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Definitions

Clinically assisted nutrition (CAN)

• Enteral nutrition (EN)
• ALL forms of tube feeding  e.g. 

NG / NJ or PEG / JEJ 
• Parenteral nutrition (PN)

• Intravenous feeding (peripherally 
or centrally)

• All can be total or supplementary 
to oral intake

Advanced cancer

• Metastases and / or progression in 
the primary tumour

• “Treatment may be given to shrink 
the tumour, slow the growth of 
cancer cells or relieve symptoms”

• ”unlikely to be cured or controlled 
with treatment”

• May not be near ‘end-of-life’



What is the scale of the problem?

Malnutrition is high

• Affects 20-70%
• Responsible for cause of 

death in 10-20% cancer 
patients

Malnutrition is complex

GLIM criteria
• Unplanned weight loss
• Low BMI
• Muscle loss
• Reduced food intake
• Disease 

burden/inflammation

Impact of malnutrition

• Physical weakness
• Cognitive impairment
• Psychological distress, 

depression
• Affects QOL and ADLs
• Morbidity, mortality, 

response to treatment, 
delays to treatment



Nutrition impact 
symptoms (NIS)

• Stage 3b and 4 NSCLC pre-treatment, n=96
• 35% lost >5% in past month
• 57/96 patients (57%) reported 202 NIS in total

Nutrition Impact 

Symptom

Number (%) of patients 

experiencing each symptom 

No appetite 41 (42.6%)

Nausea 13 (13.5%)

Vomiting 5 (5.2%)

Diarrhoea 4 (4.2%)

Constipation 23 (24.0%)

Dry mouth 15 (15.6%)

Mouth sores 2 (2.1%)

Smells bother me 6 (6.3%)

Altered / no taste 10 (10.4%)

Feeling full quickly 25 (26.0%)

Problems swallowing 10 (10.4%)

Fatigue 29 (30.2%)

Pain 11 (11.5%)



What do we 
know - EN

• Observational studies only
• RCTs of EN and standard care are not ethical
• Can maintain nutritional status
• Can reduce weight loss 
• Can reduce delays in treatment 
• Reduce hospitalization 
• Patients and families are less likely to want EN to PN 
• Lower risk of mortality than PN 



What do we know - PN
• Dose not increase survival over IVF 
• Does increase survival - ? In some groups 
• Could prevent loss of fat free mass (if supplemental) 
• Can maintain nutritional status 
• Can increase complications e.g. admissions, sepsis, symptoms 
• Is safe to administer 
• Improves QOL 
• Does not improve QOL
• Patients and families feel it is necessary if oral intake is not possible 
• Patients and families feel they benefit (socially, psychologically) 



Do we really know anything at all? 

No RCTs

Prospective and 
retrospective 

uncontrolled cohort 
studies

Observational studies

Small numbers Heterogenous 
populations

Different measures of 
nutritional status, cut 
offs for survival, QOL 

criteria, screening tools
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Screening • Screening 
• Recommended but not routine

• Screening tools 
• Mostly in research
• Not always practical 
• MUST (not validated in cancer)

• Be realistic
• Avoid putting too much pressure on 

patients
• Is it a priority in the terminal stage? 
• Check glucose, symptoms, bowels 

(malabsorption / obstruction)



Screening the 
‘time-
efficient’ way

Check weight AND weight loss

LOOK at the patient

• Build into standard care
• Has your appetite changed?
• Are you eating the same as normal?
• Is that EVERY day? 
• Do you have symptoms that are 

affecting your appetite?

Simple questions 



Decisions: MDT, patient and their family

CAN IS A MEDICAL 
TREATMENT

BUT THE VIEWS 
AND BELIEFS OF 

PATIENTS ARE 
IMPORTANT

BE HONEST –
EXPLAIN THE 

EVIDENCE

PROVIDE ALL THE 
FACTS

LISTEN TO PATIENTS

VIEWS MAY DIFFER WHAT IS THE MAIN 
AIM - SURVIVAL, 

QOL?

TREATMENT OR 
NOT?



Initiation and 
withdrawal 
of CAN

• Policies / protocols for conflicts
• Patient and families do not have a right to 

demand CAN
• Provide a second opinion
• Discussion over possible withdrawal prior to 

starting CAN
• Bowel obstruction unresponsive to chemo
• Disease progression
• When do we stop



Which route? EN?

Preferable Fewer 
infections Dysphagia 

Head and 
Neck

Oesophagus

GI tract able 
to absorb 
nutrients

Consider type 
of tube

NG T / NJT: 
short term

PEG: > 4 
weeks

RIG: H&N



CAN: Inability to ingest sufficient nutrients

Mrs C: Recurrent metastatic breast cancer (2015) 

Oct 2021: Admitted with pharyngeal/oesophageal mucositis / oral thrush post pall RT to 
supraclavicular fossa

10/7 painful swallow and reduced oral intake

Active treatment on hold

Grossly oedematous

EN started due to limited intake of liquids only

Soft diet on discharge (1 month admission)

3/52 later: normal diet

Letrozole ongoing, SACT to restart in Jan 2022



Mr S: Metastatic 
rectal adenoca 
(liver and lung)

Nov 2020 63.5kg at diagnosis (BMI 23.5)

Jan 2021: 49kg (BMI: 18)

Apr 2021: completed 12 x FOLFIRI - 49.3kg

Aug 2021: PD: palliative FOLFOX – 49kg 

Uncontrolled IDDM

Sept 2021: Elective adm for NJT insertion

Dec 2021: RIG placement 

Current weight 49.4kg



Which route? 
PN?

• Prognosis >2-3 months
• Reasons
• Obstruction
• Severe mucositis (if EN not possible)
• Short gut syndrome
• Intractable malabsorption

• Explain all the facts
• Hospital admission
• Blood tests
• ? NGT / venting gastrostomy
• Talk about withdrawal



CAN: 
Inability to 
absorb 
sufficient 
nutrients

Mrs H: Ovarian Cancer

2009: Presented with obstruction: emergency ileostomy formation

Chemo, surgery, chemo. 

2011: ileostomy reversal

2012: PD: chemo

Oct 2014: 4 admissions with MBO. Liquid diet. Chemo.

April 2015: HPN and venting gastrostomy.

April 2016: RIP

Weight stable at 60kg.

294 days at home, 5 admissions.



CAN: Regular assessments

Teams

• EN: Dietitian-led
• PN: Nutrition 

support team
• MDT / SPCT

Tests

• Biochemistry
• Refeeding

• Requirements
• Blood glucose
• Tolerance

Consider 

• Consent
• PD 
• Treatment options
• Prognosis
• QoL 



CAN: at risk of dying of malnutriton

• Usual body weight: 58kg (BMI: 20)
• Mar 2017: jejunostomy formation - 51kg (BMI: 17.6)

• 1 metre of small bowel
• Apr 2017–Mar 2018: Chemotherapy – 43kg (BMI: 14.9)
• May 2018: admitted for HPN – 40kg (BMI: 13.8)
• July 2018: RIP

Mrs R: Ovarian ca with peritoneal metastases (2015)



CAN: at risk 
of dying of 
malnutriton

• Stoma output 2 litres
• 31% weight loss
• Ovarian cancer stable at time of PN
• Subsequent PD

• Should she have been started on PN post op?
• Could improved nutritional status
• Delay PD
• Enable further treatment? 



CAN should 
not be used 
to treat 
cancer 
cachexia

Common in 50% advanced ca 
pts (lung and pancreas)

• reduced food intake
• systemic inflammation and catabolism
• muscle wasting

Causes are multifactorial

Increased food intake not effective

• MENAC trial: nutritional supplements, ibuprofen 
and exercise

Multimodal treatment is needed

Screen early and regularly



Future 
challenges

• More research – RCTs 
• But is this possible?
• Difficult to recruit to studies in advanced cancer

• When do we start discussions re CAN? 
• Do we need to be more proactive?
• Supplementary CAN

• Do we need a change in culture re CAN?



Finally…

• Have the conversation
• Be open and honest
• Talk about practicalities
• Be prepared for a trial of CAN
• Discuss withdrawal before 

starting CAN
• Review frequently

Look at the individual and not 
just the guidance


