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. Neoadjvant / Adjuvant / Maintenance / Palliative Chemotherapy
. Radiation Therapy / Brachytherapy
. Surgery

. Radiometabolic Therapy
. Biopharmaceutical / Hormone Therapy
. Combined Strategies

DIAGNOSIS TREATMENT FOLLOW-UP

MALNUTRITION-OBESITY
Prevention / Treatment

Cancer.
Prevention

Cancer
Prevention

Huebner J, et al. Anticancer Res. 2014;34:39-48.




Reviews  Diet, nutrition, and cancer:
past, present and future

Susan T. Mayne'?, Mary C. Playdon' and Cheryl L. Rock?

Key points

* Substantial experimental evidence indicates the potential importance of dietary
and nutritional factors in cancer prevention, but identifying relationships between
diet and cancer in observational epidemiological studies and intervention trials has
proved challenging

* Study design issues, imprecise dietary assessments, and a lack of consideration of
tumour heterogeneity generally attenuate relative-risk estimates in observational
studies; dietary biomarkers and characterization of aetiological subtypes can help
to better identify diet-cancer associations

* Interventional findings are constrained by the timing and brevity of intervention,
nonlinear diet—cancer relationships, issues relating to baseline nutritional status, and
magnitudes of change in diet that are generally insufficient to affect cancer outcomes

* Foods and eating patterns are complex, and assessment of dietary patterns, rather
than the traditional reductionist approach focused on specific dietary factors, is a
new and more-promising strategy for investigating relationships with cancer

* New technologies and advances in genetics, epigenetics and metabolomics, and
consideration of the influence of the microbiome, will expand our understanding
of the role of dietary factors in cancer risk and disease progression

» Fffectively communicating the status of the evolving science, and evidence-based
dietary recommendations for cancer prevention that are based on rigorous review
processes should be emphasized in guidance for the public and individual patients

NATURE REVIEWS | CLINICAL ONCOLOGY VOLUME 13 | AUGUST 2016 | 505



Diet, cancer, and NCD prevention r 1 !

Panel: Recommendations for cancer prevention from the
Third Expert Report

« Beahealthy weight
« Be physically active
« Eatadiet rich in wholegrains, vegetables, fruit, and beans

« Limit consumption of fast foods and other processed
foods high in fat, starches, or sugars

« Limit consumption of red and processed meat

« _Limit consumption of r sweeten rink

« Limit alcohol consumption

+ Aimto meet nutritional needs through diet alone
(ie, avoid supplementation)

« For mothers: breastfeed your baby, if possible

+ Aftera cancer diagnosis: follow these recommendations,
if possible

Not smoking, and avoiding other exposure to tobacco and
excess sun are also important in reducing cancer risk.

Following these recommendations is likely to reduce intakes
of salt, saturated, and trans fats, which together will help to
prevent other non-communicable diseases.

www.thelancet.com/oncology Vol 19 July 2018

TABLE 2. American Cancer Society Guidelines on Nutrition and
Physical Activity for Cancer Survivors

Achieve and maintain a| healthy weight.

e |f overweight or obese, Timit consumption of high-calorie foods and
beverages and increase physical activity to promote weight loss.

Engage in regulaﬂ physical activity.

¢ Avoid inactivity and return to normal daily activities as soon as possible
following diagnosis.

e Aim to exercise at least 150 minutes per week.

e Include strength training exercises at least 2 days per week.

Achieve a dietary pattern that is high in vegetables, fruits, and whole grains.
e Follow the American Cancer Society Guidelines on Nutrition and Physical
Activity for Cancer Prevention.




Opinion

The Challenge of Reforming Nutritional
Epidemiologic Research

John P. A. loannidis,
MD, DSc
Stanford Prevention

Some nutrition scientists and much of the public often

Research Center and consider epidemiologic associations of nutritional factors
Meta-Research y - .
Inmovation Center at to represent causal effects that can inform public health
Stanford (METRICS), policy and guidelines. However, the emerging picture of
Stanford University, — - - e . .
Stanford, California. nutritional epidemiology is difficult to reconcile with good

scientific principles. The field needs radical reform.

In recent updated meta-analyses of prospective
cohort studies, almost all foods revealed statistically
significant associations with mortality risk.! Substantial
deficiencies of key nutrients (eg, vitamins), extreme over-
consumption of food, and obesity from excessive calo-
ries may indeed increase mortality risk. However, cansmall
intake differences of specific nutrients, foods, or diet pat-
terns with similar calories causally, markedly, and almost
ubiquitously affect survival?

JAMA September 11,2018 Volume 320, Number 10
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Anti-cancer treatments Host/tumour competition

Tumour side products\

M METABOLISM

l Physical activity ANOREXIA Mechanical INADE_QUACY Carbohydrate
Psych. disorders obstacles Energy intake vs Lipid
\ | / energy expenditure Protein

REDUCED INTAKE METABOLIC DISTURBANCES

Absorptive disorders
Exsudative enteropathies

Van Cutsem E & Arends J. Eur J Oncol Nurs 2005;9(suppl 2):S51-63.




Malnutrition: consequences

Changes in intestinal barrier
Reduction in glomerular filtration
Alterations in cardiac function
Altered drug pharmacokinetics
Delayed wound healing
Increased surgical complications
Increased treatment toxicity
Impaired immunity

Increase in length of hospital stay
Increased hospital readmissions
Increase in mortality

Increased treatment costs
Impaired quality of life and functional status

Butterworth CE Jr. Nutrition Today 1974;9:4-8.
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Prevalence of malnutrition in cancer patients

* Pancreas 67%

. Esophagus/stomach 60%

o Kidney/bladder 52%

* i & Lung 45%
Ovarie/uterus 41% Colonrectum 3%
*
Others 39%
*

Broast 21%

. Prostate 14%

Nutrition day in 154
French hospitals

n=1,903

1903 pts (1109Mm; 794F)
Head and neck 49%
¢
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Clinical Research Paper

Prevalence of malnutrition in patients at first medical oncology
visit: the PreMiO study

g @ Maurizio Muscaritoli’, Simone Lucia?!, Alessio Farcomeni?, Vito Lorusso®, Valeria

M a n u t r I t I o n Saracino?, Carlo Barone*, Francesca Plastino?, Stefania Gori®, Roberto Magarotto®,
Giacomo Carteni®, Bruno Chiurazzi®, Ida Pavese’, Luca Marchetti’, Vittorina

Zagonel®, Eleonora Bergo®, Giuseppe Tonini°®, Marco Imperatori®, Carmelo

Iacono'’, Luigi Maiorana'’, Carmine Pinto'!, Daniela Rubino*’, Luigi Cavanna'?,

Roberto Di Cicilia'?, Teresa Gamucci*?, Silvia Quadrini*?, Salvatore Palazzo*¢,

Stefano Minardi4, Marco Merlano*®, Giuseppe Colucci‘® and Paolo Marchetti'’ ¢,

on behalf of the PreMiO Study Group*®

Overt malnutrition by cancer site and stage

22 Italian Oncology Units
1952 patients
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Figure 3: Prevalence of overt malnutrition by cancer site (% of patients with specified tumor type), with malnutrition
defined as MNA score =17 (N=1925). M0 = stage I-III, M1 = stage IV. P=0.001 among cancer site groups.




Cachexia

Prevalence of cachexia by cancer site and stage
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Figure 4: Prevalence of cachexia by primary tumor type in the study population {¥V=1952). Cachexia 15 defined by weight
loss =5% or by the dual cnteria of BMI <20 with weight loss of 2% to 3%. M0 = stage I-III, M1 = stage IV. P<<0.001 among cancer site

ZIoups.
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Chemotherapy dose intensity predicted by baseline nutrition
assessment in Gl malignancies

Prospective study

Overall Survival by SGA Status 184 patients with Gl cancer candidates to
1] ok first-line CT

¢ = "Well-Nourished
. Mod/Sev Malnourished
\_\t\*‘\ +Well-Nourished-censored
1. Mod/Sev Malnourished- . .
censared v’ Evaluation with SGA

*Hﬂ%

T Malnourished 31%

o
@
'

o
@
1

v' Reduced initial dose
67% malnourished
35% not malnourished

Probability of Overall Survival
o
2

v’ Total planned dose
80% vs. 90%

o
»
1

00- v’ Median survival 19 months
A 500 1000 1500 2000 2500 3000 Malnourished 8.5 months
Time in months Not malnourished Not reached

Median overall survival: Well-nourished - not reached; Malnourished - 9.0 months, 95% CI 5.128 -
12.811; P<0.0001 by log-rank test

Klute KA, et al. Eur J Cancer 2016;63:189-200.



Sarcopenic Obesity Is Associated with Severe Postoperative
Complications in Gastric Cancer Patients Undergoing Gastrectomy:
a Prospective Study

Wei-teng Zhang" + Ji Lin' - Wei-sheng Chen ' - Yun-shi Huang ' + Rui-sen Wu" + Xiao-dong Chen' - Neng Lou »
Chu-huai Chi' - Chang-yuan Hu' + Xian Shen 2@

Survival impact of postoperative body mass index in Does high body mass index negatively affect the surgical outcome and

gastric cancer patients undergoing gastrectomy long-term survival of gastric cancer patients who underwent
gastrectomy: A systematic review and meta-analysis

Han Hee Lee *, Jae Myung Park *, Kyo Young Song ", Bochao Zhao, Jingting Zhang, Di Mei, Rui Luo, Huiwen Lu, Huimian Xu, Baojun Huang'
Myung-Gyu Choi *, Cho Hyun Park "

Implications of overweight in gastric cancer: A multicenter study in a Western
patient population

J. Kulig **, M. Sierzega *, P. Kolodziejezyk % J. Dadan °, M. Drews €, M. Fraczek ¢,
A. Jeziorski ©, M. Krawczyk dT Starzynska ', G. Wallner &
on behalf of the Polish Gastric Cancer Study Group

Zhang WT, et al. J Gastrointest Surg 2018;22:1861-9; Lee HH, et al. Eur J Cancer 2016;52:129-37;
Zhao B, et al. Eur J Surg Oncol 2018;44:1971-81; Kulig J, et al. Eur J Surg Oncol 2010;36:969-76.
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Weight Management and Its Role in Breast Cancer
Rehabilitation*

Wendy Demark-Wahnefried, PhD, RD'; Kristin L. Campbell, PT, PhD?; and Sandra C. Hayes, PhD?

# HISTOTYPES
# STAGES

—

Medicine (2018) 97:26 d 1 ’ Nutrients 2019, 11, 1514; doi:10.3390/nu11071514
ISystematic Review and Meta-Analysis Me I C I n e

[ OPEN
Body mass index and prognosis of breast cancer

An analysis by menstruation status when breast cancer diagnosis
Li Sun, MM®, Yulan Zhu, MB?, Qi Qian, MM?, Liming Tang, MD, PhD®"

g nutrients

Review

Nutrition and Breast Cancer: A Literature Review on
Prevention, Treatment and Recurrence

Paola De Cicco ', Maria Valeria Catani 2, Valeria Gasperi 2 Matteo Sibilano 2,
Current Oncology Reports (2019) 21: 41 Maria Quaglietta 2 and Isabella Savini 2*
https://doi.org/10.1007/511912-019-0787-1

BREAST CANCER (B OVERMOYER, SECTION EDITOR)

Elwood et al. BMC Cancer (2018) 18:76
DOI 10.1186/512885-017-3971-4

BMC Cancer
The Impact of Obesity on Breast Cancer Diagnosis and Treatment

Kyuwan Lee' - Laura Kruper? - Christina M. Dieli-Conwright ' - Joanne E. Mortimer>*

Obesity and breast cancer outcomes in @
chemotherapy patients in New Zealand - a
population-based cohort study

J. Mark Elwood""®, Sandar Tin Tin', Marion Kuper-Hommel, Ross Lawrenson®* and lan Campbell?
Current Oncology Reports (2018) 20: 47
https://doi.org/10.1007/511912-018-0688-8

BREAST CANCER (B OVERMOYER, SECTION EDITOR)

www.oncotarget.com Oncotarget, 2019, Vol. 10, (No. 33), pp: 3088-3092

Research Perspective
The Impact of Obesity on Breast Cancer Weight loss, diet composition and breast cancer incidence and

outcome in postmenopausal women

Daniel F. Argolo " - Clifford A. Hudis** - Neil M. lyengar? Kathy Pan?, Juhua Luo?, Aaron K. Aragaki® and Rowan T. Chlebowski:



CA CANCER ] CLIN 2017;67:378-397

Obesity and Adverse Breast Cancer Risk and Outcome:
Mechanistic Insights and Strategies for Intervention

Manuel Picon-Ruiz, PhD'; Cynthia Morata-Tarifa, PhD% Janeiro J. Valle-Goffin, MD?;
Eitan R. Friedman, MD*; Joyce M. Slingerland, MD, PhD @7

Breast Cancer, Inflammation, and Obesity
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Diagnostic in Obesity and Complications

Weight gain in breast cancer survivors: prevalence,
pattern and health consequences

V. Vance', M. Mourtzakis?, L. McCargar® and R. Hanning'

obesity reviews (2011) 12, 282-294

Several studies have
reported unfavourable changes in body composition, with
or without weight gain, in this population; sarcopenic
obesity, characterized by high body fat and low lean body
mass_is_prevalent. This unique pattern _of weight gain
and/or change in bodv composition is distressing for most
women, poses_significant_risk for the development of

morbi

n_ lon rm

ndition nd m 1m
disease-free survival.

Critical Reviews in Oncology / Hematology 129 (2018) 54-66

Contents lists available at ScienceDirect

Critical Reviews in Oncology / Hematology

3

R journal homepage: www.elsevier.com/locate/critrevonc

ELSEVI

Clinical implication of changes in body composition and weight in patients
with early-stage and metastatic breast cancer o

Tlaria Trestini®', Luisa Carbognin™', Sara Monteverdi®, Sara Zanelli®, Alessandro De Toma®,
Clelia Bonaiuto®, Rolando Nortilli, Elena Fiorio®, Sara Pilotto®, Massimo Di Maio®,
Antonio Gasbarrini®, Giovanni Scambia®, Giampaolo Tortora®?, Emilio Bria®*?

ith regard to body composition parameters. the majority of evi-
dence supports a prognostic role of muscle and fat mass. Particularly,
the sarcopenia, a frequent underrecognized condition in both meta-
static and earl tients, seems to be associated with an increased
risk of recurrence and death.
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Management of clinical nutrition in oncology

ESPEN Guideline
ESPEN guidelines on nutrition in cancer patients®

Jann Arends ?, Patrick Bachmann °, Vickie Baracos ¢, Nicole Barthelemy ¢, Hartmut Bertz ?,
Federico Bozzetti ©, Ken Fearon "/, Elisabeth Hiitterer ?, Elizabeth Isenring ", Stein Kaasa |,
Zeljko Krznaric /, Barry Laird ¥, Maria Larsson | Alessandro Laviano ™, Stefan Miihlebach *,
Maurizio Muscaritoli ™, Line Oldervoll -°, Paula Ravasco ", Tora Solheim -,

Florian Strasser °, Marian de van der Schueren ", Jean-Charles Preiser ***

Nutritional Support in Cancer Patients: A Position Paper A.S.P.E.N. Clinical Guidelines: .

from the Italian Society of Medical Oncology (AIOM) Nutrition Support Therapy During

and the Italian Society of Artificial Nutrition and ﬁd“lt ‘?‘nt](.:a?ceé ];fe]? tmen} midtfn
Metabolism (SINPE) €ematopoiletic [& ranspiantation

Riccardo Caccialanza'™, Paolo Pedrazzoli2, Emanuele Cereda!, Cecilia Gavazzi’, Carmine Pintot, Agostino David Allen August, MD'; Maureen B. Huhmann, DCN, RD, CSO;
Paccagnella®, Giordano Domenico Berettas, Mariateresa Nardi’, Alessandro Laviano® and Vittorina and the American Society for Parenteral and Enteral Nutrition

Zagonel”

(A.S.P.E.N.) Board of Directors

ESPEN GUIDELINES

ESPEN Guidelines on Enteral Nutrition:

ESPEN Guidelines on Parenteral Nutrition: Non-surgical oncology Non-surgical oncology“?’
F. Bozzetti?, . Arends®, K. Lundholm ¢, A. Micklewright ¢, G. Zurcher €, M. Muscaritoli "

J. Arends®*, G. Bodoky®, F. Bozzetti®, K. Fearon®, M. Muscaritoli®,

G. Selga®, M.A.E. van Bokhorst-de van der Schueren?, M. von Meyenfeldt",
DGEM: " © G. Ziircher, R. Fietkau, E. Aulbert, B. Frick, M. Holm,

M. Kneba, H.J. Mestrom, A. Zander

Arends J, et al. Clin Nutr 2017;36:11-48; Caccialanza R, et al. J Cancer 2016;7:131-5;
August DA, et al. J Parenter Enteral Nutr 2009;33:472-500; Bozzetti F, et al. Clin Nutr 2009;28:445-54;
Arends J, et al. Clin Nutr 2006;25:245-59.
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ESPEM Guideline
ESPEN guidelines on nutrition in cancer patients™ @rmm

Jann Arends *, Patrick Bachmann ", Vickie Baracos *, Nicole Barthelemy °, Hartmut Bertz *, . . .

Federico Bozzetti *, Ken Fearon "', Elisabeth Hiitterer %, Elizabeth Isenring ", Stein Kaasa | A3 Aims ﬂf nutrition th erapy
Zeljko Krznaric’, Barry Laird ¥, Maria Larsson ', Alessandro Laviano ™, Stefan Mihlebach ”,

Maurizio Muscaritoli ™, Line Oldervoll “©, Paula Ravasco P, Tora Solheim

Florian Strasser °, Marian de van der Schueren “", Jean-Charles Preiser =

7: Nutrition and metabolic interventions aim to maintain or
improve food intake and mitigate metabolic derangements, main-

tain skeletal muscle mass and physical performance, reduce the
risk of reductions or interruptions of scheduled anticancer treat-

ments, and improve quality of life.




ESPEN Guidelines for Nutritional Screening

Malnutrition Universal Screening Tool (MUST)
Nutritional Risk Screening (NRS 2002)

Mini Nutritional Assessment (MNA)

Geriatric Nutrion Risk Index (GNRI)



Data Required to Complete Nutrition Screening Tools Evaluated in
the Nutrition Screening Evidence Analysis Project

Table 3. Data Required to Complete Nutrition Screening Tools Evaluated in the Nutrition Screening Evidence Analysis Project

Tools

NST/ Simple Two- SCREEN-II  Rapid
Criteria NRS-2002" MNA-SF*  MST?  BAPEN** MUST**  Part Tool”>  NRS?” AB” Screen”  Tool #1*°

| Recent unintentional weight loss X X X X X X
Appetite
| Body mass index

X X |

bl Kl Bl Kol

Disease severity X X

Age>70y

Weight X
Height

Weight gain or loss X
Subcutaneous fat loss X

Impaired general condition X

Housebound X

Meal preparation habits and eating alone X
Dementia or depression

X
l Food intake or eating problem; skipping meals X X X X |
ility to eat and retamn food X

Intake of fluid/fruits and vegetables X

MNA-SF, Mini-Nutritional Assessment—Short Form; MST, Malnutrition Screening Tool; MUST, Malnutrition Universal Screening Tool; NRS, Nutritional Risk Screening; NST/
BAPEN4, Nutrition Screening Tool/British Association of Parenteral and Enteral Nutrition; SCREEN-II AB, Seniors in the Community: Risk Evaluation for Eating and Nutrition,
Version II, abbreviated version.

Skipper A et al. Nutritional Screening: An analysis of the evidence JPEN 2011;36:292-298 JPEN
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Nutritional approaches in cancer: Relevance of individualized (!)Cm vk
sshviar

counseling and supplementation

Paula Ravasco M.Sc., R.D., M.D., Ph.D.* F Ravasco / Nutrition 31 (2015) 603-604

Laboratorio de Nutricao of the Faculdade de Medicina de Lishoa and Hospital Universitdario de Santa Maria, Lisboa, Portugal

Yes
Patient’s Gl function? —=> Counseling+supplements

1|
Evaluate 45w much?

Intake  \which nutrients?
Prescribe

No
Insufficient >95% needs
< 50% needs Sufficient

{ !

Duration Monitor
+

Nutritional status

Parenteral <== Artificial nutrition == Enteral

Fig. 1. Evidence-based decision-making plan.
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ESPEN Cundeline
ESPEN guidelines on nutrition in cancer patients™

Jann Arends *, Patrick Bachmann *, Vickie Baracos *, Nicole Barthelemy ®, Hartmut Bertz *,
Federico Bozzeti °, Ken Fearon "', Elisabeth Hiitterer , Elizabeth Isenring ", Stein Kaasa ',
Zeljko Krznaric', Barry Laird ¥, Maria Larsson |, Alessandro Laviano ™, Stefan Miihlebach ",

Maurizio Muscaritoli ™, Line Oldervoll “°, Paula Ravasco 7, Tora Solheim * |
Florian Strasser °, Marian de van der Schueren ", Jean-Charles Preiser ™

Section B2 Energy and substrate requirements

@::..m\lm

B2 -1 Energy requirements

Strength of recommendation We recommend, that total energy expenditure of
STRONG cancer patients, if not measured individually, be
assumed to be similar to healthy subjects and

generally ranging between 25 and 30 kcalkg/day.

Level of evidence Low

Questions for research improve prediction of energy requirements in
the individual patient

B2 -2 Protein requirement

Strength of recommendation We recommend that protein intake should

STRONG be above 1 glkg/day and, if possible up to
1.5 glkg/day

Level of evidence Moderate

Questions for research effect on clinical outcome of increased

supply (1-2 g/kg/day) and composition of
protein/amino acids




NUTRITIONAL COUNSELING: DIETARY MODIFICATIONS

Nutritional
Requirements

Food Habits
Diet Modification

EVERYDAY
Be active everyday In as many ways as you can
* Walk up the stairs » Walk to the office
« Walk to the shop * Park your car a distance away

* Housework « Increase walking cach day ¢ Gardening
* increase walking up and down stairs

PHYSICAL ACTIVITY:

PHYSICAL ACTIVITY PYRAMID
FOR ADULTS



Journal of Cancer Survivorship
https://doi.org/10.1007/511764-018-0687-7

REVIEW

Nutrition impact symptoms and associated outcomes
in post-chemoradiotherapy head and neck cancer survivors: a systematic

review

Sylvia L. Crowder" - Katherine G. Douglas’ - M. Yanina Pepino - Kalika P. Sarma? - Anna E. Arthur'?

Received: 24 October 2017 /Accepted: 1 March 2018

* Eating adaptations*

*  Weight loss/low
BMI/Malnutrition

* Liquid oral nutritional
supplements

* Food sensitivities™®

Physical
Functioning

* Strength*
* Ability to carry out
activities of daily living*

+ Dietary patterns*
* Diet quality and adequacy

Nutrition

* Social eating*
* Eating adaptations*

Quality of
Life

*  Low self-esteem
* Changes in appearance
* Coping mechanisms
Fatigue
Emotional distress
Increased meal time
Social eating*

@ CrossMark

Table 5 Main takeaway points

* The most common NIS reported in post-treatment survivors was dys-
phagia (73%) followed by xerostomia (36%), trismus (36%), salivary
issues (36%), mucositis (13%), and oral pain (13%)

* 4 out of 5 studies that tracked survivors for =5 years reported a reduced
quality of life in those unable to consume a normal diet

* Alleviating the substantial NIS burden experienced by HNC survivors is
essential, but is an understudied component of the overall survivorship
care plan for head and neck cancer

* Despite the small number of studies conducted and the substantial
heterogeneity in study designs across them, as a whole, the studies
reviewed suggest NIS are prevalent in HNC beyond the acute phase of
treatment and may lead to a reduction in quality of life

* It is possible that survivors experiencing increased symptom burden or
those struggling to cope with NIS may have been more likely to
participate in the 15 research studies reviewed, and therefore, selection
bias may have occurred and should be considered with interpreting
results

» Standardization of assessment tools is necessary to screen for unmet
needs in this survivor population with the primary goal of providing
interventions to reduce NIS and increase quality of life




ESPEN Guidelines on Nutrition in Cancer

Medical oncology:

Ensuring adequate
nutrition

During anticancer drug

Strength of treatment we recommend
recommendation: to ensure an adequate
STRONG nutritional intake and to

maintain physical activity.

Level of evidence  Very low

Patients

Strength of
recommendation:
STRONG

Level of evidence

CLINICAL
e

Medical oncology:
Use of enteral and
parenteral nutrition

In a patient undergoing curative
anticancer drug treatment, if oral
food intake is inadequate despite
counselling and oral nutritional
supplements (ONS), we
recommend supplemental enteral
or, if this is not sufficient or
possible, parenteral nutrition.

Very low

Arends J, et al. Clin Nutr. 2017;36(1):11-48.
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PN During Chemotherapy

If patients develop Gl toxicity from
chemotherapy or radiation therapy,
short-term PN is usually better
tolerated (and more efficient) than EN —
to restore the intestinal function and
prevent nutritional deterioration

Supplemental PN can provide a median amount
of 1000-1250 kcal per day, from 3 to 6 times per week

Bozzetti F, et al. Clin Nutr. 2009;28:445-54.
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Patient Perception of the Comfort
of the Feeding Method
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Nasogastric Intravenous
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Scolapio JS, et al. JPEN J Parenter Enteral Nutr. 2002;26:248-50.

+ 101 hospitalized oncology
patients completed written
guestionnaire

* 91% of patients prefer
Intravenous feeding versus
nasogastric tube feeding
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Nutritional interventions in elderly gastrointestinal cancer patients:
the evidence from randomized controlled trials

Federico Bozzetti'

Abstract

Literature concerning nutritional interventions in elderly patients with gastrointestinal cancer, with special reference to random-
ized clinical trials, has been critically reviewed. This segment of oncologic population was found to be penalized by a high
prevalence of malnutrition and sarcopenia which translated in an increased rate of toxicity from chemotherapy, poor compliance
with oncologic treatments, and, finally, with a poor prognosis. Attempts to reverse this condition included a potentiation of
nutrients intake which should sequentially proceed through the use of dietary counseling and administration of standard or w-3
fatty acid—enriched oral supplements to finally come to enteral or parenteral nutrition. Randomized clinical trials investigating the
effects of simple dietary advice and use of standard oral supplements were disappointing as regards long-term compliance and
results. Nutritional and clinical benefits were reported with the use of w-3 fatty acid—enriched oral supplements and especially
with long-term supplemental parenteral nutrition. Despite the general recommendation of the scientific community that empha-
sizes the use of the enteral route, whenever possible, for delivering the nutritional support, it appears from the literature that more
consistent benefits can be achieved, especially in the long-term nutritional support, when an insufficient oral nutrition is partnered
with intravenous nutrition.




Prevalence of Malnutrition
and Current Use of Nutrition
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Volume 38 Number 2
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Nutrition Support

% of Non-
% of % of Malnourished Malnourished
Patients with Patients with Patients with % Receiving Oral % Receiving Enteral % Receiving
Disease State (n) Nutrition Support Nutrition Support Nutrition Support Supplements Nutrition Parenteral Nutrition
Blood (377) 34.5 44.5 29.3 20.3 9.5 16.2
Head and Neck (366) 63.7 76.5 51.3 36.4 40.4 6.1
Lung (247) 42.9 55.4 32.6 38.8 11.1 8.1
Breast (229) 14.8 34.0 9.89 12.3 5.2 4.1
Colon/Rectum (191) 30.4 41.3 23.3 21.5 5.8 10.9
Esophagus/Stomach (103) 65.0 77.4 46.3 47.8 25.8 19.6
Uterus/Ovaries (87) 32.2 41.0 25.0 14.7 6.8 21.3
Prostate (72) 13.9 40.0 9.7 13.0 15 45
Pancreas (42) 66.7 78.6 42.9 55.0 6.3 24.3
Kidney/Bladder (29) 41.4 66.7 14.3 28.6 15.4 7.7
Others (160) 31.9 52.2 23.7 19.1 10.6 10.2
TOTAL (1903) 39.8 57.6 28.4 24.2 13.8 9.6

Adapted from Hébuterne X, et al. JPEN J Parenter Enteral Nutr. 2014;38:196-204.
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FIGURE 3. Incidence of late radiotherapy toxicity symptoms were
calculated with Kaplan-Meier and log-rank tests and by Cox regression:
group | (n = 34), individualized counseling; group 2 (n = 29),
supplements + usual diet; group 3 (r = 26), usual diet. The incidence of
late symptoms in the 3 groups was as follows: group 3 = group 2 > group 1
(P =0.002). For all analyses, within-group and between-group comparisons
were adjusted for cancer stage, age, follow-up time, disease recurrence,
adjuvant treatments, survival, and number of patients in each group.

Individualized nutrition intervention is of major benefit to colorectal
cancer patients: Iong—term follow-up of a randomized controlled trial of

Am J Clin Nutr 2012:96:1346-53.
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FIGURE 1. Disease-specific survival was calculated by Kaplan-Meier
and log-rank tests, and the patients were divided by randomization group:
group 1 (n =34), individualized counseling; group 2 (n = 29), supplements +
usual diet; group 3 (n = 26), usual diet. Survival time in group 3 < group 2 <
group 1 (P < 0.05). For all analyses, within-group and between-group
comparisons were adjusted for cancer stage, age, follow-up time, disease
recurrence, adjuvant treatments, survival, and number of patients in each
group.
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Nutritional counseling

Nutritional counseling with or without systematic use of oral nutritional
supplements in head and neck cancer patients undergoing radiotherapy

CrossMark

Emanuele Cereda®?, Silvia Cappello®, Sara Colombo”, Catherine Klersy ¢, llaria Imarisio“, Annalisa Turri?,
Marilisa Caraccia ?, Valeria Borioli %, Teresa Monaco ¢, Marco Benazzo ¢, Paolo Pedrazzoli ¢, Franco Corbella”,
Riccardo Caccialanza **

ABSTRACT

Background: To evaluate the benefit of oral nutritional supplements (ONS) in addition to nutritional
counseling in head and neck cancer (HNC) patients undergoing radiotherapy (RT).

Methods: In a single-center, randomized, pragmatic, parallel-group controlled trial (ClinicalTrials.gov:
NCT02055833; February 2014-August 2016), 159 newly diagnosed HNC patients suitable for to RT
regardless of previous surgery and induction chemotherapy were randomly assigned to nutritional coun-
seling in combination with ONS (N = 78) or without ONS (N = 81) from the start of RT and continuing for
up to 3 months after its end.

Methods: Primary endpoint was the change in body weight at the end of RT. Secondary endpoints
included changes in protein-calorie intake, muscle strength, phase angle and quality of life and anti-
cancer treatment tolerance.

Results: In patients with the primary endpoint assessed (modified intention-to-treat population), coun-
seling plus ONS (N = 67) resulted in smaller loss of body weight than nutritional counseling alone (N =
69; mean difference, 1.6 kg [95%CI, 0.5-2.7]; P = 0.006). Imputation of missing outcomes provided consis-
tent findings. In the ONS-supplemented group, higher protein-calorie intake and improvement in quality
of life over time were also observed (P < 0.001 for all). The use of ONS reduced the need for changes in
scheduled anti-cancer treatments (i.e. for RT and/or systemic treatment dose reduction or complete sus-_
pension, HR=0.40 [95%CI, 0.18-0.91], P = 0.029).

Conclusion: In HNC patients undergoing RT or RT plus systemic treatment, and receiving nutritional
counseling, the use of ONS resulted in better weight maintenance, increased protein-calorie intake,
improved quality of life and was associated with better anti-cancer treatment tolerance.
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WHEY PROTEIN ISOLATE SUPPLEMENTATION IMPROVES BODY COMPOSITION, MUSCLE STRENGTH AND
TREATMENT TOLERANCE IN MALNOURISHED ADVANCED CANCER PATIENTS UNDERGOING

CHEMOTHERAPY

E. Cereda’, ', A Turri', C. Klersy 2, S. Cappello ', A. Ferrari 3, A. R. Filippi 4, S. Brugnatelli 3, M. Caraccia ', S. Chiellino 3
, V. Borioli ', T. Monaco 3, G. M. Stella %, L. Arcaini ¢, M. Benazzo 7, G. Grugnetti 8, P. Pedrazzoli 3, R. Caccialanza '
Clinical Nutrition and Dietetics Unit, 2Biometry and Clinical Epidemiology Service, *Medical Oncology Unit, “Radiation
Oncology Unit, *Unit of Respiratory System Diseases, ®Division of Hematology, FONDAZIONE IRCCS POLICLINICO
SAN MATTEOQO, "Department of Otolaryngology, University of Pavia and Head Neck Surgery Fondazione IRCCS
Policlinico San Matteo, 8Nursing Technical and Rehabilitation Service, FONDAZIONE IRCCS POLICLINICO SAN
MATTEQ, Pavia, ltaly

Rationale: WP represents the soluble class of dairy proteins which are known immune-enhancing constituents linked to a range of
bioactive functions, such as prebiotic effects, promotion of tissue repair, maintenance of intestinal integrity, destruction of pathogens
and elimination of toxins. WPs are rich in substrates for glutathione synthesis and could play a major role in cell protection against
free radicals, ionizing radiation, reactive oxygen species and carcinogens. Furthermore, supplementation with WP may also induce
more muscle protein synthesis than other protein sources, due to their higher anabolic potential. We evaluated the benefit of whey
protein isolate (WPI) supplementation in addition to nutritional counseling in malnourished advanced cancer patients undergoing
chemotherapy (CT).

Methods: In a single-center, randomized, pragmatic, parallel-group controlled trial (ClinicalTrials.gov: NCT02065726; February
2014 - June 2018), 166 malnourished advanced cancer patients with mixed tumor entities candidate to or undergoing CT, were
randomly assigned to receive nufritional counseling with (N=82) or without (N=84) WPI supplementation (20 grams/daily) for 3
months. Primary endpoint was the change in phase angle (PhA). Secondary endpoints included changes in standardized PhA (SPA).
fat-free mass index (FFMI), body weight, muscle strength, quality of life and CT toxicity (CTCAE 4.0 events).

Results: In patients with the primary endpoint assessed (modified intention-to-treat population), counseling plus WPI (N=66)
resulted in improved PhA compared to nutritional counseling alone (N=69): mean difference, 0.48° [95%CI, 0.05 to 0.90] (P=0.027).
Imputation of missing outcomes vielded consistent findings. WPI supplementation resulted also m improved SPA (P=0.021), FFMI
(P=0.041), body weight (P=0.023), muscle strength (P<<0.001) and in a reduced risk of CT toxicity (risk difference, -9.8% [95%CI, -
16.9 to -2.6]; P=0.009), particularly of severe (grade >3) events (risk difference, -30.4% [95%CI, -44.4 to -16.5]; P=0.001).
Conclusions: In malnourished advanced cancer patients undergoing CT and receiving nutritional counseling, a 3-month
supplementation with WPI resulted in improved body composition, muscle strength, body weight and reduced CT toxicity. Further
trials, aimed at verifying the efficacy of this nutritional intervention on mid and long-term primary clinical endpoints in newly
diagnosed specific cancer types, are warranted.

Disclosure of Interest: None Declared

Keywords: chemotherapy, Nutrition supplement



Beneficial effect of educational and nutritional intervention on
the nutritional status and compliance of gastric cancer patients
undergoing chemotherapy

ABSTRACT

Surgery combined with chemotherapy is the standard treatment for gastric cancer (GC); however,
chemotherapy-relative adverse effects are common and result in malnutrition and a poor prognosis.
In addition, compliance to postoperative chemotherapy remains a problem. This study aimed to
prospectively investigate the effect of educational and nutritional interventions on the nutritional
status and compliance of GC patients undergoing postoperative chemotherapy.

A total of 144 GC patients were randomized into an intervention group that received intensive
individualized nutritional and educational interventions during the entire course of chemotherapy and
control group that received basic nutrition care and health education during hospitalization. The
nutritional status and compliance between the two groups were compared. The interventions
significantly improved calorie and iron intake within 24 h after the first chemotherapy session, and
improved patients’ weight, hemoglobin, total serum protein, and albumin levels during the entire course
of chemotherapy. The compliance rate with chemotherapy was significantly higher in the intervention
group than in the control group (73.61% vs. 55.56%, P = 0.024). A combination of nutritional and
educational interventions provided beneficial effect on the nutrition status and compliance of gastric
patients undergoing postoperative chemotherapy, which is worthy of clinical application.

Table 2. Daily intake of energy (kcal) and iron (mg) data Table 5. Patients’ compliance rate and withdrawal rate due to
. b the adverse effects, n(%).
collected after 24h from the 1st session of chemotherapy, median
(PR25 PR?S) Control Intervention P
- Overall compliance rate 40 (55.56) 53(73.61) 0.024
Parameters Control Intervention P 0verall withdrawal rate 30 (41.67) 14 (19.44) 0.004
bCumulative withdrawal rate
_ 1st 2(2.78) 0 (0.00) 0.497
Energy, kcal 822 (590, 1155) 1212 (761, 1827) <0.001 ond 3(417) 0(0.00) 0945
Energy/RNI, % 37.63 (2458, 48.1 5) 5142 {3202, 7647) <0.001 3rd 9 (12.50) 1(1.39) 0.009
[ron, mg 10 (5, 16) 15 (9, 23) 0.006 4th 15 (20.83) 2(2.78) 0.001
[ron/RNI, % 71.39 (32.99, 125.21) 101.11 (8.90, 23.18) 0.003 Sth 21(2917) 8 (11.11) 0.007
6th 29 (40.28) 12 (16.67) 0.002
7th 30 (41.67) 14 (19.44) 0.004

RNI, recommended nutritional intake.

“The overall rate of withdrawal due to the adverse effects.
PThe cumulative rate of withdrawal due to the adverse effects after each ses-
sion of chemotherapy.

Xie FL, et al. Nutr Cancer 2017;69:762-71.



Impact of home enteral nutrition in malnourished
patients with upper gastrointestinal cancer: A multicentre
randomised clinical trial
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Fig. 1. Percentage variation in body weight over the study.

Patients and methods: Patients with upper GI cancer and candidate to major surgery were
included in the protocol when the nutritional risk screening (NRS 2002) score was >3. All pa-
tients were supported with enteral nutrition through a jejunostomy after surgery and
randomly assigned to continue enteral nutrition or receiving nutritional counselling after
discharge. Nutritional and performance status, quality of life (QoL) and tolerance to cancer
treatment have been evaluated at 2 and 6 months after discharge.

Results: Seventy-nine patients were randomised; 38 continued enteral nutrition at home and
41 patients received nutritional counselling only. After 2 months, patients on HEN maintained
their mean body weight, while patients in the nutritional counselling group showed a weight
loss of 3.6 kg. Patients supported on HEN had a higher chance to complete chemotherapy as
planned (48% versus 34%). QoL was not worsened by HEN. No complications were reported.

Gavazzi C, et al. Eur J Cancer 2016;64:107-12.



Program of gastrointestinal rehabilitation and early
postoperative enteral nutrition

Abstract

Nutritional depletion is commonly observed in patients undergoing surgical treatment for a gastrointestinal malignancy. An
appropriate nutritional intervention could be associated with improved postoperative outcomes. The study was aimed to
determine the effect of a program of gastrointestinal rehabilitation and early postoperative enteral nutrition upon complica-
tions and clinical outcomes in patients who experienced gastrointestinal surgery for cancer. This is a prospective study (2013
January-2015 December) of 465 consecutive patients submitted to gastrointestinal surgery for cancer and admitted to an
Oncological Intensive Care Unit. The program of gastrointestinal rehabilitation and early postoperative enteral nutrition
consisted on: (1) general rules: pain relive, early mobilization, antibiotic prophylaxis, deep vein thrombosis prophylaxis and
respiratory physiotherapy; and (2) gastrointestinal rules: gastric protection, control of postoperative nausea and vomiting,
early nasogastric tube remove and early enteral nutrition. The most frequent surgical sites were colorectal (44.9%), gyneco-
logical with intestinal suturing (15.7%) and esophagus/stomach (11.0%). Emergency surgery was performed in 12.7% of
patients. The program of intestinal rehabilitation and early postoperative enteral nutrition reduced major complications (19.2
vs. 10.2%: p = 0.030), respiratory complications (p = 0.040), delirium (p = 0.032), infectious complications (p = 0.047)
and gastrointestinal complications (p < 0.001). Intensive care unit mortality (p = 0.018), length of intensive care unit stay
(p < 0.001) and length of hospitalization (p < 0.001) were reduced as well. A program of gastrointestinal rehabilitation and
early postoperative enteral nutrition is associated with reduced postoperative complications and improved clinical outcomes
in patients undergoing gastrointestinal surgery for cancer.

Table 4 Postoperative clinical Variables 2013 (N=151) 2014 (N=168) 2015 (N = 146)
outcomes
OICU readmission, n (%) 22 (14.6) 18 (10.7)7=030D 14 (9.6)7=01%)
Length of OICU stay, days [mean (SD)] 34(1.4) 3.1 (1.1)=1000 2.3 (0.7)P<0-00D)
OICU mortality, n (%) 22 (14.6) 18 (10.7)7=0-20D 9 (6.2)P=001%)
Length of hospital stay, days [mean (SD)] 9.8 (3.8) 8.5 (2.5)P<0-00D) 8.2 (3.2)P=0004)
Hospital mortality. n (%) 24 (15.9) 25 (14.9)P=0-802) 20 (13.8)P=0-504)

SD standard deviation, OICU Oncological Intensive Care Unit
“The year 2013 was used as a reference for all comparisons

Martos-Benitez FD, et al. Updates Surg 2018;70:105-12.



Nutrition support can bring survival benefit to high nutrition risk
gastric cancer patients who received chemotherapy
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Abstract

Purpose The international guidelines recommend the use of supplemental parenteral nutrition (SPN) in cancer patients when they
are malnourished and hypophagic and where enteral nutrition is not feasible. However, there are limited data on the short-term
effects of SPN in this patient population.

Methods The aim of this bicentric single-arm clinical trial (NCT02828150) was to evaluate the effects of early 7-day SPN on
bioimpedance vectorial analysis (BIVA)-derived body composition, handgrip strength (HG), and serum prealbumin (PAB) in
131 hypophagic, hospitalized cancer patients at nutritional risk, with contraindications for enteral nutrition.

Results One hundred eighteen patients (90.1%) completed the 7-day SPN support regimen and 102 of them (86.4%) were in
advanced disease stage.

SPN induced a significant improvement of phase angle (PhA, +0.25 [95% CI 0.11, 0.39]; p=0.001), standardized phase
angle (SPA, +0.33 [95% C10.13, 0.53]; p =0.002), HG (+ 2.1 kg -95% CI 1.30, 2.81]; p < 0.001), and PAB (+ 3.8 mg/dL [95%
CI2.1,5.6]; p<0.001).

In multivariable analysis, the effects on BIVA parameters were more pronounced in patients (N =90, 76.3%) in whom
estimated protein and calorie requirements were both satisfied (adjusted difference: PhA, +0.39 [95% CI 0.04, 0.73]; p =
0.030; SPA, +0.62 [95% C1 0.16, 1.09]; p =0.009).

No significant changes in hydration status were detected and no severe metabolic or other complications occurred.
Conclusions Early 7-day SPN resulted in improved body composition, HG and PAB levels in hypophagic, and hospitalized
cancer patients at nutritional risk in the absence of any relevant clinical complications. Further trials, aimed at verifying the

efficacy of this early nutritional intervention on mid- and long-term primary clinical endpoints in specific cancer types, are
warranted.



Received: 17 August 2018 Revised: 30 December 2018 Accepted: 8 January 2019

DOI: 10.1111/ecc.13003

FEATURE AND REVIEW PAPER WILEY

Is home parenteral nutrition safe for cancer patients? Positive
effects and potential catheter-related complications: A

systematic review

Habibe Ozcelik!? | Sebahat Gozum? | Zeynep Ozer®

Abstract

Purpose: Total Parenteral Nutrition began to be applied frequently in the houses of
patients starting from the 1990s and is stated in literature as Home Parenteral
Nutrition (HPN). The purpose of this review is to answer the question of whether or
not HPN is safe for cancer patients.

Methods: Searches were conducted in Cochrane, CINAHL, PubMed, Springer,
Google Scholar, and the Web of Science databases.

Results: The 1,949 articles were accessed in the total, and 20 articles have been in-
cluded in the review. In the studies being evaluated, it can be determined that HPN
has influenced the quality of life, performance status, and the nutrition level of can-
cer patients positively. Most frequently seen complications were infections relating
to the catheter, the mechanical obstruction in the catheter and venous thrombosis.
For each 1,000 days with HPN or a catheter, infections in the interval of 0.05 and
3.08, mechanical problems in the interval of 0.07 and 2.13, and thrombosis in the
interval of 0.05 and 0.20 were determined.

Conclusions: While HPN influenced quality of life, nutrition, and the personal perfor-

mance of cancer patients positively, the rate of complications is at a level that can be

managed at home.

38



Limitations

Invited editorial

The oncology wall: Could Ali Baba have got to the nutrition treasure without using
the correct words?

Evidence showing that nutrition support is a relatively cheap
adjuvant therapy enhancing the efficacy and effectiveness of
anti-tumour therapies may contribute to implement nutritional

care into daily clinical practice

Laviano A & Fearon KC. Clin Nutr 2013;32:6—7.



Prevalence of malnutrition and current use of
nutrition support in patients with cancer

Table 4. Nutrition Support.

% of Non-
% of Malnourished | Malnourished % Receiving

% of Patients With Patients With Patients With % Receiving Oral % Receiving Parenteral
Disease Site (n) Nutrition Support | Nutrition Support | Nutrition Support ~ Supplements Enteral Nutrition ~ Nutrition
Blood (377) 345 44.5 293 20.3 9.5 16.2
Head and neck (366) 63.7 76.5 513 36.4 40.4 6.1
Lung (247) 42.9 55.4 32,6 38.8 11.1 8.1
Breast (229) 14.8 9.89 12.3 5.2 4.1
Colon/rectum (191) 30.4 233 21.5 5.8 10.9
Esophagus/stomach 65.0 46.3 47.8 25.8 19.6

(103)

Uterus/ovaries (87) 32.2 . 25.0 14.7 6.8 21.3
Prostate (72) 13.9 40.0 9.7 13.0 1.5 4.5
Pancreas (42) 66.7 78.6 42.9 55.0 6.3 243
Kidney/bladder (29) 41.4 66.7 14.3 28.6 15.4 1.7
Others (160) 31.9 522 23.7 19.1 10.6 10.2
Total (1903) 39.8 57.6 284 24.2 13.8 9.6

Hébuterne X, et al. J Parenter Enteral Nutr 2014;38:196—204.
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Weight Loss Randomized Intervention Trials in Female

Cancer Survivors
Rowan T. Chlebowski and Marina M. Reeves

After a decade of preliminary studies, ongoing randomized, controlled clinical trials will potentially
provide definitive assessment of whether weight loss can improve breast cancer clinical outcome.

Longer-term interventions (> 2 years' duration) may be needed to optimize weight loss maintenance
and any potential benefits on cancer end points.

VOLUME 34 - NUMBER 7 - MARCH 1, 2016

Randomized Trial Comparing Telephone Versus In-Person
Weight Loss Counseling on Body Composition and
Circulating Biomarkers in Women Treated for Breast Cancer:
The Lifestyle, Exercise, and Nutrition (LEAN) Study

Maura Harrigan, Brenda Cartmel, Erikka Loftfield, Tara Sanfi, Anees B. Chagpar, Yang Zhou, Mary Playdon,
Fangyong Li, and Mefinda L. Irwin

VOLUME 35 + NUMBER 24 - AUGUST 20, 2017

Efficacy of a Weight Loss Intervention for African American
Breast Cancer Survivors

Melinda Stolley, Patricia Sheean, Ben Gerber, Claudia Arroyo, Linda Schiffer, Anjishnu Banerjee, Alexis Visotcky,
Giamila Fantuzzi, Desmona Strahan, Lauren Matthews, Roxanne Dakers, Cynthia Carridine-Andrews, Katya
Seligman, Sparkle Springfield, Angela Odoms-Young, Susan Hong, Kent Hoskins, Virginia Kaklamani, and Lisa Sharp

Conclusion

Both in-person and telephone counseling were effective weight loss strategies, with favorable
effects on C-reactive protein levels. Our findings may help guide the incorporation of weight loss
counseling into breast cancer treatment and care.

WHICH
OUTCOMES

Conclusion

The study supports the efficacy of a community-based interventionist-guided weight loss program
targeting AABCS. Although mean weight loss did not reach the targeted 5%, the mean loss of = 3%
at 6 months is associated with improved health outcomes. Affordable, accessible health promaotion
programs represent a critical resource for AABCS.
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Brief report

Awareness and consideration of malnutrition among oncologists: @C -
Insights from an exploratory survey ‘
Riccardo Caccialanza M.D.?, Emanuele Cereda M. D Ph.D.?, Carmine Pinto M.D.",

Paolo Cotogni M.D., M Sc.© Gabuella Farina M.D.Y, Cecilia Gava221 M.D.5,

Chiara Gandini M.D.", Mauatetesa Nardi M.D. £, Vlttouna Zagonel M.D.“,
Paolo Pedrazzoli M.D. "

Responders: 5.7%

Table 2
Cross-tabulation of answers to the questions
Questionnaire items %
1. Do nutritional assessment and support play a role in the daily care of cancer patients?
Yes, they are integral part of the therapeutic program since diagnosis 28
They play an important role, but they are not performed on a routine basis 56
They play a secondary role compared to cancer treatments 16
Not at all 1
2. How would you rate the role of nutritional status in the practicability of/tolerance to cancer treatment?
Crucial 47
Rather important, often decisive 50
Little important, rarely decisive 3
Useless 0
3. When is nutritional assessment performed?
21

During the first visit and all the follow-up visits
During the first visit, then only when the patient reports weight loss and/or the reduction of food intake 30

Only during the first visit
Only when the patient reports weight loss and/or the reduction of food intake 46
Not at all 3




Cancer-related malnutrition management: a survey among Italian Oncology Units and Patients’ Associations.

Riccardo Caccialanzal®, Federica Lobascio!, Emanuele Cereda?, Giuseppe Aprile?, Gabriella Farina3, Francesca Traclo4, Valeria Boriolil, Marilisa Caraccial,

Annalisa Turril, Francesco De Lorenzo* and Paolo Pedrazzoli®, on behalf of the AIOM-SINPE-FAVO and Fondazione AIOM Working Group.

FAV.O.

‘ Federazione ltaliana delle
Associazioni di Volontariato
in Oncologia

Background: Attitudes towards cancer-related malnutrition vary considerably among oncologists and

nutritional support is often not handled according

to the available guidelines.

-T!k SINPE
Cha Sockta aliana diNutiziene ariiciale e ebolismo— [Viethods: The Italian Association of Medical Oncology (AIOM), Italian Society of Artificial Nutrition and

Metabolism (SINPE), Italian Federation of Volunteer-based Cancer Organizations (FAVO), and Fondazione

AIOM Working Group conducted a national web-based survey addressed to all Italian Oncology Units

referees and Italian Cancer Patients Associations. The aim was to investigate the current management of

malnutrition and views on nutritional care among oncologists and patients.

ts: One hundred and seventy-one@51.6°a) of the 331 registered Italian Oncology Units and 75

| 4 38.59) of the 195 FAVO local communities participated in the survey. Nutritional assessment and
sUpport were integrated into patient care from diagnosis for 35% of Oncology Unit referees and 15% of
FAVO associates. According to 42% of oncologists, nutritional assessment was carried out only after
patients requested it, while it was not performed at all for 45% of FAVO associates. Almost 60% of patient
affiliates were not aware of clinical referrals for home artificial nutrition management. However, for
almost all responders, the evaluation of nutritional status was considered crucial in predicting
tolerance to anti-cancer treatment.

Conclusions: Although malnutrition was considered a limiting factor in oncology treatments by both
oncologists and patients, nutritional care practices still appear largely inappropriate. Attitudes differ
between oncologists and patients, the latter reporting a more dissatisfied picture. Improving nutritional
care in oncology remains a challenging task.
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Integration of oncology and palliative care: a Lancet Oncology
Commission

Stein Kaasa®, Jon H Loge™, Matti Aapro, Tit Albreht, Rebecca Anderson, Eduardo Bruera, Cinzia Brunelli, Augusto Caraceni, Andrés Cervantes,
David C Currow, Luc Deliens, Marie Fallon, Xavier Gémez-Batiste, Kjersti S Grotmol, Breffni Hannon, Dagny F Haugen, Irene J Higginson,
Marianne | Hjermstad, David Hui, Karin Jordan, Geana P Kurita, Philip | Larkin, Guido Miccinesi, Friedemann Nauck, Rade Pribakovic, Gary Rodin,
Per Sjegren, Patrick Stone, Camilla Zimmermann, Tonje Lundeby

Panel 16: Main objectives of the recommendations for a global core curriculum in

: Although specialist palliative care has been found to
medical oncology

improve symptom control compared with oncology care

« Toscreen, assess, prevent, and manage symptoms Of atients with cancer such as . .
’ P ' ge symp P alone,” many symptoms have few effective therapies and

pain, fatigue, anorexia, anxiety, depression, breathlessness, and nausea

+  To communicate effectively with patients and families about understanding of and remain undertreated even by a comprehenswe palhatlve
coping with cancer, prognosis, difficult decisions, end-of-life and its preparation, care teamm’m—eg, anorexia-cachexia is reported in up
including psychosocial and existential dimensions to 60% of patients with advanced cancer. Management of

- _To recognise the role of cancer rehabilitation, including physical therapy and nutrition cachexia should begin at the precachexia phase, when

+ To recognise the importance of culturally competent, multidisciplinary care that also

< cludes the families patients are seen predominantly by their oncologists.

+ Tounderstand how to integrate palliative interventions in routine multidisciplinary Here, multimodal multidisciplinary interventions target-
cancer care ing nutrition, physical activity, inflammation, appetite,
+ To recognise the difference between burnout, compassion fatigue, and depression and nutritional impact symptoms are essential ®5

To ensure timely referral to specialist palliative care teams

Palliative care specialists need not only to collaborate
with surgeons, radiation oncologists, medical oncologists,
and haematologists clinically, but also to conduct
research studies to identify the best ways to optimise
patients’ functional status and nutritional status before,
during, and after treatments. More research is also

Kaasa S, et al. Lancet Oncol 2018;19:e588-63.



Disinformation and myths

Open Access News

ESMDOpen The integrating nutritional therapy in
T oncology (INTO) project: rationale,
@ cossvark Structure and preliminary results

Riccardo Cacc:ialanza,1 Francesco De Lorenzo,” Paolo Pedrazzoli,3 for the AIOM-
SINPE-FAVO Working Group

ESMO Open 2017;2:e000221. doi:10.1136/ esmoopen-2017-000221

Disinformation is a critical point with
regard to nutrition for patients with cancer.
Despite the lack of evidence-based data,
hundreds of books and websites promote
anticancer diets and nutritional supple-
ments.
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O'Flanagan et al. BMC Medicine (2017) 15:106

DOI 10.1186/512916-017-0873x BMC MedICIﬂe

When less may be more: calorie restriction ® e
and response to cancer therapy

Ciara H. O'Flanagan’, Laura A. Smith', Shannon B. McDonell' and Stephen D. Hursting'**#'
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Fig. 1 Mechanisms through which calorie restriction (CR) affects response to anticancer therapy. CR, fasting, or fasting-mimicking diets (FMDs)
cause reduced Akt/mTOR and Ras signaling in normal cells, resulting in senescence, reduced growth, and protection from cytotoxic treatment, while
in tumor cells, oncogenic signals remain and cells are sensitive to anti-mitotic therapies. CR, fasting, and FMD also reduce pro-inflammatory cytokines
in the circulation and in the tumaor microenvironment niche, as well as reduced leptin, insulin, IGF-1, and glucose. CR can reduce desmoplasia
surrounding the tumor tissue, which may facilitate better therapeutic drug delivery to the tumor cells. CR can also aid in immunosurveillance of tumors
by reducing T.ey populations that inhibit cytotoxic CD8" T cells. This figure has not been published elsewhere
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NATURE REVIEWS | CANCER CORRESPONDENCE

Riccardo Caccialanzal®)' *, Giuseppe Aprile?,
Emanuele Cereda’ and Paolo Pedrazzoli*

Fa Sti n g i n O n COI O gy: a WO rd Of IClinical Nutrition and Dietetics Unit, Fondazione IRCCS

Policlinico San Matteo, Pavia, Italy.
’Department of Oncology, San Bortolo General

Ca u tl O n Hospital, Vicenza, Italy.

3Medical Oncology Unit, Fondazione IRCCS Policlinico
San Matteo and Department of Internal Medicine,

Riccardo Caccialanza®, Giuseppe Aprile, Emanuele Cereda and University of Pavia, Pavia, Italy.
. *e-mail: r.caccialanza@smatteo.pv.it
Paolo Pedrazzoli

https://doi.org/10.1038/s41568-018-0098-0

Another worrying aspect is that the
application of fasting in oncology has been
prematurely reported by the media as a
potential advance in medical oncology, to
the point where FDM Kkits have recently

The statement by Nencioni et al., “We
propose that the combination of FMDs
with chemotherapy, immunotherapy or
other treatments, represents a potentially
promising strategy to increase treatment

efficacy, prevent resistance acquisition been commercialized’. These may negatively
and reduce side effects”’, is devoid of clear interfere with cancer care, as patients at
clinical evidence and conflicts with recent risk of malnutrition or sarcopenia could
recommendations from international autonomously decrease protein—calorie

scientific societies'*',

intake during treatment®.

Data on fasting and calorie restriction in
combination with chemotherapy currently
represent only a potential for clinical
development, and future articles reviewing
this topic can hopefully include conclusive
clinical data in order to consider
whether fasting can be used in clinical
practice.
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. b) 3IFOM, FIRC Institute of Molecular Oncology,
a word of caution Vian, il

“Longevity Institute, Leonard Davis School of
Gerontology and Department of Biological Sciences,

Alessio Nencioni, Irene Caffa, Salvatore Cortellino and Valter D. Longo University of Southern California, Los Angeles,
CA, USA.

*e-mail: viongo@usc.edu
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We would like to thank Caccialanza and
colleagues for their thoughtful letter on our
recent Opinion article (Nat. Rev. Cancer 18,
707-719 (2018))'. We fully agree with these
authors (Fasting in oncology: a word of
caution. Nat. Rev. Cancer https://doi.org/
10.1038/s41568-018-0098-0 (2019))* that
until larger clinical studies confirm the
efficacy of fasting and fasting-mimicking
diets (FMDs) in cancer therapy, these dietary
regimens should only be applied as part of
clinical trials. We also agree that, even though
the published studies of these approaches
failed to highlight severe side effects’™, issues
of malnutrition and of sarcopenia were only
partially addressed in these studies. With
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Why do women fast during breast cancer
chemotherapy? A qualitative study of the patient
experience

Sébastien Mas'>*@®, Alice Le Bonniec"? and
Florence Cousson-Gélie'*

Background. Why do patients practice fasting? The effects of fasting before treatment
with chemotherapy for cancer in humans are currently unknown. However, there is an
apparent enthusiasm for fasting among cancer patients. This qualitative study provides
data on the motivations to fast and the experience of fasting among a population of
women with breast cancer.

Method. Sixteen semi-structured interviews were conducted, and two researchers
independently performed a thematic analysis. To ensure the internal validity of the study,
patients had the possibility to rate their agreement with the study results through a
satisfaction questionnaire.

Results. Six main themes were identified in this study: main reasons to fast, alternative
authorities to the oncologist, adapting the fast to social and lifestyle constraints, fasting effects
felt during chemotherapy, barriersandfacilitators of fasting during chemotherapy, and seeking
foramoreintegrative medicine. Patients’ primary motivation to fast was to lower the negative

side effects of chemotherapy. Fasting was also reported as a coping strategy to give them a

greater sense of control over their treatment and to reduce their anxiety.

Clinical implications. Results from the study suggest that, if discouraged from fasting,

patients may turn to complementary health care practitioners for support. Medical
professionals may thus not know of patients’ fasting practice. Health psychologists could
play a key role fostering the dialogue between different health professionals and the
patient. They could also help to meet patients’ needs during cancer treatment to reduce
treatment anxiety.
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ART. 1 -TIPOLOGIA
Si propone di attivare,_per I'a.a. 2019/2020. il Master Universitario di Il livello in "NUTRIZIONE IN

-ONCOLOGIA" ai sensi dellart. 3 ¢. 9 del D.M. 270/2004, degli artt. 36, 37 e 38 dello Stafufo

dell'universita degli Studi di Pavia, dell'articolo 12 del Regolamento didattico di Ateneo nonché del
Regolamento per I'lstituzione di Corsi per Master Universitario, Corsi di Perfezionamento e Corsi di
Aggiornamento e Formazione Permanente” presso il Dipartimento di Medicina Interna e Terapia
Medica

Edizione: |

Area di afferenza: Medica

ART. 2 - OBIETTIVI FORMATIVI, SBOCCHI PROFESSIONALI E ATTRATTIVITA DEL CORSO

Il Master ha lo scopo di fornire una formazione avanzata incentrata sullo studio della nutrizione
applicata all'oncologia, tematica che si sta delineando negli ultimi anni come un fattore chiave sia per la
prevenzione che per la cura dei tumori.

Se da una parte una corretta alimentazione pu¢ contribuire a ridurre I'incidenza di principali patologie
oncologiche, & ormai note che la malnutrizione & una comorbidita di frequente riscontro nei pazienti con
patologie neoplastiche. Le cause di tale condizione sono molteplici, riconducibili sia a fattori locali,
correlati alla presenza della neoplasia, sia sistemici, ossia fattori bioumorali o localizzazioni a distanza.
Gli stessi trattamenti terapeutici (radioterapia, terapie mediche e chirurgiche) possono essere inoltre
responsabili di un deterioramento dello stato di nutrizione attraverso un incremento dei fabbisogni
energetici e/o di un’alterazione dell'apporto e dell'assorbimento dei nutrienti.

La terapia nutrizionale & di fondamentale importanza per il miglioramento della salute della popolazione
e della qualita delle cure, cui occorre riservare i giusti investimenti in termini formativi, comunicativi ed
economici. In particolare, l'intervento valutativo tempestivo e il supporto nutrizionale assumono grande
valore alla luce dell'evidenza che la condizione nutrizionale influenza non solo lincidenza delle
principali patologie oncologiche, ma anche la risposta ai trattamenti e 'insorgenza di complicanze a
essi associate (con conseguente aumento dei tassi di interruzione/sospensione dei trattamenti e della
durata delle degenze ospedaliere), con impatto sulla qualita di vita e sulla sopravvivenza.

Tutto cid si traduce in evidenti e sostanziali vantaggi, non solo in termini clinici, ma anche economici.
Nonostante le numerose e consistenti evidenze scientifiche, la valutazione e il supporto nutrizionale
sono ancora troppo spesso trascurati nelle strutiure sanitarie, cosi come I'educazione alimentare &
ancora gestita in modo frammentario.

A questa situazione si aggiungono il mercato sempre crescente degli integratori nutrizionali, che sono
prescritti o acquistati autonomamente dai paziente nella quasi totale assenza di evidenze scientifiche
convincenti, e I'enorme confusione mediatica sull'alimentazione in genere, spesso creata e alimentata a
puro scopo commerciale. Questi aspetti fuorvianti possono compromettere la salute dei pazienti
oncologici, i quali rischiano di ridurre progressivamente i propri apporti nutrizionali fino all'insorgenza di
malnutrizione o sarcopenia.

In un sistema sanitario con domanda di salute crescente e risorse limitate, la formazione di esperti su
questa tematica e lo sviluppo di presidi nutrizionali di comprovata efficacia, pué consentire un risparmio
ad altre voci della spesa sanitaria, un'allocazione efficiente delle risorse e un aumento del livello di
salute dei cittadini.
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Nutritional support for cancer patients: still a neglected right?

Riceardo Caccialanza "ﬁ - Francesco De Lorenzo® - Luca Gianotti® -

Vittorina Zagonel® - Cecilia Gavazzi® » Gabriella Farina® + Paolo Cotogni” -
Saverio Cinieri® - Emanuele Cereda' - Paolo Marchetti” - Mariateresa Nardi'" -
Elisabetta lannelli’ + Claudia Santangelo” » Francesca Tracly® » Carmine Pinto "' -
Paolo Pedrazzoli'*

Table 1  Cancer Patients’ Bill of Rights for appropriate and prompt
Nutritional Support

1. Right to comect information and nutritional counseling: every cancer
patient has the nght to comprehensive evidence-based clinical infor-
mation on herhis nutntional status, possible associated consequences
and available nutritional therapeutic options: nutritional counseling to
adapt her'his diet to suit ensuing medical, surgical or mdiotherapeutic
treatment.

2. Right to nutnitional screening and assessment: every cancer patient
has the right to nutritional screening to reduce the nsk of malnutrition,
using validated tools, both at diagnosis and at regular time points,
while ensuring that the cancer type and stage are taken into account
along with any tn likely to affect nutritional status. Every cancer
patient at nuiritional risk, has the nght to prompt refermal for
comprehensive nutritional assessment and support to Clinical Nutrition
Services or to medical personnel with documented skills in clinical
nutrition. Nutritional assessment must be an integral part of any
diagnostic-therapeutic regimes developed by Oncology Units.

3. Right to dictary prescriptions: every cancer patients at nutritional risk or
malnutrition has the nght to receive personalized dietary prescriptions by
medical personnel with documented skills in clmical nutrition.

4. Right to oral nutritional supplements: every cancer patient at
nutntional nsk has the right, accordng to clinical conditions and
specific nutrient deficiencies, to receive oral nutritional supplements,
including vitamins and mincrals.

5. Right to appropriate and prompt antificial nutrition: artificial nutrition
15 a complex therapeutic procedure that requires specific medical skills,
as it may be associated with severe complications 1f not camied out
according to evidence-based standard operating protocols. Every can-
cer patient at nuiritional risk, who 1s unable mamtam an adequate
nutritional status despite nutritional counseling and oral nutritional
support, has the right to receive appropriate and swift artificial nutrition
m every health care setting, as part of continuing care.

6. Right to appropriate and safe home artificial nutrition: every cancer
patient, who needs to continue antificial nutrition after hospital
discharge, has the right to receive appropriate and safe home artificial
nutntion, prescrbed by Clinical Nutntion Services or medical
personnel with documented skills in clmical nutrition.

7. Right to nutritional support monitoring: every cancer patient requiring
nutritional support has the nght to penodic reassessment of treatment
adequacy and efficacy using established integrated health care regimes
which ensure the collaboration of both Oncologists and Clinical
Nutritionists.

% Right to treatment for overweight-related health problems during or
after cancer treatment: every cancer patient has the right to be referred
to Chinscal Nutriion Services, dunng or after oncologic rehabilitation
programs, so that ideal body weight can be recovered or mamtained. to
avoid the negative impact of increased weight on prognosis and the
clinical course of many cancer types.

9. Right to psychological support: malnutrition and overweight
considerably affect body image and can cause problems within
families. Any patient likely to expenience such problems has the right
to receive appropriate and swift psychological support.

10. Right to participate in clinical nutntion trials: every cancer patient
has the nght to be enrolled in clinical studies on nutnitional support at
different stages of the disease.

7-Dintto ot corretta informazions e al counsebng nitrizionale
ni malat ha diritto a ri da parte di personale sanitario con dinu-
trizione clinica:

b id finich rdoal i alle bili

Ze a esso associate e lle di opzioni
- che fornisca indicazioni su come adeguare la propria al principi

i rico.
dei tumori, in relazione anche alle eventuali comorbidita, terapie me-

nosciuti come utili P
diche, chirurgiche o radioterapiche previste.

- allo screening e alla vaditozione dlello Stato witrizionale
Ogni malato oncologico ha diritto allo screening aindi le presenza del rischio di malnu-
trizione. Lo sc ing di eq validati alla diagnosi e rip i { da part
curante a intervalli regolari, nel caso di neoplasie, che, per tipologia, stadio o Possono i
lo stato di nutrizione. Ogni malato a rischio di ha diritto alla completa e iva del props
nutrizionale da parte di personale sanitario afferente ai di izi linica o, i

, . s PR

.La
» assistenziali elaborati dalle strutture oncologiche.
#

8-Dinttto alle prescrizion mitrizionah

dico afferente ai Servizi di

Ogni malato oncologico a rischio di malnutrizione ha diritto, in relazibne alle condizioni cliniche e carenziali presenti, su prescri-
zione di personale medico afferente ai Servizi di Nutrizione Clinica o con documentate e riconosciute competenze di nutrizione
clinica, all'accesso gratuito agli integratori nutrizionali orali, compresi i supporti vitaminici e minerali

5 -Dintto a ricevere wa witrizione artficiale gppropriata e tempestua
La nutrizione artificiale & una metodica terapeutica complessa che ricffrede specific pub presenta-
re, se non condotta secondo criteri di qualita e sicurezza, complicanze anche gravi. Ogni melazo on;o!ogxo arischio di malnutri-
zione, non in grado di un stato di il counseling ed eventuali integra-
zioni, ha diritto a ricevere sia in ospedale, sia nelle strutture residenziali, nellambito di un progetto di continuita assistenziale,
supporto di artificiale, su préscuont di personale medico afferente ai Servizi di Nutri-

i clinica

diper

un ap e temp
zione Clinica o con docu! riconosciute

oéi malato oncologico che necessita di proseguire il Suppao{t%%lziﬂne artificiale oltre i térrhini délla degenza ospedaliera
ha diritto a ricevere un trattamento di nutrizione artificiale domiciliare appropriato e sicuro, su prescrizione di personale medico
afferente ai Servizi di linica o con e riconosciute di linica.

7 -Dintto ol montoraggio del sypporto witrzionale

Ogni malato oncologico che necessita di :
223 e dellefficacia de! trattamento da parte dell'oncologo e di personale sanitario afferente ai Servizi di Nutrizione Clinica o con

documentate e riconosciute competenze di nutrizione clinica, nel contesto di percorsi sanitari integrati e condivisi da equipes
multidisciplinari.
Ogni malato oncologico ha diritto all'accesso gratuito ai Servizi d’ amzmne Clinica nelambito dei pm%m.miom on-

cologica durante e dopo i trattamenti attivi, al fine di recuperare il proprio peso ideale, anche in considerazione dell'impatto del
sovrappeso sulla prognosi e sul decorso clinico di molte patologie neoplastiche.

Q-Ditto al sypporto

ante sulf del mal; i di-

La i perd Z ol i ol e
namich: i i.Ogni malato a risc props diritto aun ap-

propriato e tempestivo supporto psicologico gratuito.

10 -Dinttto apartecipare a stk chinici controllat in tema o nrizione Chnica

0Ogni malato oncologico ha diritto, s€ lo desidera, a essere inserito volti
nelle diverse fasi della malattia.
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Caccialanza R, et al. Support Care Cancer 2017;25:3001-4; https://www.aiom.it/pubblicazioni/
raccomandazioni-position-paper/carta-dei-diritti-del-paziente-oncologico-allappropriato-e-tempestivo-supporto-nutrizionale/.



Oggetto
DETERMINAZIONI IN MERITO ALL'ORGANIZZAZIONE DELL'OFFERTA SOCIOSANITARIA: APPROVAZIONE

DELLE LINEE GUIDA PER L'ATTIVAZIONE E IL CONSOLIDAMENTO DELLE RETI CLINICO-ASSISTENZIALI
REGIONALI
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DIREZIONE GENERALE per L'IGIENE E LA SICUREZZA
DEGLI ALIMENTI E LA NUTRIZIONE

LINEE DI INDIRIZZO
SUI PERCORSI NUTRIZIONALI
NEI PAZIENTI ONCOLOGICI

5. LA RISPOSTA ORGANIZZATIVA ATTRAVERSO UN PERCORSO INTEGRATO
PER UN PROGRAMMA NUTRIZIONALE PERSONALIZZATO E INTEGRATO
AL TRATTAMENTO ONCOLOGICO

RegioneLombardia

LA GIUNTA

DELIBERAZIONE N° XI/ 913

Seduta del 03/12/2018

Reti clinico-assistenziali e corrispondenti Enti Attuatori

Rete clinico-assistenziale

Ente Attuatore

Rete Cardiologica Lombarda

IRCCS Policlinico San Matteo di Pavia

Rete Dermatologica Lombarda

ASST Spedali Civili Brescia

Rete Diabetologica Lombarda

IRCCS Ca Granda Ospedale Maggiore Policlinico - Milano

Rete Ematologica Lombarda

ASST Grande Ospedale Metropolitano Niguarda

Rete Epatologica Lombarda

ASST Papa Giovanni XXIII

Rete Gastroenterologica Lombarda

IRCCS Ca Granda Ospedale Maggiore Policlinico - Milano

Rete Internistica Lombarda

ASST Ovest Milano

Rete Lombarda Accoglienza Medica Disabili

ASST Santi Paolo e Carlo

Rete Lombarda della Nutrizione Clinica
Rete Lombarda della Riabilitazione

IRCCS Policlinico San Matteo di Pavia
ASST Grande Ospedale Metropolitano Niguarda

Rete Lombarda della Terapia del dolore

ASST dei Sette Laghi

Rete Lombarda delle Cure Palliative

IRCCS Istituto Nazionale Tumori

Rete Lombarda delle Neuroscienze

IRCCS Istituto Neurologico Besta

Rete Lombarda delle Scienze Chirurgiche

ASST Fatebenefratelli Sacco

Rete Lombarda Malattie Infettive

ASST Fatebenefratelli Sacco

Rete Lombarda per |'integrazione e la governance dei PS

ASST Papa Giovanni XXIII

Rete Lombarda UOOML

IRCCS Ca Granda Ospedale Maggiore Policlinico - Milano

Rete Lombarda delle insufficienze d'organo e sistema
regionale trapianti

IRCCS Ca Granda Ospedale Maggiore Policlinico - Milano

Rete Materno Neonatale e Pediatrico-adolescenziale

IRCCS Ca Granda Ospedale Maggiore Paliclinico - Milano

Rete Nefrologica Lombarda

ASST Spedali Civili Brescia

Rete Oftalmologica Lombarda ASST Fatebenefratelli Sacco
Rete Oncologica Lombarda IRCCS Istituto Nazionale Tumori
Approvato in sede di Conferenza Stato Regioni, con Accordo (Rep. Atti n. 224/CSR) del 14/12/2017 Rete Ortopedica Lombarda ASST Gaetano Pini

Rete Otorinolaringoiatrica Lombarda

ASST Santi Paolo e Carlo

Rete Pneumologica Lombarda

ASST Monza

Rete Reumatologica Lombarda

IRCCS Policlinico San Matteo di Pavia

Rete Trauma Lombarda

ASST Papa Giovanni XXIII

Rete Urologica Lombarda

ASST Spedali Civili Brescia
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Nutritional Therapy in Cancer Patients Receiving
Chemoradiotherapy: Should We Need Stronger
Recommendations to Act for Improving Outcomes?

Paolo Cotogni' , Paolo Pedrazzoli?, Elisabeth De Waele3, Giuseppe Aprile?, Gabriella Farina®, Silvia
Stragliotto®, Francesco De Lorenzo?, and Riccardo Caccialanza$; for the AIOM-SINPE-FAVO-Fondazione
AIOM Working Group

Conclusions

T! SINPE

Societa ltaliana di Nutrizione Artificiale e Metabolismo
Membro della Federazione delle Societa Italiane di Nutrizione (FeSIN)
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Vs,

One of the challenges during chemotherapy and
radiotherapy is to complete the planned cycles and
doses without dose-limiting toxicity. The relationship
between dose-limiting toxicity and muscle mass loss
has been clearly recognized. Similarly, malnutrition is
a significant determinant of performance status and

QolL.

In conclusion, the crucial question is: should we

need stronger recommendations to act for improving
outcomes? Well, the answer is no, but we certainly

need more robust clinical data to convince the entire

international Oncology community as

50011  das

possible. Oncologists should be aware that nutritional

therapy must be timely considered and prescribed,

when indicated, to all

malnourished

or

at-risk-of-malnutrition cancer

patients

receiving

chemoradiotherapy, as any delay in nourishing these

patients might compromise the potential benefits of

nutritional therapy.

Federazione Italiana delle
Associazioni di Volontariato
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