premenopausal colon, esopha-
geal, leukemia, multiple myeloma and 
non-Hodgkin’s lymphoma.  Weight gain 
after invasive breast cancer is also prob-
lematic; for each 11 pound weight gain, 
a woman who has had breast cancer in-
creases her risk of death from breast can-
cer by 14%.  After six years of follow-up, 
the risk of death was twice as high for 
women who were obese, having a BMI of 
30 or higher (example 5’4” and 175 lbs).  
This study confi rms the trend of increas-
ing risk for death and recurrence with in-
creasing BMI in breast cancer survivors.  If 
you want to fi gure out your BMI, you can 
do a web search on BMI or go to (http://
www.nhlbisupport.com/bmi/) to fi nd pro-
grams that allow you to enter your height 
and weight.   

Free Fatty Acids 
and Infl ammation
There is growing body of 
research into Omega 3 
and Omega 6 fatty 
acids and their role 
in infl ammation, 
which is thought 
to be a promoter 
of cancer.  Omega 
6 promotes pro-
infl ammatory cy-
tokine formation 
while Omega 
3 results in de-
creased forma-
tion of infl amma-
tory cytokines.    
Early man 
had a 

ratio of 2 Omega 6 fatty acids to every 
1 Omega 3 fatty acids (2:1).  However, 
our diet has changed substantially from 
the plant based diet of early man and the 
American diet has 20 Omega 6 to every 
1 Omega 3 (20:1).   In 2002, the Insti-
tute of Medicine (IOM) issued the fi rst 
guidelines for the recommended intake 
of Omega 3 and 6.  They recommend tak-
ing 1-2 grams per day of Omega 3 and 
12 grams of Omega 6 per day.   Sources 
of Omega 3 fatty acids include coldwater 
fi sh and plants such as walnuts, fl axseed 
and canola oil.

Fish
In 2006, both the IOM and the Journal 
of the American Medical Association 
determined that the benefi ts of eating 
fi sh outweigh the risks of contamina-
tion.  Fish is high in protein and low in 
saturated fat.  Eating fi sh reduces the 
risk of cardiovascular disease, arthri-
tis, dementia, depression and macular 
degeneration.  Their anti-infl ammatory 
qualities also reduce the risk of cancer.  
It is recommended that Americans eat 2 
serving per week of fi sh that are high in 
Omega 3 fatty acids and low in contami-
nants.  The best choices include salmon 
(wild Alaskan or red sockeye), mussels, 
oyster, anchovies, rainbow trout (coldwa-
ter not farm raised), herring and sardines.  
Shrimp, pollack, catfi sh, clams, scallops 

and fl ounder also are low in mercury, but 
not as high in Omega 3 fatty acids.  Fish 
such as swordfi sh, king mackerel, shark, 
tilefi sh, Chilean sea bass, grouper, and 
blue fi n tuna should be eaten less fre-
quently in order to minimize ingestion of 
contaminants like mercury. 

Red Meat
In 2006, an analysis from the Nurses 
Health Study II with 90,000 premeno-
pausal women suggested that eating 
more than 1.5 servings of red meat a day 
is associated with twice the risk for recep-
tor positive breast cancer versus women 
who eat less than 3 servings per week.  It 
is important to note that a serving of red 
meat is 3 ounces -- about the size of a 
deck of cards.  Most people eat consider-
ably more red meat in their usual serv-
ing, so it is important to consider portion 
control in determining how much you eat 
of any item.

Soy
Soy has been a source of controversy over 
the past decade with regard to whether it 
is good for women who have had breast 
cancer.  Soy is a phytoestrogen, i.e., an 
estrogen-like plant. Other phytoestrogens 
include soybeans, black cohosh and fl ax-
seed.   The American Cancer Society print-
ed a study in 2007 that determined that 
soy has a complex relationship to cancer. 

There is evidence soy has both a pro-
tective role and a stimulatory 

role.  The protective ben-
efi ts of eating soy 

may depend 
on the tim-

ing of 
h o w 

o ld 
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you are when you eat soy.  We now think 
that eating soy may be most effective 
before and during puberty and that may 
be why  Asian women, who consume soy 
from birth, have lower rates of breast can-
cer. It is also diffi cult to accurately measure 
how much soy individuals eat or should 
eat in order to get the protective benefi ts 
because there are so many individual dif-
ferences in metabolism as well as in each 
person’s hormonal environment. For ex-
ample, an overweight woman already has 
more endogenous estrogens than a non-
overweight woman. The bioavailability of 
phytoestrogens from soy is also affected 
by how the plant itself was grown and 
processed. However, there is an absence 
of good quality studies related to soy.
   
Soy is a high quality plant protein and it 
appears safe to consume three servings 
per day as part of a balanced diet as long 
as it is consumed as a whole food. If you 
are undergoing treatment for cancer I 
recommend you eat only one serving per 
day.  Avoid supplements and powders as 
there is no evidence that these are safe 
or effective. Examples of some servings 
of soy include: 

• Edamame (1 and one-half cup of fro-
zen in shells):  It has 11 grams of soy 
protein, 28 micrograms of isofl avones, 
70 mg of calcium and 110 calories 
with 20% of the calories from fat.

• Soy milk (one cup):  It has 5 grams 
of soy protein, 150 calories and 30% 
calories from fat.

• Soy Nuts (1/2 cup or about 50):  It has 
25 grams of soy protein.

• Tofu (1/2 cup): It has 10 grams of soy 
protein.

On another note, women on tamoxifen 
should not be consuming soy as there is 
evidence that soy interferes with tamox-
ifen. It does not, however, interfere with 
other anti-estrogen treatments that are 
in the class of aromatase inhibitor drugs.  
Lignans which are found in fl axseed do 
not appear to interfere with tamoxifen.  

Fruits and Vegetables 
Eating a colorful diet of fruits and veg-
etables is still the most effective way to 
stay healthy.  Fresh fruits and vegetables 
provide you with the most protective nu-
trients and, when consumed as whole 
food, they are more bio-available to your 
body.  Unfortunately, the most commonly 
eaten fruits and vegetables in the United 
States do not have the optimum distribu-
tion or quantities of phytochemicals.  The 
most common fruits and vegetables in 
the American diet are bananas, fresh and 
frozen potatoes (often eaten as French 
fries), onions, corn, iceberg lettuce, and 
tomatoes (as ketchup).   A micro-nutrient 
rich diet should include servings from 
each color of fruit and vegetable.  For ex-

amples, choices by color include:  Red 
– tomato products, soups, sauces, 

juices; watermelon, pink grapefruit 
; Red/Purple – grapes, ber-

ries, plums, pomegran-
ate juice; Orange 

– carrots, 
mango, 

apricot, sweet potato, butternut squash; 
Orange/Yellow – citrus fruits, papaya, 
peaches; Yellow/Green – spinach and 
leafy greens, corn, avocado, green beans; 
Green – broccoli, Brussel sprouts, cab-
bage, spinach, collard greens; and White/
Green – garlic, onions and chives.

Many people wonder whether they 
should spend money on organic foods.  I 
am often asked, “Is it worth the price?”  
A good web site for information about 
organic foods is www.foodnews.org.   
They have identifi ed the “dirty dozen” 
which are fruits and vegetables that have 
the highest pesticide loads and thus, are 
worth the splurge for organic produce.  
The dirty dozen include the following 
fruits and vegetables:  peaches, straw-
berries, nectarines, apples, spinach, cel-
ery, pears, sweet bell peppers, cherries, 
potatoes, lettuce, and imported grapes.  
One consistent recommendation is to buy 
organic apples because the wax that is 
put on apples to make them look good 
actually seals in the pesticides and, thus, 
cannot be washed off before eating.  They 
list other fruits and vegetables including 
the amount of pesticide in them.  Be sure 
to look for “Certifi ed Organic” as this de-
termines not only the use of pesticides at 
the time of growing, but how long the 
soil has been free from pesticide applica-
tion as well. 

Grapefruit is a fruit that has recently been 
in the news in relation to breast cancer.   
There was an associated 30% higher rel-
ative risk of developing breast cancer for 
women who consumed ¼ of a grapefruit 
per day.  This fi nding came from a study 
published in the British Journal of Cancer 
in 2007 in which they found that grape-
fruit inhibits CYP 450(3A4), which in-
creases estrogen levels. Women are cau-
tioned not to eat grapefruit when taking 
hormone replacement therapy, otherwise 
it should be fi ne as part of a balanced 
diet.  They did not look at consumption of 
grapefruit juice in this study.  Note, some 
medications should not be taken at the 
same times as grapefruit, so be sure to 
read the labels.  

Dairy Foods
Dairy is another somewhat controversial 
food group.  While dairy products such 
as cheese are a good source of calcium 
and protein, they are often high in fat 
and calories which can be a problem if it 
leads to weight gain or maintains a per-
son in an overweight state.  There is some 
evidence to indicate that dairy foods may 
play a protective role against breast can-
cer in premenopausal women: however, 
it is unclear if the protection comes from 
the calcium and vitamin D in these foods 
or if there are other factors involved.  A 
dairy-free diet has been proposed in the 
popular literature as a “cure” for breast 
cancer, but there is no data to support 
this.  One problem with dairy foods is 
they may contain hormones, antibiot-
ics or pesticides and when we eat these 
foods the toxins are stored in our fat.  You 
can limit your exposure to toxins and fats 
by using non-fat, hormone-free organic 
dairy products.  

Alcohol
Alcohol may be the one diet interven-
tion you can make that will have a sig-
nifi cant impact on the development of 
cancer, especially breast cancer.  There 
are many studies that link alcohol intake 
with increased risk for breast and colon 
cancer.  Alcohol increases estrogen levels 
and may have adverse effects on serum 
carotene levels.  Plasma concentrations 
of selenium and vitamin E are decreased 
in alcoholics.  It is recommended that 
alcohol is limited to an average of 3-4 
alcoholic beverages per week.  More 
importantly, remember that an alcoholic 
beverage is no more than 5 ounces (not 
a full goblet).  If you do drink alcoholic 
beverages,  you may consider taking a 
folic acid supplement(600 ug/per day), as 
there is some evidence from Walter Wil-
let’s Nurses Health Study that this may 
help mitigate, but not eliminate, the ad-
ditional risk.

Vitamins and Supplements
The quantity of vitamins sold each year 
is increasing at staggering numbers.  But 
are all of these vitamins needed?  There is 
no ‘one size fi ts all’ answer to this ques-
tion.  Some people get more micronutri-
ents from their foods because of the way 
they eat, while others may be defi cient.  
Having an expert design a personalized 
approach for you will save you money in 
the long term, optimize your supplement 
prescriptions and minimize purchase of 
unnecessary items.  Most importantly, 
you will eliminate any potentially harm-
ful products from your regimen.  Some 
key thoughts and recommendations are 
discussed below on the topic of vitamins 
and supplements:

Folate.  Foods containing folate (folic 
acid) may have protective qualities.  These 
foods include avocado, bananas, orange 
juice, asparagus, fruits, green leafy veg-
etables, dried beans and peas and yeast.  
Many commercial grain products are also 
fortifi ed with folate.  Recommendation:  
400-600 micrograms per day cumulative 
from diet and supplements.

Vitamin D.  Some of the most exciting 
and potentially signifi cant research has 
recently been published on the role of vi-
tamin D and cancer.  Low levels of vitamin 
D are associated with increased cancer 
risk especially in older women.  Higher 
dietary intakes are also associated with 
lower breast density in premenopausal 
women.  Research suggests that the cur-
rent recommendation of 400IU/day is 
well below the dose need for chemopre-
vention.  Many health professionals, me 
included, recommend 800-1000 IU per 
day.  It can be combined with a multi-
vitamin and calcium.   A few examples 
of where vitamin D might exist in your 
diet include:  Wild salmon (3 ounces) = 
420 IU, Atlantic mackerel (3 oz) = 320 
IU, Sardines (1 can) = 250 IU, Shrimp (3 
oz) = 150 IU, skim and 1% low fat milk 
(8 oz) = 100 IU.

Fish Oil.  Many people wonder about fi sh 
oil supplements, especially if they dislike 
fi sh. These can be good sources of Ome-
ga 3 fatty acids provided that you have 

a good quality supplement. The general 
recommendation is 1000-2000 mg per 
day. Remember that if you are taking fi sh 
oil, it has an anticoagulation effect (thins 
the blood and increases clotting time). 
It is important to discuss this with your 
doctor or an integrative medicine expert 
as you make these additions to your diet, 
especially if you are on other medications 
specifi cally for anti-coagulation or may 
have a side effect of anti-coagulation.

Calcium.  Research on calcium suggests 
it has an important role is cancer preven-
tion. Dietary intake is often suboptimal 
in many individuals, especially women.  
Dairy foods contain the highest concen-
trations of calcium but women often limit 
dairy due to calorie concerns. A calcium 
supplement is then indicated. Calcium 
should be combined with Vitamin D to 
increase absorption.  Adults need 1200-
1500mg per day with vitamin D.

Multivitamin.  Multivitamins help to 
rectify nutrient gaps from your diet.  It is 
important that you have a good quality 
multivitamin.

Quality of vitamins and supple-
ments.  Since dietary supplements and 
vitamins are not regulated by the FDA 
regarding what is actually contained in 
the bottle relative to the label, it can be 
risky picking items off the shelf of phar-
macies and health food stores.  Some 
vitamin companies manufacture to drug 
standards and test their products, while 
others do not.  ConsumerLab.com select-
ed more than 20 brands of multivitamins 
to be tested by independent laboratories.  
The vitamins that met standards included: 
Centrum Silver, Member’s Mark Complete 
Multi, One A Day Women’s and Flint-
stones Complete.   Many others failed to 
meet the standards.  Some of the fi ndings 
of those that failed included the following 
diffi culties: 

• Vitamin Shoppe Multivitamins Espe-
cially for women:  Contaminated with 
lead

• Hero Nutritionals Yummi Bears:  Had 
twice the labeled amount of vitamin A

• Nature’s Plus Especially Yours for 
Women: Took twice as long as allowed 
to disintegrate.

• AARP Maturity Formula:  Took nearly 
twice as long as allowed to disinte-
grate.

• Enviva VIBE:  had only 54 % of the 
claimed amount of vitamin A.

These fi ndings show the variability that 
can be found and again underscore the 
importance of knowing how to select a 
high quality supplement.

Antioxidants. There is a growing 
consensus that antioxidants are best 
consumed as whole foods. For example, 
broccoli, caulifl ower and carrots have 
antioxidant properties. A recent, widely 
publicized study published in the New 
England Journal of Medicine looked at 
antioxidant supplements containing vita-
mins E, C and beta-carotene to determine 

>>
CONTINUED ON PAGE 12
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whether there were benefi ts to consum-
ing these particular antioxidants as sup-
plements. The study used a methodology 
called “meta-analysis” where multiple 
studies are combined to evaluate and 
determine a consensus. This study was 
published in 2007 and looked at mortal-
ity related to antioxidant supplements for 
primary and secondary prevention.  The 
study has been criticized by some be-
cause the analysis contained many fl aws.  
For example, it included both small and 
large studies. The period of follow-up 
ranged from as short as three months to 
as long as twelve years. The doses and 
combinations were vastly different with 
some doses being very high.  The authors 
concluded that the following supple-
ments when taken singly or combined 
signifi cantly increased mortality: beta 
carotene (7%), vitamin A (16%) and vita-
min E (4%). Vitamin C and selenium had 
no signifi cant effect on mortality. Again, 
these fi ndings suggest that antioxidants 
taken as supplements should be used 
judiciously, and only after getting infor-
mation from someone who has read and 
evaluated this literature carefully.

Genetically Modifi ed Foods &
Functional Foods
Many foods are modifi ed to help resist 
disease, insects, increase nutrients and 
lengthen the shelf life.  Currently, there 
are no labels required to indicate that 
a food has been genetically modifi ed.  
There are situations where genetically 
modifi ed foods could be very important 
for sustaining the health of a population. 
One example is golden rice, modifi ed with 
genes from a daffodil and beta carotene 
and has been used in Africa for children 
to help correct the vitamin A defi ciency.  
Seventy percent of food in the market 
may contain one genetically modifi ed 
ingredient.  However, despite these ben-
efi ts, one of the concerns about geneti-
cally modifi ed foods is that they may be 
a problem for people with allergies since 
the information is not on the label.  Foods 
that are “certifi ed” organic do not have 
genetically modifi ed genes because the 
USDA standards do not allow it.  If you 
are concerned about this, you may want 
to check with Whole Foods Market and 
Trader Joe’s, which have a policy to not 
carry genetically modifi ed foods.

Functional foods are foods that have add-
ed nutrients to offer extra health benefi ts, 
e.g., orange juice with calcium, eggs with 
vitamin E and pasta with added omega 
3 fatty acids. The food industry has been 
adding nutrients to foods for many years 
and there has been an effort to add an-
tioxidants to foods as well.  While these 
ideas sound potentially benefi cial and 
these “wellness” foods now exist in the 
market place, there is no known proven 
benefi t.

Macrobiotic Diet
Macrobiotic diets claim to both prevent 
and treat cancer, especially breast can-
cer.  A macrobiotic diet is typically made 
up of the following; whole grains (50-
60%), vegetables (25-30%), beans/soy-
beans, nuts, herbal teas (5-10%) and a 
minimum of white meat or fi sh.  Dairy, 

eggs, processed foods and red meat 
are discouraged. Individuals who strictly 
observe this diet are often defi cient in 
calcium, vitamin D, zinc, folate, and vi-
tamin B12. Macrobiotic diets tend to be 
calorie restrictive which can be a prob-
lem for individuals needing to maintain 
their weight. At this time, there is no solid 
evidence to support claims that cancer 
risk or progression is reduced by eating 
a macrobiotic diet; however, proponents 
state this claim often citing anecdotal or 
poorly designed studies.  There are many 
things that are healthy about a macro-
biotic diet (e.g., whole grains, fruits and 
vegetables); however, it is essential that 
suffi cient protein and calories are includ-
ed in the diet. 

Probiotics
Probiotics have exploded in the market-
place. Probiotics are a preparation or 
product that contains a defi ned single or 
mixed culture of live microbes that may 
exert benefi cial effects by altering the 
gastrointestinal (GI) micro fl ora (normal 
bacteria). The goal is to restore the bal-
ance of good bacteria and bad bacteria in 
the GI tract. There is no consensus on the 
mechanism of action but the best current 
data suggest probiotics aid in the preven-
tion of antibiotic - induced diarrhea and 
viral diarrhea. These products are strain 
specifi c, such as lactobacillus, acidophilus, 
GG, casein and BB12.  The products must 
have an appropriate type and number of 
microorganisms to colonize and survive 
in the GI tract. ComsumerLab.com found 
that 44% of the supplements they tested 
had too few organisms to be effective.  To 
be effective, 1 billion live organisms/serv-
ings per day are needed.  

Artifi cial Sweeteners
Many people use artifi cial sweeteners. 
How safe these are for consumption?

Aspartame (Equal). There is grow-
ing evidence that the FDA needs a new 
review of this product. A recent study 
showed an increased risk of lymphomas 
and leukemia in rats fed very large doses.  
Smaller doses found an increased risk 
but it was not statistically signifi cant. The 
smaller dose in rats would be equivalent 
to a 50 pound child consuming 2-3 cans 
of diet soda per day. Aspartame is ubiq-
uitous in the food supply in yogurts, jello 
and other foods. Neotame, which is 40 
times sweeter than aspartame, is used in 
baked goods.

Stevia. This sweetener is 100 times 
sweeter than sugar and is obtained from 
a shrub (yerba dulce) that grows in Bra-
zil and Paraguay; thus is sometimes pro-
moted as a “healthy alternative.”  It is 
widely used in Japan and other countries; 
however, Canada and several European 
countries have not allowed it as a food 
additive.  Small amounts, added to bever-
ages, appear to be safe, but it has also 
been shown in the lab to alter DNA.  

Splenda. This sweetener is sucralose 
and is 600 times sweeter than sugar.  It 
is manufactured by the selective chlori-
nation of sucrose (table sugar), in which 
three of the hydroxyl groups are replaced 

with chlorine atoms.  Although some 
biochemists have voiced concern over 
safety, this sweetener appears, at least to 
date, to have the fewest health concerns.  
However, it has not been on the market 
very long, so stay tuned.  The best advice 
is to avoid all these sweeteners as much 
as possible. The growing obesity epidem-
ic has shown the introduction of artifi -
cial sweeteners has done little to reduce 
calorie consumption or aid individuals in 
weight management. 

Exercise:  Presented by 
Marie Murphy
There is a growing body of literature that 
supports the importance of exercise in the 
prevention of cancer and possibly cancer 
recurrence.  Exercise helps increase lean 
body mass, reduces fat and decreases the 
likelihood of weight gain.  To lose weight, 
activity and exercise must be increased.  
Bodies with more muscle mass require 
more energy expenditure than bodies 
with more fat, thus the more muscle 
you develop, the greater the amount of 
calories you burn.  Any increase in activ-
ity and exercise is likely to have some 
benefi ts and each person must increase 
their activity at a level that is appropri-
ate for them.  If you have been inactive, 
it may be important to check with your 
doctor about limitations, and then begin 
an exercise routine that starts slowly and 
increases in intensity and duration over 
a period of time.  If you start too hard 
or too fast, you may injure yourself and 
stop exercising.  Exercise really needs to 
be viewed as a lifetime process that has 
physiological and psychological benefi ts.   
Exercise experts measure activity based 
on something called metabolic equiva-
lent or METS.  One MET is defi ned as 
the energy it takes to sit quietly for an 
hour.  When at rest, each person uses the 
same amount of oxygen which is 3.5ml 
per kilogram per minute.  For the aver-
age adult, this means that they will burn 
approximately one calorie for every 2.2 
pounds (1 kilogram) of body weight per 
hour.  A person who weighs 150 pounds, 
will burn about 68 calories while at rest.  
Moderate intensity activities are those 
that make you move fast or are strenu-
ous enough to burn three to six times as 
much energy per minute as you do when 
you are sitting quietly.  These types of ex-
ercises would include brisk walking (like 
when you are late and pushing yourself 
and at a pace of about 3-4 miles in an 
hour).  Walking is an excellent exercise; 
however, it is important to do enough of 
it to increase the number of METS.  While 
the Surgeon General has determined 
that people need 4-6 METS fi ve days per 
week, some exercise research suggests 
that you need more and it is recommend-
ed that people strive for 15-20 METS per 
week.  To fi gure out how many METS you 
are using and how to increase it, consider 
the following;  

• Walking one mile in 30 minutes = 
1.25 METS, thus you would need to 
walk 6 hours per week to achieve 15 
METS.

• Walking one mile in 15 minutes = 2 
METS, thus you would need to walk 4 
hours per week to achieve 16 METS.

In a 2004 study, women who exercised 
greater than 17.2 METS per week had a 
reduced likelihood of breast cancer recur-
rence compared to women who exercised 
less than that amount, suggesting that 
exercise may have benefi ts both in terms 
of prevention and recurrence. While more 
research is needed, there are many other 
benefi ts known from exercise including 
positive effects on the cardiovascular sys-
tem as well. 

Summary
Our bodies are complex systems and re-
quire many varied nutrients to be healthy. 
Understanding these needs is not always 
easy, especially in light of changing rec-
ommendations and media reports.  When 
possible, fi nd reliable sources for informa-
tion to tailor your decisions regarding a 
healthy diet, complementary approaches, 
dietary supplementation and exercise.

Editors Note:  At the Simms/Mann – 
UCLA Center for Integrative Oncology 
a body composition analysis is done as 
part of the individualized integrative 
oncology assessments and personal-
ized recommendations are made for 
diet, dietary supplements and exercise 
as well as other strategies to enhance 
wellness, symptom management and 
well-being.  We encourage patients 
and family members to consider these 
individualized sessions as part of devel-
oping a tailored plan for wellness.  In 
addition, some of our group programs 
also address some of these issues.
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Prostate cancer is a complex disease.  No man 
likes to hear the diagnosis, but it is important 
to take a deep breath, try not to panic and 
develop a multi-disciplinary team of experts 
to help wade through the information and 
decide on treatment plans that are right for 
the individual. Every man is unique and it is 
important not to generalize from one person 
to the next, but rather try to understand the 
complexities of the disease, recognize that 
there are many different view points and that 
your team should help you come to a decision 
that feels like the right one for your individual 
circumstances.  

The best people to help you understand the 
medical information are your team of physi-
cians.  They should present you with informa-
tion that includes the pros and cons of every 
treatment.  Additionally there are other really 
good references that can be helpful including 
publications from the American Cancer Soci-
ety and specifi c web sites which are listed at 
the end of this article.  There are many dif-
ferent web sites, but not all web sites are 
sources of accurate information.   It is some-
times diffi cult to distinguish between good 
information, bad information and marginal 
information.   When using the Internet, try to 
fi nd sources that come from reliable institu-
tions that are research-based and are not try-
ing to sell you something.

Facts
There are a lot of men with this disease.  In 
2007 an estimated 218,890 new cases of 
prostate cancer were diagnosed and 27,050 
deaths expected. The good news is that many 
men live with this disease for long periods of 
time and many men (most) will not die from 
their prostate cancer, but rather from some 
other cause.  In research that has been on-
going in which autopsies are conducted, 
prostate cancer has been found in many men 
who were not symptomatic.  Prostate cancer, 
in general may often be a very slow growing 
disease, although there are some very ag-
gressive forms which fortunately seem in the 
minority. The most common risk factor is age.

The prostate gland is normally a walnut sized 
gland that sits under the bladder and in front 
of the rectum.  It drains into the urethra, a 
narrow tube that runs the length of the penis 
directly through the prostate which carries 
urine and semen out of the body. The pur-
pose of the prostate is related to reproduc-
tion.  It makes the seminal fl uid that is neces-
sary for the delivery of sperm.  As men age, it 
is common for the prostate gland to become 
enlarged. This can cause urinary problems.  
Many times these enlarged prostates do not 
contain cancer.  However, sometimes these 
non-cancer related symptoms can lead to a 
diagnosis of prostate cancer.  

Screening and Prevention 
There are two tests that are used in combina-
tion to screen for prostate cancer.  The fi rst 
is a digital rectal exam (DRE) and it should 
be performed annually by a physician who is 
experienced in this type of exam.  A doctor in-
serts a gloved fi nger into the rectum and feels 
the prostate gland through the rectal wall to 
check for abnormal areas or bumps that are 
indicative of abnormal cell growth.  

The second test is somewhat controversial.  It 
is called the PSA test and is a blood test that 
measures the amount of prostate-specifi c an-
tigen (PSA) in the blood stream. It is normal 
to have some PSA in the bloodstream be-
cause both prostate cancer cells and normal 
cells secrete this protein, but large amounts 
or rising amounts over time raise suspicions 
about a growing cancer. It is not a perfect 

test and other benign prostate conditions can 
elevate the PSA such as infl ammation of the 
prostate (prostatitis) or benign prostatic hy-
perplasia (BPH) which is an enlargement of 
the prostate.  

The PSA test has been used as a screening 
tool for more than a decade.  When it was 
fi rst developed, a lot of prostate cancers were 
diagnosed.  Since that time the numbers have 
dropped off and some believe that the test 
detected a lot of asymptomatic men who had 
prostate cancer.  The PSA has helped to pick 
up many prostate cancers early, although 
there is still no data to conclude that the PSA 
test reduces the mortality from the disease.  

There are several different measures that 
are used as part of the PSA test.  First is the 
“absolute value” which shows the amount of 
total PSA in the blood stream. In men ages 
40-49 the median value (middle most value) 
is 0.6 which means that half of the men had 
more and half had less.  There are different 
norms by age group. Another measure is 
called “PSA free” which is the amount of PSA 
that is not bound to other proteins and is cir-
culating freely in the blood stream.  Prostate 
cancer tends to make PSA that is bound.  The 
third is the “velocity” which is when the PSA 
is measured several times at regular intervals 
and the amount of change is evaluated which 
allows the physician to identify how fast the 
PSA levels are doubling.  If the velocity is 
high, then there is greater concern about the 
presence of prostate cancer.  

Whenever a result is reported a lab will indi-
cate the type of assay that was used because 
different labs can have different values de-
pending on how the PSA level was calculated 
based on the assay. This makes it diffi cult 
to compare PSA tests that are run in differ-
ent laboratories, thus it is a good idea use 
the same lab for PSA tests in order to track 
change over time. Most labs also give refer-
ence ranges for the PSA levels by age cat-
egory; however, it is important to note that 
not all prostate cancers show an elevation in 
PSA.  The PSA level does not always corre-
late with the amount of prostate cancer. For 
example, in an individual, a PSA level could 
be high with a very small tumor and in an-
other man the PSA could be low with large 
or widespread disease. When the PSA level is 
elevated in a man who has prostate cancer, 
the PSA level can later be used to track pos-
sible recurrence and as well as response to 
treatment. An increase of 50% or more on 
consecutive samples is suspicious for a recur-
rence of prostate cancer. 

Screening is recommended to begin at 40 for 
DRE and the FDA has approved the PSA for 
men 50 and over. It is somewhat controver-
sial in men ages 40-50.  If a man is in a high 
risk population, African American and/or has a 
family history of prostate cancer, it is recom-
mended that screening begin by age 40. The 
clinical symptoms that physicians watch for in 
early stage disease in addition to escalating 
PSA and abnormal DRE include urinary ob-
struction (which can also be caused by benign 
concerns), blood and pain.  For metastatic dis-
ease: pain in the bones, compression fractures, 
spinal cord compression and disease or failure 
of other organs.  Since the PSA was developed, 
very few men present with metastatic (wide-
spread) disease and these symptoms.

Prevention of prostate cancer or modifi cation 
of risk factors to delay the onset of the dis-
ease is always an important question for men 
to consider.  Age is not modifi able.  There is 
some evidence that increasing isofl avinoids, 
selenium, lycopene, vitamins D and E and 

difl uoromethylornithine may be helpful as 
“chemoprevention” agents.  Diet and life-
style is also considered important as there is 
an association of a high fat intake with pros-
tate and breast cancer.  Hormonal interven-
tions have included fi nasteride (Proscar) and 
dutasteride (Avodart).  The prostate cancer 
prevention trial (PCPT-1) was a randomized 
double blind placebo controlled trial of 18, 
882 men ages 55 and over.  The goal was to 
determine if men who took the drug fi nas-
teride (Proscar) for seven years would have a 
reduction in incidence of prostate cancer.  The 
fi ndings suggested that prostate cancer could 
be reduced by 25%; however the men who 
did develop prostate cancer developed what 
appeared to be a more aggressive prostate 
cancer than those in the controlled trial.  This 
trial has left scientists wondering and specu-
lating what to make of this outcome, and 
thus, Proscar is not being routinely used as a 
prevention method at this time.  

Diagnosis 
When there is a suspicion of prostate cancer, 
the next step is diagnosis.  A diagnosis must 
have tissue sample confi rmation.  This is typi-
cally done by sampling areas of the prostate, 
by selectively inserting needles to remove 
tissue samples and using transrectal ultra-
sound to guide the location of the biopsies.  
Because it is important to increase the likeli-
hood of inserting the needle into the loca-
tion of the tumor, multiple samples are taken.  
Research data suggest that the best number 
of samples to be taken is between 10 and 
12, but there are physicians who do 6 to 18 
or more.   The procedure is not comfortable, 
but is generally well tolerated and there are 
rarely complications such as rectal or urinary 
bleeding, infection, or urinary retention. 

Once the tissue is identifi ed as prostate can-
cer, it is graded using a system that was devel-
oped in the 1960’s to 1970’s by a physician 
named Gleason.  He had a large cooperative 
group through the Veteran’s Administration 
who provided slides for him to review of over 
5,000 men. He observed 5 different subtypes 
of glandular architecture of the cells in the tu-
mors. Then the samples were categorized indi-
cating which two grades were most common 
in the sample The Gleason score is a summary 
of the two ratings of the most common types 
of cell structure thus making composite score 
ranging from 2-10. The lower the number of 
the Gleason score, the less abnormal the cells 
looked compared to normal prostate cancer 
cells and a lower the Gleason score is indica-
tive of a less aggressive cancer. This system 
is still the best predictor of the tumor and 
is used to help guide treatment strategies.   
Studies have been conducted looking at 
survival rates based on the Gleason score in 
men with untreated localized disease. There 
is a clear relationship between low Gleason 
scores and better survival rates.

Once diagnosed, prostate cancer is staged 
in a system that looks at size of the tumor, 
whether there are lymph nodes involved and 
whether there is disease that has spread to 
other sites.  This staging process is important 
as it gives an accurate understanding of the 
extent of the disease at the time of diagnosis 
which is helpful in understanding prognosis 
and treatment planning.  

Treatment
Treatments fall into three strategies.  Local 
treatments include surgery and radiation.  
Systemic treatments include hormonal ther-
apy, chemotherapy and biological or targeted 
therapies.  A third approach is watchful wait-
ing/expectant management.

Choosing a local treatment can be a time of 
confusion for men.  Different specialists may 
advocate for a particular treatment because 
that is their specialty.  Both radiation and 
surgical interventions have the potential to 
be curative with some similar side effects and 
some different side effects.  It is important to 
have a multi-disciplinary team approach.

Radical prostatectomy is a surgical procedure 
which can be done robotically, laprascopically 
or through open surgery. The goal is to remove 
the entire prostate and often, the adjacent 
lymph nodes. The procedures have improved 
over time and the kinds of diffi culties that 
produce negative outcomes have diminished 
when done by highly skilled and practiced 
physicians. It is important to have a surgeon 
who has done many of these procedures, and 
thus, is very experienced in whichever surgical 
method is selected. The common side effects 
include erectile dysfunction, incontinence, 
urethral strictures, and the other normal surgi-
cal risks that include things like heart attacks, 
strokes etc. There is a period of recuperation 
that is needed after the surgery.

Pelvic irradiation can be done through an 
external beam or through internally placed 
pellets. External beam radiation has several 
methods by which it is administered often re-
ferred to as external beam, conformal or “in-
tensity modulated radiation therapy (IMRT).” 
Conformal radiation therapy is when the ra-
diation dose is divided into several doses and 
the beams are then aimed at the target with 
reduced dose from each angle.  The advan-
tage is that the tumor gets the full dose, but 
the normal tissues get reduced doses and pre-
sumably less damage.  IMRT uses computer 
imaging and dozens of angles to deliver ra-
diation so that the normal tissues receive less 
direct dose. Internal radiation is called brachy 
therapy and 75-100 radioactive seeds, about 
the size of a grain of rice, are placed inside 
the prostate.  This type of treatment can be 
especially useful for patients who live in more 
rural areas or have diffi culty getting to and 
from daily treatments.  Sometimes they do 
combinations of these therapies. Typical side 
effects include erectile dysfunction, inconti-
nence, strictures of the urethra and bowel and 
bladder irritation. There can be some incon-
venience associated with radiation therapy 
because it lasts over a longer period of time.  
Also with surgery there is an immediate de-
bilitation followed by recovery.  The side ef-
fects of radiation come on more slowly and 
may not appear for many months after treat-
ment. The treatment is often a choice, but for 
most men, both have similar long term sur-
vival rates.  Sometimes concurrent medical 
problems may make surgery a more risky or 
inappropriate option.

Some of the side effects can be treated.  Erec-
tile dysfunction may be helped by medica-
tions called phosphodiestereas type 5 inhibi-
tors which include sildenafi l (Viagra), tadalafi l 
(Cialis) and vardenafi l (Levitra).  Penile pumps 
and prosthesis are also used.  For urinary in-
continence artifi cial sphincters may be help-
ful.  Pain and anti-diarrhea medications can 
be used for acute toxicities.  

“Watchful waiting/expectant management” 
is a choice to be less aggressive in certain cir-
cumstances such as when men have low to 
moderately aggressive disease or where the 
man’s life expectancy is 10 years or less due 
to other causes such as age or other illness. 
If the disease became more aggressive, one 
of the other options might then be applied. 
Watchful waiting involves PSA test, DRE and 
annual biopsy to evaluate the Gleason score.
Decision making can be diffi cult for some 



GROUPS FOR EDUCATION AND SUPPORTProstate Cancer: Now What?, CONTINUED FROM PAGE 13

14    Simms/Mann – UCLA Center for Integrative Oncology News, Spring 2008

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 with-
out 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 en-
roll, please call (310) 794-6644.

FOR WOMEN PATIENTS

Look Good, Feel Better
This program, co-sponsored with the Ameri-
can Cancer Society, helps women manage the 
physical appearance changes brought about 
by cancer and its treatments. Participants re-
ceive a complimentary bag of cosmetics and 
are taught skin care techniques and make-up 
application. Wigs and head-coverings are also 
demonstrated. Reservations are required. 

Women Together 
We offer weekly, ongoing support groups for 
women being treated for early stage breast 
cancer. These groups focus on living with 
breast cancer and the changes created by the 
disease and its treatments. Day and evening 
groups are available.

DCIS Support Group 
This monthly support group for women with 
ductal carcinoma in situ (DCIS) provides in-
formation about DCIS and the changes cre-
ated by its diagnosis and treatment.

Looking Ahead
These groups, for women who have finished 
treatment and have no evidence of disease, 
provide an opportunity to explore ongoing 
needs and concerns such as fear of recur-
rence, job discrimination, intimacy and self-
esteem.

FOR MEN & WOMEN PATIENTS

Healing Through Art 
This weekly group utilizes art making (draw-
ing, painting, box making, collage, etc.) to ex-
plore, reveal and express the issues faced by 
men and women with cancer. A registered art 
therapist facilitates the group. No art experi-
ence or skill is required.

Living Beyond Limits 
These weekly groups are for patients with 
recurrent, widespread or metastatic disease. 
The groups focus on living with cancer and 
promote mutual support, active coping, and 
improved quality of life.

FOR PATIENTS (WOMEN & MEN) AND 
THEIR FAMILY MEMBERS

Mind/Body Approaches to Coping 
with Cancer 
This workshop offers patients and their part-
ners or adult family members an opportunity 
to learn and practice techniques that will help 
them manage the stresses associated with can-
cer and its treatments. Each participant receives 
a detailed manual and a relaxation tape. 

Meditation: Inner Healing
Using techniques such as guided imagery, 
music, color, and movement, this group is 
designed to optimize emotional, physical and 
spiritual well being through meditation. 

Lung Cancer Support Program
This group provides an opportunity for patients 
and their families to share stories, provide 
practical suggestions, and support each other. 
An Oncology Social Worker provides informa-
tion and skills for relaxation, navigating the 
healthcare system, finding needed resources, 
coping with day-to-day challenges, issues re-
lated to the stigma of lung cancer, fear and 
anxiety, and keeping a positive outlook. 

QiGong
QiGong is an ancient Chinese art for restoring 
health and prolonging life. Our QiGong class-
es, led by a Chinese master, are held weekly 
and promote healing, health and fitness.

Mind/Body Approaches to Coping 
with Esophageal Cancer
This workshop offers individuals with esopha-
geal cancer and their partners or adult family 
members an opportunity to learn and practice 
techniques that will help them manage the 
stresses associated with esophageal cancer 
and its treatments.  This program will be held 
on one evening and is facilitated by a clini-
cal psychologist.  Participants will have the 
opportunity to share their experiences and 
will receive a detailed manual and relaxation 
tape.

FOR FAMILY MEMBERS & FRIENDS

Family and Friends
This weekly group is for friends and family 
members of individuals with cancer. Partici-
pants discuss their concerns and issues re-
lated to coping with cancer and their roles as 
caregivers and members of the support team. 

Grief Work 
This bereavement support group is for men and 
women who have experienced a recent loss of 
an adult family member to cancer. Emphasis is 
placed on working through grief and loss. 

Husbands (Partners) of Women 
with Cancer
This twice-a-month meeting is for husbands and 
partners who live with women diagnosed with 
any kind of cancer. This group helps men fi nd 
the best ways to support their partners as well 
as themselves through the cancer experience. 

men.  There have been a variety of techniques 
used to offer greater evidence of the likeli-
hood of success or the likelihood of recur-
rence depending on the known factors of 
the individual man and his tumor and treat-
ment choices. These decision programs are 
called nomograms and there are several well 
known ones.  The Partin table uses clinical 
stage, Gleason score, and PSA to predict the 
probability of pathologic parameters (organ 
confi nement, seminal vesicle presence or ex-
traprostatic involvement).  D’Amico predicts 
PSA recurrence after surgery or radiation 
treatments.  Kattan nomograms predict dis-
ease recurrence after surgery and radiation. 
The Pound nomograms serve as a guide to 
use PSA to predict disease recurrence.

When the PSA rises after primary therapy or 
the cancer has metastasized, hormone thera-
py is the primary protocol. Primary hormonal 
therapy is the removal of testosterone. This 
can be accomplished through surgery (orchiec-
tomy which is a surgical castration) or through 
medicines that are GnRH analogs such as 
leuprolide/Lupron, goserelin/Zoledex or ab-
arelix/Plenaxis. When leuprolide or goserelin 
is given, patients have to take bicalutamide/
Casodex for a month because of a testoster-
one fl air that occurs.  Secondary treatment is 
used when primary hormonal therapy loses 
its effectiveness. Some of the secondary treat-
ments include androgen receptor antagonists 
(bicalutamide/Casodex, fl utamide/Eulexin, 
nilutamide/Nilandron), adrenolytic agents 
such as ketoconazole, (or abiraterone which is 
currently being studied clinically).  Estrogenic 
compounds such as estrogen and diethylstilbe-
strol (DES) are also effective.  These have side 
effects that can increase breast tissue and fat 
in different areas.  There is some thinking that 
primary and secondary treatment should be 
combined, and a reanalysis of data suggested 
the possibility of a 20% survival advantage to 
combined therapy.  

Hormone therapies have some side effects.  
Hot fl ashes can be managed with medica-
tions such as (SSRI’s – selective serotonin 
reuptake inhibitors including Prozac, Paxil, 
and Zoloft. Progestational agents such as 
provera and megace and centrally acting 
medications such as clonidine are also help-
ful. Acupuncture and phytoestrogens (plant 
based estrogens) also have been reported to 
be helpful in the management of hot fl ashes.  
Edema can be managed with diuretics, sup-
port hose and posture.  Osteopenia/ osteopo-
rosis is managed with biphosphonates, vita-
min D and calcium supplementation.  Other 
side effects include decreased sexual desire, 
fatigue, weight gain, decreased muscle mass, 
anemia, and memory loss.

It is important to consider options and con-
sult your physician regarding starting hor-
mone therapy when a tumor is hormone sen-
sitive and there is a PSA relapse (a PSA that 
was low or non existent and then begins to 
rise).  The issues that must be considered in-
clude the rate of PSA rise (doubling time) and 
whether there is any measurable disease.

There have been some recent studies looking 
at new treatments.  One was a phase 3 study, 
which was a double blind placebo controlled 
trial of atrasentan (an endothelin antagonist) 
and it found no signifi cant trend in delaying 
time to progression, but it did delay time to 
bone progression.  The FDA is still considering 
this treatment for approval.  A second was a 
recent phase 2 study of a drug called ZD4054.  
A randomized controlled study showed no 
signifi cant differences in progression free 
survival, however, the overall survival was 23-
25% in the treated group versus 16-17% in 
the placebo group. Clearly more research is 
needed, but the data are promising.

Metastatic prostate cancer is often initially 
hormone sensitive.  Ultimately it will develop 
into a hormone insensitive or “castrate re-
sistant” state.  Early trials of chemotherapy 
initially were found to be ineffective, but now 
two drugs, mitoxanthrone/ Novanstrone and 

docetaxel/Taxotere have emerged as active 
agents. In addition to the FDA approved drugs 
there is a compendium of chemotherapeutic 
agents that have been demonstrated to have 
some activity and will be covered by insur-
ance companies. These drugs include vinore-
lbine/Navelbine, carboplatin and paclitaxel/
Taxol.  Off label agents with clinical activity 
include bevacizumab/Avastin, nab-paclitaxel/
Abraxane, and oxaliplatin/Eloxatin.  There are 
others and these are just examples.

Supportive care is also very important with 
metastatic disease as it can preserve quality 
of life.  The bisphosphonates such as zolen-
dronate/Zometa and pamidronate/Aredia can 
help to strengthen bones.  Growth factors such 
as fi lgrastim/Neupogen, pegfi lgrastim/Neulas-
ta and erythropoetin/Procrit/Aranesp can help 
to improve blood counts after chemotherapy.  
Pain medicines are also very important and 
include many different kinds of medications, 
narcotics and radiolabeled strontrium and sa-
marium that are helpful with bone pain.

Research
Research studies are very important in the ad-
vancement of care for patients with prostate 
cancer.  Research often starts out in the lab 
either in vitro (test tube) or in vivo (other than 
human) evaluations. These are considered 
Phase 0 or preclinical trials. Because many men 
have agreed to allow their removed tumors to 
be used in research there are many lines of tu-
mor cells that can be produced in the lab and 
used for experimentation.  When drugs are 
used in humans they have to go through vari-
ous stages of testing. Phase 1 clinical studies 
usually consist of 10-30 people and the goal 
is to fi nd the proper dose, establish safety and 
look at the pharmacokinetics (how the drug 
behaves). The next step is a Phase 2 clinical 
trial which can have 20-200 patients and is 
used to determine if some effi cacy is seen.  If 
there is effi cacy and safety, the next step is 
a Phase 3 clinical trial which is usually large 
and uses 100’s to 1000’s of patients and is 
considered a defi nitive study when compared 
against current standard of care. After Phase 
3 trials and drugs are approved by the FDA, 
additional studies are done to look for ad-
ditional uses of the drug in different popula-
tions or groups that were not included in the 
original trial. These are Phase 4 studies.  

UCLA has an active research program in pros-
tate cancer that involves all levels of trials de-
scribed above. There are some exciting new 
trials underway now and these can be found 
at the Jonsson Comprehensive Cancer Center 
web site. In addition there are some excit-
ing new ideas that include vaccines, targeted 
therapies and the possibility of high dose Vi-
tamin D therapy.  

In sum, it is important to realize that prostate 
cancer is a disease that needs a multidisci-
plinary team that includes urologists, radiation 
oncologists, medical oncologists, nursing staff, 
social workers and psychologists, and integra-
tive medicine physicians to assist with diet 
and lifestyle issues.  In addition, behind the 
scenes are specialists in pathology, radiology, 
pharmacy, medical scientists and pharmaceu-
tical companies that develop new drugs.  

Resource Web sites for Prostate Cancer
• American Cancer Society, www.cancer.org
• National Cancer Institute, www.cancer.gov
• National Comprehensive Cancer Network, 

www.nccn.org
• American Society of Clinical Oncology, 
 www.asco.org
• Prostate Cancer Foundation     

www.prostatecancerfoundation.org



INSIGHTS INTO CANCER

SEE OUR LECTURES ON THE WEB
In May 2003, we began videotaping our Insights Into Cancer lectures and making these videos available on our web site. 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 informa-
tion, practical advice and answers.

To access our video archive, logon to our webpage, www.SimmsMannCenter.ucla.edu. Select the Information Resources, bar and then the Video Archives: Insights Into Cancer bar. 
From there, simply choose the lecture you wish to view and the type of internet connection you have–either dial-up or broadband.  You can choose choice of the type of video player 
you have on your computer. If you do not have a video player we have a link for you to download Windows Media Player or Real Media Player. 

We hope you will let interested friends know about this service and encourage them to logon each month and see our lecture.  Of course, we hope you will join us because then you 
get to ask your questions and we love seeing you there!

2008 SPEAKERS & TOPICS
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May 13, 2008

EATING AND WALKING YOUR WAY 
TO WELLNESS AS A CANCER SUR-
VIVOR - William J. McCarthy, PhD, 
Associate Professor in Public Health and 
Psychology and cancer researcher fo-
cuses on behavioral and nutritional strat-
egies that individuals touched by cancer 
can use to enhance their health through 
better food choices and higher levels of 
daily physical activity. Using time tested 
progressive goal-setting strategies, almost 
anybody can expect short-term and long-
term success at improving lifestyle choices 
and reaching personal wellness goals. 
This presentation helps patients and their 
families improve consumption of fruits 
and vegetables, whole grains, legumes 
and move major muscle groups daily to 
improve longevity and quality of life. 

June 10, 2008

UPDATE ON THE GENETICS REVOLU-
TION AND IMPLICATIONS FOR PER-
SONALIZED MEDICINE IN CANCER 
- Patricia Ganz, MD, UCLA Professor, 
medical oncologist and researcher and 
Joyce Seldon, MS, CGC, Deputy Director, 
UCLA Family Cancer Registry, genetic 
counselor, discuss how genetic discover-
ies and the results of the human genome 
project have impacted our understanding 
of the development of cancer, hereditary 
risk for cancer and treatment issues.  Vari-
ations in individual genetic patterns may 
lead to modifi cations in the metabolism 
of drugs.  Tumor specifi c gene expression 
patterns can be used to predict response 
to targeted therapies.  They highlight how 
genetic factors play an important role in 
the continuum of cancer management  
from prevention to adjuvant therapy to 
the management of advanced cancer. 

July 15, 2008

STEM CELLS AND CANCER:  NEW 
FRONTIERS - Hanna Mikkola, MD, 
PhD, UCLA Assistant Professor and stem 
cell researcher, discusses the topic that 
has received attention from the media 
as a potential cure for many diseases -- 
stem cells.  Blood forming stem cells have 
been used for decades to cure leukemia 
patients because they have the ability to 
‘self-renew’, -- to generate identical cop-
ies of themselves and differentiate into 
all blood cell types in response to physi-
ological cues. Recent studies indicate 

that cancer is a stem cell disease because 
cancer cells have the ability to self-renew, 
yet their self-renewal is not regulated by 
the body’s needs. This talk provides an 
overview of this research and discusses 
the new frontiers for understanding can-
cer and new therapies.

August 12, 2008

COMPLEMENTARY MEDICINE IN 
CANCER: A PANEL OF EAST/WEST, 
MANIPULATIVE THERAPIES AND 
HERBALISM - Mary Hardy, MD, Medi-
cal Director, Simms/Mann—UCLA Cen-
ter for Integrative Oncology, moderates 
a panel discussion with experts in treat-
ment areas that complement conven-
tional oncology on how complementary 
approaches can be utilized to improve 
quality of life, reduce symptoms and ben-
efi t wellness throughout the continuum 
of cancer care. Keith Henry, BS, DC, 
Assistant Professor of the Cleveland 
School of Chiropractic discusses the ad-
vantages and cautions of manual thera-
pies for cancer patients; Ka-Kit Hui, MD, 
FACP, Director, UCLA Center for East-West 
Medicine describes how acupuncture and 
herbs are used to treat symptoms of cancer 
and treatment side effects; and Amanda 
McQuade Crawford, BA MNIMH, au-
thor, medical herbalist with 20 years of 
experience shares knowledge about nutri-
tion and herbs as complements to cancer 
care.

September 9, 2008

INSOMNIA AND CANCER: CAUSES 
AND TREATMENTS THROUGHOUT 
THE CONTINUUM - Sarosh J. Motiva-
la, PhD, UCLA Assistant Professor, psy-
chologist and research scientist discuss-
es insomnia, a condition affecting about 
50% of people who have had a cancer 
diagnosis. Different types of insomnia, its 
underlying causes and a broad spectrum 
of treatment approaches including the 
effectiveness of pharmacotherapy, cogni-
tive-behavioral treatment approaches and 
promising mind/body approaches, such as 
Tai Chi, are some of the topics discussed. 
 

October 7, 2008

MELANOMA OF THE SKIN AND EYE: 
TREATMENT STRATEGIES FOR LOCAL 
AND WIDESPREAD DISEASE - Anto-
ni Ribas, MD, UCLA Associate Profes-
sor, medical oncologist and researcher 
and Tara Young, MD, PhD, UCLA As-
sistant Professor, ophthalmologist and 
researcher, discuss melanoma of the skin 
and of the eye. Specifi c treatment ap-
proaches for each form of melanoma are 
discussed including information about 
molecular prognostic testing in ocular 
melanoma.  Recent developments in the 
understanding and treatment including 
surgical treatment, adjuvant treatment 
and treatment for metastatic melanoma 
are discussed with information about 
melanoma cancer cells and how they 
interact with the immune system, lead-
ing to new treatment approaches being 
tested in patients.

November 18, 2008
(please note this new date—resched-

uled from Nov 4th)

NEW DISCOVERIES IN NUTRITION 
AND PROSTATE CANCER - William 
Aronson, MD, UCLA Professor, urolo-
gist and researcher presents the most 
recent advances in nutritional therapy for 
prostate cancer. Presently there are no 
proven nutritional treatments for pros-
tate cancer. However, there is a wealth of 
new basic science and early clinical 

trials evaluating nutrition and prostate 
cancer. A number of these new studies 
are presented, their fi ndings put into per-
spective, and future research in the fi eld 
is discussed.

December 2, 2008

LUNG CANCER 2008: TRADITIONAL 
AND NOVEL APPROACHES - Jay M. 
Lee, MD, Surgical Director, Thoracic 
Oncology Program, UCLA Assistant Pro-
fessor, thoracic surgeon and researcher, 
and Edward Garon, MD, Co-Director, 
Medical Oncology Program in Thoracic 
Malignancies, UCLA Assistant Profes-
sor, medical oncologist and researcher, 
discuss the role of surgical treatment and 
non-surgical interventional procedures, 
chemotherapy and targeted therapy for 
early and late stage lung cancer.  New 
treatment options including inhibition of 
blood vessel formation, medications to 
block growth signals in cancer cells and a 
novel immunotherapy trial for lung cancer 
are presented. Clinical trials at UCLA and 
the rationale behind those studies also 
are addressed.
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Our lectures are free of charge, open to the public, fi rst-come, fi rst-served, Tuesday nights 
7:00 – 9:00 p.m. For information, call (310) 794-6644.  All lectures are held in the RPB 
Auditorium at the Jules Stein Eye Institute at UCLA unless otherwise specifi ed. 
UCLA parking is $8; wheelchair accessible.
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Refl ections® 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 certifi ed fi tters of mastectomy 
bras, prostheses and lymphedema garments and have many solutions for hair loss.

Refl ections® is located in Suite 163 on the ground fl oor of the 200 UCLA Medical Plaza. It is open to the public Monday–
Thursday from 10am-5pm, Fridays from 10am-3pm. Please call to verify our hours.

Refl ections® is a not-for-profi t organization committed to providing an array of affordable services and products. Pro-
ceeds from the sale of goods support Refl ections’ daily operations and those of the Simms/Mann - UCLA Center for 
Integrative Oncology.

Many insurance companies provide partial to complete reimbursement for breast prostheses and some lymphedema gar-
ments. Refl ections® is a preferred provider of breast prostheses and bras for Kaiser-Permanente, Blue Cross, Blue Shield, 
the University of California Medical Group and others. 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. 
• High quality vitamins, herbs, supplements 

and nutraceuticals


