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A “cancer patient” is a patient with a cancer diagnosis who is
either waiting for or on cancer directed treatment, on symptomatic
treatment, and/or receiving palliative care.

Patients cured from their cancer are termed “cancer survivors”.

“Pharmaconutrients” are nutrients supplied in pharmacolog-
ical doses to modulate immune and metabolic functions and exert
effects on clinical outcome.
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Cancer survivor

Cancer Cancer
cure recurrence

Cancer patient™*

AcT  t----| act }--{ Act |

Supportive interventions and palliative care

Progressive malnutrition

Screening and assessment of malnutrition

Nutrition interventions to prevent and treat malnutrition

ACT, anti-cancer treatments

*curative setting: | | palliative setting:|[ |
$ End of life. imminent death: symptomatic treatment only




1: Inadequate nutritional intake is observed
frequently in patients with cancer and is
associated with weight loss, which may be severe.

2: Muscle protein depletion is a hallmark of cancer
cachexia, severely impinging quality of life and
negatively impacting physical function and
treatment tolerance.

3: A systemic inflammation syndrome is frequently
activated in patients with cancer.

linical Nummdon xxx (2016G) 1

Contents lists available at SclencebDiraect CLINICAL
NUTRITION

4
Clinical Nutrition

FI SFVIFR I homepage: http://www . elsevier.com/locate/cln

ESPEN Guideline
ESPEN guidelines on nutrition in cancer patients™




M
tn

i

Weight loss (%)

[

4

Fig. 2 Grading scheme (grades 0—4) o predict overall survival in patients with
advanced cancer. The grading scheme is based on groupings of BMI and weight loss
showing distinct median survival (0: best, 4: worst prognosis ). (p < 0.001; adjusted for
age, sex, disease site, stage and performance status). (Adapted from 25).

Viartin L, Senesse P, Gloulbasanis I, Antoun S, bozzetti i, Deans C, et al.

Diagnostic criteria for the classification of cancer-associated weight loss.
Clin Oncol 2015:33:90-9.
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discussions atthe Berlinmezting, The experteroup emphaszed 3 key seps to update num onal care for
neaple with cancer: (1 screen al patients with cancerfor utmitonal sk eary inthe course ofthelr care

reaarcless of body mass index and weight history: (1) expand nutriton-elated asessment pracies
nclude measures o anareia, oy composiion, inflmmatory biomerkers, resting enerey expendiure
and physicalfunction: (3] we multimodal nutritionalinterventions with individualized plans, induding
care focused on increasing nurmtional intake, essening inflammation and hypermetabolic stess, and

INCreasng piysical actvity
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Disecase-related malnutrition has been defined as a condition
that results from the activation of systemic inflammmation by an
underlying disease such as cancer [9]. The inflammatory response
causes anorexia and dssue breakdowwn that can, in turn, result in
significant loss of body weight, alterations in body composition,
and declining physical function [9].

Cachexia is a mulidfacoorial wastinge swind romee chharacoe rized by
il mnta sy weeisht oss with omngeoinges loss of skeletal muscle mass
werithe or withwowut hoss of fat mass; swch wastings camn ot e rewe rsecd
by ooy mrvrenticonal mutritdon care armnd masyy lead oo fumncibomal impadr-
=t |10 —1 =)

I pprecachexia, earlhy clinical amnd mecabhbolic signs precede
extensive inmneoaoluncanry oss of weimsht armnd muausclhe,. Risk for cachres<ia
arnd ics worsen i mne de pends omn facoors swech as camncoer e ancdd stcase
extent of sywstemic inflammmanon, amnvd degree of response Lo amntd-—
e e ra 1, 13

Sarcopenia is low lean body mmass ({(mostly musdce ), farigue 1s
Ccormmon, strengthh may be lessened, and physical function limited
11 1i3]. As funcaoonality is lost, pattents withh cancesr Tmavy no longer
be able to live independentddy, and they often report lower gualicy of
lhife S . 1=2L

Sanrco peernic olbresity is loww lean bhodywy mass imn obrese individoals
=) Im such padents, clinicians Freguenthy owver bk muscle oss doe
o the presemnvce ofFerxcess Ffat amnd excracellularswabter [ 12 ). I Faco, thee
presence of sarcopenic obesity is an imporcant predicoor of adwverse
oubcommee, wwihich canmn bbe further worsemned by sursical interven o s
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Anorexia and limited food intake
Precachexia and cachexia
Sarcopenia

Anorexia is associated with
poor food intake by:

= Altered CMNS appetite and weight loss are
signals with symptoms worsened by: Sarcopenia ensues as:
resulting from cancer or its = Body reserves are

treatments {nausea, = Catabolic drivers depleted
diarrhea, pain) (inflammatory cytokines)

) ] that further reduce nutrient = Lean body mass, mostly
= Physical limitations to Intake and Increase muscle, is lost

food intake and use (mMmouth
ulcers, Gl cbstruction)

With cachexia, anorexia

metabolic needs

Fig. 1. Malnutrition in patients with cancer; anorexia, cachexia, and sarcopenta Anorexia, with poor food intake and consequent weight loss, commonly occurs in disease-related
malnutrition, especally cancer, These harmful changes are driven by proinflammatory cytokines and tumor-derved [actors, The assoated conditions of cachexia and Sarcopenia
may also be present or may develop as cancer advances—cachexia due to inflammation, and sarcopenia due to fatigue and low physical activity and to other causes of declining
muscle mass and function, Abbreviations; Central nervous system, CNS; gastrointestinal, G,

Fearon K, Strasser F, Anker SD, Bosaeus I, Bruera E, Fainsinger RL, et al. Defi-
nition and classification of cancer cachexia: an international consensus. Lancet
Oncol 2011:12(5):489—95.



Table 1

Reports of malnutrition prevalencoe in hospitalized patients with cancer.

Study, country

Cancer type

Malnutnnon prevalence

Attar et al.,L 2016 [ G]

France

Planas et al, 2016 |5])
Spain

Fukuda et al, 2015 [20]
Japan

Maasberg et al| 2015 [21]
Germany

Silva et al_ 2015 [17]
Brazil

Hebuterme et al, 2014 4]
France

Acldriks et al_ 2013 [19]
Nether lands

Freyjer et al_ 2013 [18]
Nether lands

Pressoir et al, 2010 [1]
France

Wie et al, 2010

Korea [2]

U pper
gastrointestinal
Mulaple types
Gastnc
Neuroendocrine
Mulnple types
Mulnple types

Advanced
colorectal

Mulnple types

Multuple types

Muluple

52% of patients on
chemother apy

34% at hospital admission,
36% at discharge

19% of those hospitahized
for gastrectomy

25% at risk or actually

ma lnour s hed

71%, with 35% moderate
and 36% severe

39% overall prevalence,
varyving by cancer type
39% in patients =70 years,
prior to chemotherapy
30% in patients =18

and <60 years old

39% in patients =60 years
31% with 12% rated as
severely malnourished
61% of all patients, varying
by canaer type and stage

Ryan AM, Power DG, Daly L, Cushen §J, Ni Bhuachalla E, Prado CM. Cancer-
assoclated malnutrition, cachexia and sarcopenia: the skeleton in the hospital
):199-211.

closet 40 years later. Proc Nutr Soc 2016:75(2

e, a5, Kopmanschap A Neters M, atens , Nt M Te
eonomc costs of s e menuon, Cn N 2003321

13-4l




Table 2
Health and financial impacts of malnutrition in patients with cancer reported in selected publications,

Study, country Cancer type Negative impacts of malnutrition

Manas et al,, 2016 [5] Multiple types Significantly longer LOS (>3 days more) and higher costs of care (+€2000) for patients with malnutrition risk
Spain

Fukuda et al, 2015 [20]  Gastnic Significantly higher risk of surgical site infections in malnourished compared to well-nounshed panents (36% vs
Japan 14%, P < 0.0001)
Gellrich et al, 2015 (5] Oral Malnourished patients had significantly lower scores on QoL scales related to physical function
Switzerland
Maasbcrg et al, 2015 I2 l | Neuroendocrine  3- High health and financial costs of malnutrition in patients ished patients
with cancer
(Germany
Martin et al,, 2015 [22 Multiple types Weight-stable patients with BMI >25.0 kg/m?” had the longest survival while high % weight loss values associated
(anada with lowered categories of BMI were related to shortest survival

Aaldriks et al, 2013 [19]  Advanced coboredal  Malnutrition predicted lower tolerance to chemotherapy and was associated with greater risk of mortality
Nether lands

Freijer et al, 2013 [18] Multiple types Disease-related mahutrition accounted for an excess €2 billion healthcare spending ina year; 1of every €7 (about

Nethet lands €300 million total) could be attrnbuted to excess healthcare spending on patients with cancer
Pressoir et al, 2010 (1] Multiple types Compared with adequately nourished patients, malnourished patients required more antibiotic treatments (36%
France v§ 23%, P < 0.0001) and had significantly longer LOS

Severely malnounshed patients were at 4-fold higher risk of 2-month mortality than well-nounshed patients

Abbreviations: length of stay, LOS; body mass index, BMI; quality of life, QoL.
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Mew strategies to update nutritional care in cancer

Screen each patient’'s nutritional status early in the course
of his or her cancer treatmeant.

Identify signs or symptoms of anmnorexia, cachexia, and
sarcopenia as early as possible.

Measure body cell or muscle mass precisely by sensitive
imaging technologies (computed tomography and
others) for early detection of malnutrition/sarmcopenia.
Use specific biomarkers to assess sewverity of cancer-
related systemic inflammation, e.g. CRP and albumin.
Use indirect calorimetry to estimate resting energy
expenditure (REE)} in order to personalize energy and
protein needs.

Use nutritiom and metabolic support as a wital part of
cancer carme; some neww strategies show promise for
reducing inflammation and restoring lean body mass.
Assess physical function routinely to monitor and guide
physical rehabilitation.
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Nucocritional Supporc in Cancer Patients: A Position Paper
from the lcalianmn Society of Medical Oncolosy (AIO1)
anmnd che lcalianmn Sociecty of Aatcificial NNucoricion anmnd
NMecabolism (SIPNFPE)

FRaw ooy wlas €0 o saonlons vazman o P los TPocddsoumameaos 1a?. Exxvaoarvuaaeole € woracdond, €T ilam €Yo aEma®, ooy sawaanes TPasatond . A goas iz wds
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- Muairitbomnal screemnme shonld be performomed nsing validatbed tools (INFS 20007
FATLTST, BWIST. BATA] mporn diapnmosis and systemnabically repsated at resnlar
toee proands e pabends whiith cancer bhype. sthage or treatmeend potenmtially af-
fectnye naofmbormal statas.

- Fabemi= at rroimtbomnal rsk shoald be proooapily referred for comprehernsive
nutmbonal assessment anmd sapp-ort o chindcal nutrmaborn services or meedical
PFersocnnel wiath docrnmmenited sElls in cliTuical rnabrarbGon,. specifically for camcer
Palberuis.

- Muairitbomal sapport should be acthbvely meanmaged and targeted for eack
Palbent according to noirtomnal coredifbons,. climucal stain=s, planoeed treatmeeret
and expecbed cutoomee. It shonld commnmprise nubtribona] counsesling witfh thee
Possible ase of oral mutribonal supplements and for arGfical nmnatmaGon {em-
teral nubtrmaticon. total or supplemsmental parenteral muitritton) acoordims o
spontamecus food intakes, toleramoe amd effechreness.

- INMatrittomal sapp-ort and disetary oonodificabons shonld aamn o assist the
madamdernarrece or recowery of nuofmnbomal statoas by Increasinge O Preser viEs
FProtedin anmd calorme Imbale. “Altermative hhyvpocalorie and-camcer diet=s" (a2
macrolbdotbhc or vegan diets) are mot reconmomemcded.

— IMuaitrittonal sapport ooay e mbegrated into palliatbve care programnes, ac—
cordime o mmdividunal-based evaluabtoms, guality of Life mmplrcatzoms. life
expectancy and patients" awarersess.

- Home artificial nuambrarbon shonld e prescribed and repgularly meorabtored
usimg defined probocols shared betwean onmucologists and chmdcal mootritomm

- Muiribomnal parapnebers should be considered as relevant ounitcomes or po—
temidal comdocunders I cutconese assessmeent i Clondacal onueolosy researcin.

- Miell-desigyrsed cliTucal frials are needed to mnmprovye the evidence 1 favsomr of
nutmbGomal support in different care ssettineges for carnwcer patients.
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Iy CcamCer pAatients mmnderpoin o chermotherapsn., thhee gaidelimses
i F =) recormrrerncd oy imsdviaese BEIT if o=l foeoad idmeralkhe rerrvaires
imswuffHhcient degpive diecasw commselingog amd oral mwwweritiossal
supplementatiom, amnmd PTT if IETT is motr sauafficient or feasible.
NI rewer, imn patients with choromic imnmsoafficients oral food
imntale anmnd for aonocomerollable oalabsorptiaoan doae oo pacscial
obstruaacrion of the gastrroimrestimal (G trace, horme SAT-T
CET ATTy is recormomended. ITncurable camcesr patients mmoaaw
enter @A home P (EFTIPITT) porograrnnm if cthhey are amable o
mueet thheir mutriciossal reguoirermaentss by ocral o emsceral somuaaese
mrwed thhere is a rislk of dearlh daase oy srovaloessrricicesy 5 5

Staun M, Pironi L, Bozzetti F, et al. ESPEN Guidelines
on Parenteral MNutrition: home parenteral nutrition (HPI)
in adult patients. Clin Nutr 2009:28:467-79.

PN complications

The fairst ruale to avoid PN complications is 0 prevent thenn
Complications from PN can be divided into fouwr cavegories:
(I metrtabolic: (II) infecrious: (IIXl) mechanical: and
IV} psvchological. Tisuaally, the metabolic complications
can goccur acutely, such as hyperglycemia, elecorolyte
disturbances, and altered hyvdration startus. These
complications are rare and easy 0o manage. Differemntly,
metrtabolic complications such as metabolic bone disease



(I) metabolic;

(IT) infectious;
(III) mechanical;
(IV) psychological

Refeeding syndrome ......thiamine supplements

Mini- Review

Enteral versus parenteral nutrition in cancer patients: evidences

and controversies ) o
Arrer Paiiiar WVled 201651 -342 -39

Paolo Cotogni



hyperglycemia, hypertriglyceridemia, and hepatic steatosis

Lipid-related abnormalities occur very rarely in cancer
patients on HPN, usually related to liver dysfunctions (i.e.,
cholestasis) due to the progression of cancer disease in the
liver. When a triglyceride level greater than 5 mmol/dL (or
>400 mg/dL) is reached, the fat content may be reduced (i.e.,
opening the bag lipid compartment from 1 to 4 times per
week) according to the triglyceride level.

Mini- Review

Enteral versus parenteral nutrition in cancer patients: evidences

and controversies ) -
Arer Pailicr VWed 201651 3-342 -39

Paolo Cotogni



mechanical complications (i.e., catheter dislocation, lumen occlusion, rupture of
external tract, and venous thrombosis), as infectious complications, are catheter-
related complications (CRCs) and not PN-induced complications.

Mini- Review

Enteral versus parenteral nutrition in cancer patients: evidences

and controversies ) _
Arer Paiisar MVled 201651 )H3-342 -39

Paolo Cotogni




Enteral versus parenteral nutrition in cancer patients: evidences
and controversies
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BT —
Enmnteral mutritiom (EMNM)

EI-T is the preferred method of nuwutritional support when
thhe (I tract is functional amnd the cancer pacient is unable
o have anm adeguare oral intake of outrients oo meer hiss
her muarritional reqguirements. The guidelines (3_4_17)
recommend thhar ET-] mavw be done uvusing nasogastric tabe
(I-TZIT) or percutancous cndoscopic gastrostomy (PEGG) 1
radiotherapy——induaced severe mucositis or in head-necles
thoracic cancers with obstructive tamor masses. L.ong-termm

horme EI-T R e o g e p.l.'qu'l.—i-lﬂ.El::", usuEIJJ.‘_I;-" 1:1:..-1‘1:!-115]:.. a PECz. Abouart

EN commplicatioms

Aldlso EINT may cauase complicatriomns thar can be divided inoo
three caregories: (I) (I; (I} mechanical; and (IIT) mertabolic.
Farly satniety, mnaunsea, and vomiting ococur in approOoxsimately
20%% of patients receiving EIWT due to several canses—
usually, the pathogenesis is mualtifactorial in cancer patiens——
bur delayed gastric emptying is the most common cauase. If
delaved gaseric emptying is sanspected, consider the followinor
ctrategices: (I} reducing the rave of infusion; (I reduacing
Opioid medications—if it is possible; (ITL) switching o a
low—fatr enveral formmula; (IWV) administering thhe enteral
formuala at room remperaturcre; and (V) finally, administering
prokineric ands/or antiemeric medicartrions. If the patient



Emtaeral vaersus prFaremtaeral muailritioems

This is 50 true that, at the beginning of this millennium.
Hevland wrote in an editorial there are limited data
demonstrating that PT-T positively impacts clinically—relevant
end points in critically ill patients. Moreover, Heyland
asserted that studies comparing EIN with PIN suggest that
EIN is associated with reduced infectious complications
while PIT is associated with increased morbidicty and

mortality in some subgroups of critcally ill patients (22).
In contrast, Jeejeebhov, another master 0of nutrition,

in the same years had a completely opposing Ooplinion
regarding PN and wrote that the dangers of PI'T-induced

complications have been exaggerated. Further, Jeejeebhoyw
clearly and concisely defined in his edirvorial the role of
PIV writing that “PIV is an egually effective alternmative to
EIY when a risk of malnutrition is present and EIN is not
! 23

nlerated or when

Klek S. Immunonutrition in cancer patients. Nutrition
2011;27:144-5.

Hevland DE. Parenteral nutrition in the critically-

Jeejecbhoy KIN. Total parenteral nutrition: potion or
poison? Am J Clin Nutr 2001;74:160-3.

ill patient: more harm than good? Proe Nutr Soc
2000,59:-457-66.



Enteral versus parenteral nmnutritiom

In 2014, it was published a RCT comparing early INE
with early PIV in 2,400 critically 11l patients. The results
were: (I) there were no significant differences between
the parenteral and the enteral group in the mean number
of treated infectious complications, in rates of 14 other
secondary gutcomes, Oor In rates of adverse events; (IT) caloric
intake was similar in the two groups, with the target
intake not achieved in most patients. The conclusions of
the authors were: (I) no significant difference in 30-day
mortality assoclated with the route of delivery of early
nutritional support in critically 11l adults; (II) early
nutritipnal support through the parenteral rourve, as it is
typlcally administered, is neither more harmful nor more
beneficial than such support through the enteral route (24).

Harvey SE, Parrott F, Harrison DA, et al. Trial of the
route of carly nutritional support in critically ill adults. IV
Engl ] Med 2014,371:1673-54.
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Heyvland wrote in an editorial there are limited data
demonstrating that PIN positively impacts clinically-relevant
end points in critically ill patients. Moreover, Heyvland
asserted that studies comparing EN with PIN suggest that
EIN is associated with reduced infectious complications

while PN is associated with increased morbidity and

mortality in some subgroups of critically ill patients (22).
In contrast, Jeejeebhov, another master of nutrition,

in the same years had a completely opposing opinion
regarding PIN and wrote that the dangers of PN-induced
complications have been exaggerated. Further, Jeejeebhoy
clearly and concisely detined in his editorial the role ot
PIN writing that ‘PN is an equally ettective alternative to

EIN when a risk of malnutrition is present and EIN is not

tolerated or when out failure is present’ (23

Hevland DK. Parenteral nutrition in the critically-

Jeejeebhoy KIN. Total parenteral nutrition: potion or

ill patient: more harm than good? Proe Nutr Soc
poison? Am J Clin Nutr 2001;74:160-3.

2000;59:457-66.
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supplemental PIN (SPIN). Specitically, SPIN provides

additional amino acids and energy to ottset the protein and
weight loss experienced tfrom declining food intake. SPIN
at home provides a median amount ot 1,000-1,250 kcal
per day, from 3 to 6 times per week. Moreover, there are
some advantages of SPIN in comparison with total PIN: low

risk ot overteeding—and theretore ot hyperglycemia—

overhydratation, and liver dystunction. Finally, the QoL is

improved by a non-daily infusion ot HPIN.
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and controversies

Paolo Cotogni
in cancer patients the GI tract is not always able to tolerate
the intusion of the amount of EIN formula to meet patients’
nutritional requirements due to peritoneal carcinomatosis
and/or intra-abdominal recurrences. Moreover, many
patients do not tolerate N1 or refuse the placement ot
PEG and/or jejunostomy. Besides, Orrevall er a/. showed
that nausea, vomiting, and (I obstructions were the most
common indications tor PIN in palliative patients (29).
Also, PIN should be initiate if adequate EIN is not possible
in patients with severe radiotherapy-induced mucositis

or enteritis and head-neck/esophageal obstructive cancer

masses ().

- Orrevall Y, Tishelman C, Permert ], et al. A national
observational study of the prevalence and use of enteral

tube feedine, parenteral nutrition and intravenous elucose . .
&P 5 Laviano A, Fearon KC. The oncology wall: Could Ali

Baba have got to the nutrition treasure without using the
correct words? Clin Nutr 2013;32:6-7.

in cancer patients enrolled in specialized palliative care.
Nutrients 2013;5:267-82.



Enteral versus parenteral nutrition in cancer patients: evidences
and controversies

Paolo Cotogni

A criticism directed at PIN is to be over twice the cost of
EIN. Indeed, evidence clearly demonstrated that both EIN
and PIN are relatively cheap adjuvant therapies—helpful to
enhance effectiveness of anticancer therapies—especially
it compared to other treatments (30). On the contrary, a
prolonged in-hospital length of stay is dramatically more
expensive than HPIV.

Laviano A, Fearon KC. The oncology wall: Could Ali
Baba have got to the nutrition treasure without using the
correct words? Clin Nutr 2013;32:6-7.

Finally, the patient perception of the comtort of the teeding
method should be the most important determinant in the
choice of the route for delivering AMN. Scolapio er @f. (31)
reported that when given a choice between PIN and EIN,
91 9% cancer patients preferred IV fteeding.

Secolapio JS, Picco MF, Tarrosa VB. Enteral versus

parenteral nutrition: the patient’s preference. JPEN ]
Parenter Enteral Nutr 2002:26:248-50.
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Table 1 Criteria for withholding artificial nutrition in cancer
patients

Short estimated life-expectancy (less than 2-3 months)
Karnofsky performance status scale <50 (ECOG 3-4)
Severe organ dysfunction

Symptoms that are not controlled

Patient will

ECOG, Eastern Cooperative Oncology Group.

Bozzctrl P,  _lotocni P. T .o Vualla S, et al. TNDeveloprment and
walidation of a nomograrm to predict sursival in incurable

l::‘flcll'lf':cti_ﬂ CEA N e pﬂtiﬁﬂtﬂ AR 110111!15‘: pL—LJ__EJ‘___L‘L_IE:J__:_—Ll I TriTicyEin.
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Mini- Review

Enteral versus parenteral nutrition in cancer patients: evidences
and controversies

Paolo Cotogni

Table 2 Criteria for withdrawing artificial nutrition in cancer
patients

Short estimated life-expectancy (davys)
Uncontrolled or refractory symptoms:
Pain
Vomiting
Dyspnea
Delirium
Progression of major organ failure as reflected by:
Increase of liver tests
Increase of creatinine
Need of oxygen supply
Refractory hypotension

Decrease of performance status scale

Patient will

Prado CM, Sawwver MB, Ghosh S, et al. Central tenet of
cancer cachexia therapv: do patients with advanced cancer

have exploitable anabolic potential? Am J Clin INutr
2013;95:1012 -9,




Giunta Regionale della Campania

Bollettino Ufficiale della Regione Campania n. 17 del 21 marzo 2005

REGIOME CAMPAMIA - Giunta Regionale - Seduta del 16 febbraio 2005 - Deliberazione n. 236 - Area
Generale di Coordinamento - n. 19 - Piano Sanitario Regionale M. 20 - Assistenza Sanitaria - NMutrizione
Artificiale Domiciliare - Definizioni di Percorsi Assistenziali.

= L'U.O. di Hutrizione Clinica e HAD € responsabile della gestione nutrizionale di tutto il percorso
diagnostico e terapeutico e collabora con il medico di medicina generale e con il medico coordinatore di
distretto

=« L"U.0O. di Hutrizione Clinica e HAD assicura al paziente la gqualita del trattamento terapeutico con
uno standard elevato di procedure in relazione alla diversa patologia di HAD e garantisce il monitoraggio
periodico e la prevenzione, diagnosi e trattamento delle eventuali complicanze anche in collaborazione
con altre strutture sanitarie idonee

« L'U.O. di Mutrizione Clinica e HMHAD assicura che il pariente riceva in modo puntuale secondo le
modalita stabilite dalle leggi i materiali le attrezzature necessarie al trattamento ed inoltre garantisce, in
caso di cattivo funzionamento, di provvedere alla tempestiva sostituzione dei materiali d’uso




BOLLETTINO UFFICIALE DELLA REGIONE CAMPANIA - N. 49 DEL 30 OTTOBRE 2006

REGIONE CAMPANIA - Giunta Regionale - Seduta del 19 ottobre 2006 - Deliberazione N. 1643 - Area
Generale di Coordinamento N. 20 - Assistenza Sanitaria - DGRC 236 del 21.3.2005 Nutrizione Artificiale Do-
miciliare: Definizione di percorsi terapeutici. Integrazione: Tariffario Regionale per la Nutrizione Artificiale

Domiciliare.

Per quanto esposto in narrativa e che qui si intende integralmente riportato

* di approvare il Tariffario Regionale per la Nutrizione Artificiale- Allegato.1 che forma parte integrante
della presente deliberazione:

* di autorizzare la compensazione interaziendale per la Nutrizione Artificiale Domiciliare applicando le ta-
riffe specificate nel Tariffario Regionale secondo precise procedure e modalita definite dal competente Settore
Programmazione Sanitaria - Allegato 2 che forma parte integrante della presente deliberazione;

* di integrare la rete regionale della Nutrizione Artificiale Domiciliare - Allegato 3 che forma parte inte-
grante della presente deliberazione;

* 1 Centri NAD devono garantire oltre I'assistenza ambulatoriale anche quella di Day Hospital e/o Ricove-
ro ordinario direttamente o indirettamente collegandosi con il Presidio Ospedaliero di riferimento;

* la Nutrizione Artificiale domiciliare non va identificata con ’ADO Assistenza Domiciliare Ospedaliera
con la quale 1 Centri NAD devono collaborare;

* di incaricare il Settore Farmaceutico con successivi provvedimenti a definire le caratteristiche dei Centri
della Nutrizione Artificiale Domiciliare secondo 1 livelli NAD e le procedure stabiliti dalla DGRC 236 del
16.2.2005 Nutrizione Artificiale Domiciliare;

* di incaricare il Settore Farmaceutico con atto dirigenziale a provvedere all’'individuazione e aggiorna-
mento dei responsabili dei Centri della Nutrizione Artificiale come da allegato:

* di inviare ai Settori Farmaceutico, Assistenza Sanitaria e Programmazione Sanitaria per quanto di rispet-
tiva competenza.;

* di autorizzare la pubblicazione sul BURC.
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Regione Campania

Commissarnio ad acta per la prosecuzione del
Piano di rientro del settore sanitario
(Deliberazione Consiglio dei Ministri 23/4/2010)

DECRETO N. 18 DEL 21.03.2014

OGGETTO : ADEGUAMENTO PROGRAMMI OPERATIVI 2013 / 2015 AGLI INDIRIZZI MINISTERIALI
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Delibera del Consiglio dei Ministri dell'11/12/2015
per I'attuazione del piano di rientro dei disavanzi
del settore sanitario della Regione Campania
Il Commissarnio ad Acta
Dr. Joseph Polimeni
Il Sub Commissario ad Acta
Dr. Claudic D'Amario

DECRETO n. 98 del 20.09.2016

OGGETTO: Istituzione della Rete Oncologica Campana.

3. Organizzazione e funzionamento della Rete Oncologica Campana

3.1 0rgani costitutivi e generalita di funzionamento della Rete Oncologica

Campana (R.0.C.)




3.2.5 Istituzione dei GOM ed attivita di monitoraggio aziendale

Le figure professionali fondamentali per la costituzione del GOM sono:
e L’'Oncologo Medico
e [l Chirurgo

e [l Radioterapista

In base allo specifico PDTA ed al variare della storia naturale della malattia,
prenderanno parte per i loro ambiti di competenza anche altri professionisti che
partecipano alla piena realizzazione del Percorso Assistenziale, quali ad esempio:

e (Ginecologo

e Infermiere, tra cui infermiere specializzato nella preparazione ed erogazione di

chemioterapie antineoplastiche

Anestesista/Rianimatore, anche con esperienza nella gestione di accessi venosi
centrali e periferici

Medico esperto nella gestione della terapia del dolore

fonte: http://burc.regione.campania.it
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Genetista/Biologo Molecolare/Biotecnologo Genetista con esperienza nel settore
oncologico
Medico di Laboratorio
Anatomopatologo/Citopatologo
Farmacista responsabile di servizio UMA.C.A/U.F.A.
Radiologo
Radiologo Interventista
Medico Nucleare
Fisiatra

e Nutrizionista

e Psico-oncologo

Tali professionisti possono provenire anche da altre Aziende Sanitarie, IRCCS, Enti e

Centri di Ricerca Biotecnologica, Centri di Diagnostica e/o Terapia.
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