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Arbiter:

C.L. Loprinzi

Mayo Clinic, 200 First Street SW, Rochester, Minnesota 55905, U.S.A.

Having accepted my requested assignment to write this

bridging editorial, I read the preceding pro and contra pos-

ition articles. Re¯ecting on these two articles it became

apparent that these debators are actually singing very similar

tunes. So much so, that I am not sure I would have been

able to pick out the `pro' piece from the `contra' piece if

they had not been so labelled.

Both articles clearly agree that there are no data to sup-

port the routine use of parenteral or enteral nutrition in

patients with advanced incurable malignancies. Both agree
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that more studies need to be carried out to ®nd appropriate

roles for nutritional therapy in patients with advanced can-

cer. Both also agree that the important endpoints in these

studies should consist of quality of life and quantity of life.

Interestingly, it was the contra article that spent more

time discussing possible situations where parenteral nutri-

tion might actually have a role in patients with incurable

cancer, e.g. those with gastrointestinal insuYciency due to

surgery, radiation therapy or high-dose chemotherapy (and

I might add abdominal carcinomatosis without other

impending organ failure). It is clear, however, that such

patients represent a small minority of those seen in clinical

practice.

It is also noteworthy that the contra article attempted to

weaken papers which supported its contra position (that is

that parenteral or enteral nutrition is not helpful), by noting

that these publications had `methodologic ¯aws' and `ser-

ious shortcomings'. Is this really true? It is true that retro-

spectively a clinical scientist, or another critical reviewer,

can always look back at the performed experiment and think

of potential ways to improve the experimental method.

Nonetheless, when there are a series of related experiments

with similarly negative conclusions, the truth is probably

that the hypothesis undergoing testing is the problem, not

the scienti®c methodology. To give an alternative example,

when a variety of independent clinical investigators indivi-

dually examined the hypothesis that either progestational

agents [1±4] or corticosteroids [5±8] could stimulate appe-

tites, the results of these experiments, where the hypothesis

turned out to be true, were similarly positive. Thus, it is

likely that it is the hypothesis (that enteral/parenteral nutri-

tion is helpful) that is ¯awed, not the methodology of the

various experiments.

As detailed in the two preceding articles, at this time

there are substantial data available to suggest that neither

quality nor quantity of life is improved in patients with

advanced cancer by increasing caloric intake by parenteral

nutrition, enteral nutrition or dietary counselling. In concert

with this, our group was unable to demonstrate any bene®t

with pharmacological appetite stimulation for improving

response rates, quality of life or survival in a group of

patients with newly diagnosed, extensive-stage small cell

lung cancer [9].

Having contended with resultant data from a series of

studies over the past decade regarding pharmacological

appetite simulation [1, 9±17], our focus has migrated from

concentrating on body composition measurements, includ-

ing non-¯uid weight status, to concentrating on changes in

patient appetites and perceived drug toxicities. If nutritional

interventions cannot improve patient survival or response to

antitumor therapy, can we eVectively improve an untoward

symptom (anorexia) with minimal other toxicity? This can

be analogous to providing therapies for other untoward

symptoms (e.g. cough, nausea, hiccups, pain, etc.) where

we hope to alleviate such symptoms but do not expect to

impact upon tumour status or survival.

In conclusion, the contra position to the proposed ques-

tion wins. That is that, with few exceptions in very selected

cases, cancer patients with advanced incurable disease

should not receive parenteral or enteral nutritional support

as a part of routine clinical care. There was relatively

equivalent support for this argument in both articles. What

then can we realistically oVer the masses of patients suVer-

ing from cancer anorexia/cachexia? We can provide psy-

chosocial and empathetic support including simple

nutritional counselling, for what that is worth. We can also

provide appetite stimulants, such as progestational agents or

corticiosteroids, understanding that these can improve

patient appetites, albeit for limited times, but without any

demonstrable eVect on quality or quantity of life. More

work surely needs to be done.
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