1. For someone with a prolactinoma, what diet, supplements, or lifestyle changes do you recommend?
The cornerstone of prolactinoma treatment is not a particular diet or supplement; it is appropriate endocrine management, most commonly with a dopamine agonist such as cabergoline. These medicines are highly effective for most patients at lowering prolactin and shrinking the tumor. Nature
From an integrative perspective, I would focus on overall metabolic and bone health: a Mediterranean-style diet rich in vegetables, fruit, legumes, whole grains, nuts, healthy fats and adequate protein; regular weight-bearing/resistance exercise; good sleep; and maintaining a healthy weight. Because prolonged hyperprolactinemia and hypogonadism can affect bone density, calcium intake and vitamin D status deserve attention—but I would supplement vitamin D based on deficiency/risk rather than automatically prescribing high doses.
I would be cautious with herbal products marketed as “hormone balancing” or “dopamine boosting.” There is no supplement proven to shrink a prolactinoma, and some products can interact with medications or endocrine function.
2. What does integrative oncology involve?
I suspect “integrated oncology development” was intended to refer to integrative oncology. It does not mean replacing chemotherapy, radiation, surgery or targeted treatment with alternative medicine.
The Society for Integrative Oncology defines it as patient-centered, evidence-informed cancer care combining conventional treatment with appropriate lifestyle, mind-body and complementary approaches. ASCO Publications
In my conception, it means treating the whole person rather than just the MRI: nutrition, physical activity, sleep, psychological health, mindfulness, acupuncture where appropriate, rehabilitation, symptom management, social and spiritual needs—and careful evaluation of supplements and complementary treatments for evidence, interactions and safety. There is meaningful evidence for interventions such as mindfulness, exercise, CBT, tai chi/qigong and selected other approaches for particular cancer-related symptoms. ASCO Publications
3. GBM involving both hemispheres, with treatment unavailable in the UK—could treatment be available elsewhere?
Potentially, yes—but I would need to review the pathology, molecular profile, MRI, previous treatments, performance status and reason treatment was declined in the UK.
Disease involving both hemispheres may make surgery difficult or impossible, but inoperability does not automatically mean untreatability. Depending upon the circumstances, options can include radiation, systemic therapy, tumor-treating fields in appropriate settings, re-irradiation or other salvage approaches, and clinical trials.
For someone seeking treatment internationally, I would recommend a formal remote second opinion from a high-volume neuro-oncology center before traveling. The center can review the actual imaging and pathology and determine trial eligibility. The NCI database alone currently lists a large number of glioma treatment trials, illustrating how much investigational activity exists. Cancer.gov
The goal should not be simply to find a country willing to give something. It should be to identify a scientifically credible treatment or trial with a reasonable benefit-risk balance.
4 & 15. What do you tell patients who ask about ivermectin?
I would never ridicule someone for asking about ivermectin. Usually they are asking because they are frightened and have encountered compelling laboratory data, testimonials or social-media stories.
I would say: ivermectin has interesting anticancer effects in laboratory models, but laboratory activity is not the same as demonstrating that a drug treats cancer in humans. We currently do not have adequate clinical evidence showing that ivermectin improves survival or controls GBM or other cancers. Cancer Research UK similarly notes the absence of evidence establishing ivermectin as an anticancer treatment. Cancer Chat
So I would not recommend ivermectin as cancer treatment outside an appropriately designed clinical trial. I would especially discourage veterinary preparations or self-prescribing.
But I would also say: bring me what you have read. We can examine the paper together. That conversation is far better than driving patients underground, where their oncology team may never learn what they are taking.
5. How can treatment and clinical trials improve quality of life?
We sometimes create a false distinction between living longer and living better. Good cancer treatment should try to achieve both.
A treatment that shrinks a brain tumor may improve speech, strength, cognition, seizures or headaches and allow dexamethasone to be reduced. A clinical trial can provide access to a promising treatment while also generating knowledge for future patients.
But trials should increasingly measure more than progression-free and overall survival. I want to know: Can the patient walk? Think? Work? Sleep? Spend meaningful time with family? Did steroid requirements decrease? What happened to cognition and fatigue?
Early supportive and palliative care belongs alongside active neuro-oncology—not simply at the end of life. EANO
6. How do you support a 10-year GBM survivor?
First, I would recognize that reaching ten years after a GBM diagnosis is extraordinary and worth celebrating.
But survivorship is not simply “your MRI is stable—see you in six months.” Long-term survivors may experience cognitive changes, seizures, fatigue, endocrine problems, neuropathy, vascular effects of radiation, psychological distress, employment difficulties and fear surrounding every surveillance MRI. Late treatment effects can emerge years afterward. NICE
I favor a survivorship approach incorporating neurological examination, imaging, medication review, neuropsychological assessment where appropriate, rehabilitation, exercise, sleep and mental-health support, endocrine evaluation when indicated, vascular risk reduction and attention to relationships, work and purpose.
7. What is known about ONC201/206 in pediatric “DIMG”?
I would first clarify that the registrant probably means diffuse midline glioma (DMG), perhaps H3 K27-altered DMG.
There has been a major development here. ONC201 is now known as dordaviprone (Modeyso). In August 2025, the FDA granted accelerated approval for adults and children aged one year and older with progressive H3 K27M-mutant diffuse midline glioma after prior therapy—the first FDA-approved systemic treatment for this molecularly defined disease. In the 50-patient efficacy population, the objective response rate was 22%, with a median response duration of 10.3 months. U.S. Food and Drug Administration
That is encouraging, but accelerated approval does not mean the disease has been solved. Confirmatory studies are required to establish clinical benefit. U.S. Food and Drug Administration
ONC206 is earlier in development. It remains investigational. PNOC023 is a Phase I study examining ONC206 in children and young adults with H3 K27-altered DMG, including combinations with radiation; the study is primarily establishing dose and safety, so we cannot yet make the same efficacy claims that we can for dordaviprone. Cancer.gov
8. How can patients manage dexamethasone side effects?
Dexamethasone can be enormously helpful for brain-tumor-associated edema, but it is also one of the medications whose cumulative toxicity I watch most carefully.
Problems can include insomnia, agitation or mood changes, increased appetite and weight, elevated glucose, reflux, infection risk, skin thinning and bruising, osteoporosis and significant proximal muscle weakness.
The fundamental principle is the lowest effective dose for the shortest appropriate duration, with tapering directed by the treating team—never abruptly stopping prolonged steroid therapy. Current GBM guidance similarly emphasizes minimizing dose and duration. PubMed Central (PMC)
Practical measures include taking doses earlier in the day when feasible, monitoring glucose and blood pressure, adequate protein intake, resistance/physical therapy as tolerated, fall prevention and attention to bone protection and infection risk in patients requiring prolonged treatment.
9. What does quality of life mean during treatment?
I ask patients what quality means to them.
For one person it is continuing to work. For another it is being able to walk the dog. For another it is thinking clearly enough to read. Someone else may prioritize attending a child's graduation or simply being comfortable at home.
And those priorities can change.
Therefore, quality of life isn't a consolation prize when treatment stops working. It should be an outcome we measure from diagnosis onward. Good medicine repeatedly asks: “What matters to you now?”, because the answer six months from now may be different.
10. How can researchers collaborate internationally more effectively?
Brain tumors are exactly the diseases in which we cannot afford scientific silos.
We need harmonized molecular classification, shared datasets and biobanks, interoperable imaging and clinical data, common outcome measures, international registries, multi-institutional trials and platforms that allow hypotheses to be tested rapidly across countries.
We also need to share negative results. Ten laboratories independently discovering that something doesn't work wastes precious time and resources.
And patients should be involved in research design. International collaboration should ultimately mean that a promising discovery made in Boston, London, Heidelberg or Sydney can become a multicenter clinical question rather than remaining within one institution.
11. TSC-related brain lesion, heat intolerance while taking Zoloft: could medical cannabis replace it?
I would separate these issues.
Heat intolerance or excessive sweating can have several causes, including medication effects, endocrine/autonomic issues and other medical problems. The first step is to establish why it is happening and review the sertraline dose and other medications with the prescribing clinician.
I would not regard cannabis as a straightforward substitute for sertraline for anxiety. It has different pharmacology and can itself produce cognitive effects, dizziness, anxiety or psychiatric symptoms in susceptible individuals. And sertraline should not simply be stopped abruptly.
Cannabis has legitimate symptom-management roles in selected circumstances, but ASCO does not recommend cannabinoids as anticancer treatment and finds insufficient evidence for many cancer-related symptom indications outside specific circumstances. ASCO Publications
For a patient with TSC and a brain lesion, I would have neurology/neuro-oncology and the clinician treating the anxiety jointly review this rather than simply exchanging one drug for another.
12. “My muscles have atrophied, but exercise brings exhaustion and headaches.”
This is a situation where pushing harder may be the wrong strategy.
First determine why the muscle loss and headaches are occurring. In a brain-tumor patient I would consider steroid myopathy, deconditioning, anemia, endocrine abnormalities, medication effects, inadequate nutrition, tumor-related neurological deficits and other causes. New or worsening exertional headaches deserve clinical evaluation rather than simply being exercised through.
Then I would use graded rehabilitation: small amounts of activity below the threshold that precipitates prolonged symptoms, followed by recovery, and progressively increase it.
A cancer rehabilitation specialist, physical therapist and dietitian can be tremendously valuable. Adequate protein and calories matter as much as resistance exercise when trying to rebuild muscle. Exercise is one of the interventions with evidence for improving cancer-related fatigue, but it has to be individualized. ASCO Publications
13. What can restore neurological function and improve quality of life?
Sometimes neurological dysfunction comes from tumor itself; sometimes from edema, seizures, medications, treatment effects or deconditioning. Identifying reversible components is therefore the first step.
Then rehabilitation should be as sophisticated as cancer treatment: physical therapy, occupational therapy, speech-language therapy, cognitive rehabilitation, neuropsychology and exercise medicine, depending upon the deficit.
NICE specifically recommends considering neurological rehabilitation assessment of physical, cognitive and emotional function from diagnosis through follow-up. NICE Pilot brain-tumor studies also suggest potential benefits from aerobic exercise and cognitive rehabilitation. PubMed Central (PMC)
The brain has remarkable capacity for adaptation. We should not promise complete recovery, but neither should we assume that a neurological deficit cannot improve.
14. What principles guide your overall approach to patient care?
My approach is patient-centered, scientifically rigorous and individualized.
I ask several questions simultaneously: What is the biology of this particular tumor? What treatments have the strongest evidence? Is there a rational clinical trial? What matters most to this particular person? And what can we do today to make their life better?
I am willing to discuss conventional treatments, clinical trials, nutrition, exercise, supplements and complementary approaches—but I apply the same principle to everything: What is the evidence? What are the risks? Could it interact with treatment? And does it serve this patient's goals?
Most importantly, I don't treat an MRI. I treat the person who happens to have the MRI.
16. What should people with GBM know about a low-carbohydrate, high-healthy-fat diet?
There is a compelling biological hypothesis behind ketogenic diets in GBM, and this is a legitimate area of research. But we have to distinguish biological plausibility from proven clinical benefit.
A 2025 Phase I study of 17 evaluable patients found a supervised ketogenic diet alongside standard GBM treatment feasible and safe, and it has helped justify further randomized study. It was not, however, designed to establish that the diet prolongs survival. PubMed Current SNO/EANO guidance similarly describes the evidence as limited and emphasizes that studies to date have largely addressed feasibility and safety. PubMed Central (PMC)
So I would not tell patients that carbohydrates “feed the tumor” or that ketosis treats GBM.
For someone who wants a lower-carbohydrate approach, I would favor metabolic health rather than dietary extremism: reduce refined sugar and highly processed carbohydrates; emphasize vegetables, fiber, protein, nuts, olive oil, avocado and other unsaturated fats; and maintain adequate calories and muscle mass. In a patient already losing weight or muscle, an aggressive ketogenic diet can be counterproductive unless supervised by an oncology dietitian.
17. What would complementary therapies look like in practice?
I would make them part of the treatment plan rather than something happening secretly outside oncology.
For example, a patient might receive surgery, radiation and systemic treatment while also having an oncology dietitian optimize nutrition; physical therapy and resistance exercise preserve strength; acupuncture assists selected symptoms; mindfulness or CBT addresses anxiety and sleep; music or art therapy provides emotional expression; rehabilitation targets cognition and neurological deficits; and palliative/supportive care treats pain, fatigue and other symptoms.
Supplements would undergo the same review as medications for evidence, dose, toxicity and interactions.
There is good evidence for several integrative interventions for specific cancer-related symptoms—particularly exercise, mindfulness, CBT, tai chi/qigong and selected mind-body approaches—but “natural” does not automatically mean effective or safe. ASCO Publications
That is the distinction I make between complementary and alternative medicine: complementary care works alongsideevidence-based oncology. It should help patients live as well as possible while we continue treating the cancer.

