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Summary

Palliative care (PC) is based on a multi-
disciplinary approach to the patient and 
their family to prevent and alleviate the 
suffering of the patient, promoting and 
maintaining an optimal quality of life until 
death. Food plays a fundamental role in 
people’s lives. Beyond nutrition, the fact 
that dying people have anorexia as part 
of their symptoms is difficult to accept 
as it means admitting death. A multidis-
ciplinary plan to nutrition is essential, 
adapting to the disease stage and always 
considering that the benefits must out-
weigh the possible adverse effects. As an 
integral part of PC, artificial nutrition and 
hydration (ANH) can increase survival and 
improve quality of life in selected patients 
based on their pathology. Therefore, nutri-
tional support should be prescribed accor-
ding to the patient’s disease stage, energy 
and protein requirements, analyzing to-
lerability, and above all, respecting the 
wishes of the patient, family or caregiver. 
It is essential to know the patient, family, 
or caregivers’ preferences and achieve 
efficient communication within the health 
team. By doing so, it is possible to reach 
a shared understanding of the goals of 
palliative treatment among all members 
involved. This narrative review aims to 
describe the general and specific nutri-

Resumen

Los cuidados paliativos (CP) se basan en 
un abordaje multidisciplinar del paciente 
y su familia para prevenir y aliviar el sufri-
miento del paciente, al promover y man-
tener una óptima calidad de vida hasta la 
muerte. La alimentación desempeña un 
papel fundamental en la vida de las per-
sonas. Más allá de la nutrición, el hecho 
de que las personas moribundas tengan 
anorexia como parte de sus síntomas es 
difícil de aceptar, ya que significa admitir 
la muerte. Un plan multidisciplinar de nu-
trición es fundamental, que se adapte al 
estadio de la enfermedad, siempre consi-
derando que los beneficios deben superar 
los posibles efectos adversos. Como parte 
integral de la CP, la nutrición e hidratación 
artificiales (NHA) pueden aumentar la su-
pervivencia y mejorar la calidad de vida 
en pacientes seleccionados en función de 
su patología. Por tanto, el soporte nutri-
cional debe prescribirse de acuerdo con 
el estadio de la enfermedad del paciente 
y los requerimientos energéticos y pro-
teicos, analizando la tolerabilidad y, sobre 
todo, respetando los deseos del paciente, 
la familia y el cuidador. Es fundamental 
conocer sus preferencias y lograr una co-
municación eficiente dentro del equipo 
de salud. Al hacerlo, es posible alcanzar un 
entendimiento compartido de los objeti-

Resumo

Os cuidados paliativos (CP) são basea-
dos em uma abordagem multidisciplinar 
para o paciente e sua família para prevenir 
e aliviar o sofrimento do paciente, promo-
vendo e mantendo uma ótima qualidade 
de vida até a morte. A alimentação des-
empenha um papel fundamental na vida 
das pessoas. Além da nutrição, o fato de 
que as pessoas moribundas apresentarem 
anorexia como parte dos sintomas é difí-
cil aceitar, pois significa admitir a morte. 
Um plano multidisciplinar de nutrição é 
fundamental, adaptando-se ao estágio 
da doença e sempre considerando que 
os benefícios devem superar os possíveis 
efeitos adversos. Como parte integrante 
do CP, a nutrição artificial e a hidratação 
(ANH) pode aumentar a sobrevida e me-
lhorar a qualidade de vida em pacientes 
selecionados com base em sua patolo-
gia. Portanto, o suporte nutricional deve 
ser prescrito de acordo com o estágio da 
doença do paciente, as necessidades 
energéticas e proteicas, analisando a to-
lerabilidade e, acima de tudo, respeitando 
os desejos do paciente/família/cuidador. 
É imprescindível conhecer as preferências 
do paciente/família/cuidadores e conse-
guir uma comunicação eficiente dentro 
da equipe de saúde. Com isso, é possível 
chegar a um entendimento compartilha-
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INTRODUCTION

Palliative care (PC) is a multidisciplinary approach 
with growing attention over the past four decades(1). 
Nowadays, hospitals and long-term care facilities have 
teams and departments dedicated entirely to this task; a 
more extensive involvement of the families and caregivers 
is being taken into account. The utilization of these teams 
in addressing PCs enhances everyone’s quality of life(2).

The World Health Organization defines PC as “an 
approach that improves the quality of life (QoL) of 
patients and their families facing the problem associa-
ted with life-threatening illness, through the prevention 
and relief of suffering by means of early identification 
and impeccable assessment and treatment of pain and 
other physical, psychosocial and spiritual problems. 
Palliative care is a life-affirming approach that views 
dying as a normal process that, while it should not be 
accelerated, ought not to be impeded or prolonged 
either. The aim is to foster and sustain an optimal QoL 
until death”(3).

It is mandatory to understand that PC is a process 
that involves psychological, social, and spiritual needs 
and patient access to information and consent. It has to 
be implemented as early as possible within the illness 
treatment plan to improve QoL and patient satisfac-
tion while maintaining ethics in the scene’s center(4). 
Therefore, this narrative review aims to describe the 
general and specific nutritional considerations in the 

advanced stage of some of the primary diseases where 
PCs have a crucial role in offering a complete treatment 
to this particular group of patients. It will be summari-
zed updated information searched in PubMed and 
Google Scholar.

NUTRITIONAL CONSIDERATIONS IN 
PALLIATIVE CARE

Food has profound implications in our daily lives that 
goes beyond nutrition itself. Eating involves socializa-
tion and has profound cultural roots; to feed babies, 
kids, and old and ill people is instinctive as it is survi-
val, which is widely accepted. The fact that very ill and 
dying people have anorexia as part of their symptoms 
and tend not to eat or do “not eat enough” is much more 
difficult to accept because it means accepting death.

Whether to feed or not to feed people at the end of 
life (EoL) is a very complex topic and should be addres-
sed with thorough communication among the patient, 
families, caregivers, and the health attending team. 
When food no longer contributes to improved disease 
or life, it is considered futile to pressure dying patients 
to ingest food(5). This last statement has more impact 
when the patient cannot eat food orally, then artificial 
nutrition and hydration (ANH) becomes the only way 
to offer nutrients to this group of patients; for example, 
those in end-stage dementia, or when oral nutrition or 
the digestive tube’s utilization is contraindicated (gas-

tional recommendations in the advanced 
stage and at the end of life phase of some 
of the primary diseases in which PCs play a 
vital part in offering a complete treatment 
to these specific patients.

Keywords: Palliative Care; Nutritional 
Support; Quality of Life; End of Life.

vos del tratamiento paliativo entre todos 
los miembros involucrados. Esta revisión 
narrativa tiene como objetivo describir las 
recomendaciones nutricionales generales 
y específicas en la etapa avanzada y al final 
de la vida de algunas de las enfermedades 
primarias en las que los CP desempeñan 
un papel vital para ofrecer un tratamiento 
completo a estos pacientes específicos.

Palabras clave: cuidados paliativos, so-
porte nutricional, calidad de vida, final de 
la vida.

do dos objetivos do tratamento paliativo 
entre todos os membros envolvidos. Esta 
revisão narrativa tem como objetivo des-
crever as recomendações nutricionais ge-
rais e específicas no estágio avançado e na 
fase final da vida de algumas das doenças 
primárias em que os CPs desempenham 
um papel vital na oferta de um tratamento 
completo a esses pacientes específicos.
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tric cancers, peritoneal involvement of advanced abdo-
minal cancers)(6).

ANH is a medical practice that has to be prescribed 
by a physician and needs a solid scientific base for its 
implementation. Also, its benefits have to tangible and 
exceed its potential risks(7). Otherwise, ANH is futile 
and ethical principles must always be present when 
making decisions about every medical treatment, inclu-
ding nutritional interventions.

In this regard, it is recommended to have a multi-
disciplinary approach to malnutrition in patients with 
potentially life-threatening conditions to allow a step-up 
plan to meet specific and targeting nutritional needs in 
each disease’s different stages. This kind of method may 
identify malnutrition early or even prevent nutritional 
disorders. It allows for an adequate nutritional interven-
tion by improving oral nutrition or artificial one, such as 
enteral nutrition (EN) through nasogastric tube (NGT), 
percutaneous endoscopic gastrostomy (PEG), or paren-
teral nutrition (PN). Additionally, it can improve QoL in 
patients receiving specific treatments as tumor-directed 
therapy. Later, or in advanced or end-stage diseases, 
comfort feeding may be part of the PC or even nutritio-
nal therapy cessation(6).

PALLIATIVE NUTRITION

There are several considerations to take into account 
when designing nutritional strategies in PC. As stated 
before, PC’s main aim is to foster and sustain the best 
possible QoL from the moment in which life-threate-
ning diseases are diagnosed. As an integral part of PC, 
ANH can increase survival and improve QoL in selected 
patients with neurological diseases and cancer, among 
others(7). Nevertheless, each disease that may need PC 
should be addressed separately. Also, it is necessary to 
differentiate patients who are dying or in the terminal 
phase of a disease where it is more important to alle-
viate the symptoms than prolong patient survival(8).

NUTRITIONAL SUPPORT COMPLICATIONS

When designing a nutritional approach for any parti-
cular patient, as with every therapeutic intervention, 
the first step is to justify the therapy; then, the benefits 
must overweigh the potential adverse effects. The pri-
mary disease, other adjuvant/coadjuvant treatments, 
medication, comorbidities, and prognosis have to be 
considered. Once the decided treatment has been 
implemented, it must be monitored closely to achieve 

the efficacy and efficiency established as a goal and pre-
vent and treat complications that can emerge. 

It has been largely demonstrated that nutritional 
therapies guided and controlled by specialized and 
multidisciplinary teams reach better outcomes(9-12). 
In general, the complications of the nutritional sup-
port can be classified in (the pathophysiology and 
treatments are beyond the scope of this paper):

 � Secondary to the implementation of the nutritional 
access: NGT, PEG, vascular access for PN

 � Due to metabolic and hydric disbalances
 � Infectious complications.

In the case of patients in PC, mostly those with demen-
tia and/or older age patients, ANH has to be very clo-
sely monitored due to their multi-comorbidities. This 
action implies nutritional consultations and laboratory 
tests. Of course, the frequency depends on the type of 
nutritional therapy: more frequent in PN, less in ente-
ral nutrition and supplementation(13). This variation is 
due to fluid overload and metabolic disbalances that are 
very common and can lead to dyspnea, cardiovascular 
and renal complications. Gastrointestinal complica-
tions such as diarrhea and constipation are prevalent 
among these populations. Enteral nutrition can also 
interfere with medication absorption, which can lead 
to more severe complications.

Another aspect of analyzing is the permanence of 
nutritional access. Dementia and old age patients tend 
to refer discomfort with this access, and, in some cases, 
they can dislodge, blockage, or pull them out(14). Tube 
feedings may cause pressure ulcers and recurrent aspi-
ration. This can lead to soft tissue lesions, hospitaliza-
tion for blood loss, and the need for reinsertion of the 
access or infections. To prevent these complications, 
the patients are usually restrained, which is conside-
red, clearly, an increase in the patients’ suffering. These 
counterbalances the potential benefits physicians or 
families are expecting from this type of treatment.

APPROACHES TO BIOMEDICAL ETHICS 
CONCEPTS

When referring to Ethics, the principles regarding the 
right conduct have to be taken into account to achieve 
a high ethical practice in nutritional support at the EoL 
as in any other medical practice. These principles are 
beneficence, nonmaleficence, respect of autonomy, and 
justice. Some authors conceive that these principles 
can only be achieved when the PC is patient-centered 
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and communication among the involved members is 
facilitated(4). However, the decision to start, withhold, 
or withdraw nutritional support in the context of pallia-
tive treatment remains challenging.

One of the priorities is to know the wishes of the 
patient, family, or surrogates regarding life-sustaining 
therapies; in these aspects, the obtention of advanced 
directives is mandatory. Nevertheless, most medical 
institutions and health care facilities do not have the 
needed protocols to effectively engage with the patients 
and families to have a plan, according to their wishes 
and beliefs, for advance care(1). These processes require 
a cultural change among health care professionals and 
the health care system itself, especially when EoL care 
is the subject of decision-making therapies(2).

There is evidence in the literature about the clinical 
and nutritional intervention’s effectiveness to improve 
the results and QoL of PC. A gap exists when transla-
ting these results and proven interventions into clinical 
practice. Effective communication appears to be the 
key to reduce this gap; this means to know the patient/
family and caregivers’ wishes from one side and early 
communication of the goals of PC and within a multi-
disciplinary team from the health care system side.

FAMILY AND CAREGIVERS PERCEPTION

Anorexia and the impairment of taking oral nourish-
ment, common symptoms present in end-stage disea-
ses and cancer, are among the leading causes of distress, 
not only for the patient but also for the family and care-
givers(15). Also, different views of the need and nutritio-
nal treatment goals among the health care team and the 
patient/family can trigger a conflict that difficult the 
decision-making process regarding the clinical practice.

Undoubtedly, communication issues and emotional 
consequences are in the spotlight. Communication tra-
ining and education are necessary to achieve a shared 
understanding of the goals of palliative treatments bet-
ween all the members involved. Nevertheless, conflict 
can be present if the expectation of different members 
involved in the process is not matched, which is very 
frequent when deciding the nutritional and hydration 
approach in a palliative setting because of nutrition’s 
cultural appliances(16).

On the other hand, attending to the psychosocial 
distress that family members of patients with nutritio-
nal impairment suffer, the family’s disturbances, and 
the health team’s relationship are priorities related to 
reaching the best QoL possible(17). In the review from 

Amano et al., they suggest an integrated palliative, sup-
portive and nutritional care acting in an interdisciplinary 
way, with actions directed to prevent and/or treat the 
eating-related distress that patients and family members 
developed in the context of PC(17). This approach aims to 
reduce conflict and achieve the best possible QoL. 

Francois et al., in a qualitative study about the expe-
riences of the staff and family members regarding PC, 
suggests applied family meetings to avoid/prevent and 
de-escalate conflict and clinical audits to identify and 
develop strategies to emotionally support the members 
of the family. The solving conflict technique has positi-
vely impacted the treatment results, the expected QoL, 
and even the grief process(16).

SWALLOWING DISORDERS AND  
PALLIATIVE CARE

Dysphagia and/or swallowing disorders are common, 
especially among older people and debilitated patients. 
It can be present as a symptom or a complication in a 
wide range of diseases either at home or in the hospital 
setting. Its early diagnosis is of growing interest because 
of the complications that may cause (aspiration, pneu-
monia, nutritional deterioration) and the burden that 
represents for the treatment team, the patient itself, and 
the caregivers(18). In most cases, the complexity of its 
recognition and treatment demands a multidisciplinary 
team in which SLPS have to play a significant role.

When addressing dysphagia and its treatment, the 
need for a differentiation between patients with intrac-
table dysphagia despite all attempts and the dying 
patient with swallowing disorders is mandatory. This 
is because the goal for the first group of patients is to 
maximize swallowing function, maintain nutritional 
status and pulmonary health; the failure to do so may 
lead to a PEG for nutritional improvement and invasive 
surgical options(19).

The second group of patients with end-stage life-
threatening diseases needs a PC approach, as stated 
before. In these cases, the decision to resort to artificial 
nutritional support must be made very carefully, consi-
dering the prognosis and the expected QoL. Patients, 
family, and caregivers must be involved in the decision. 
In this sense, every person included in preparing meals 
and feeding these patients tends to respond to treatment 
failure. It has been demonstrated that there is a relation-
ship between caregiver and patient QoL mostly because 
living and taking care of a person with dysphagia invol-
ves the specific physical needs of the disorder but also 
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impacts on social activities, changing their lifestyles and 
leading to poorer QoL as needs scale(20).

The DysCord qualitative study, one of very few 
on the subject, showed that caregivers tend to have a 
strong desire to continue feeding and that the main 
issues found were knowledge, emotional response, and 
the symbolic role of food. Any discordance with the 
dietary recommendation should be approached, pro-
viding them tools to understand the implications and 
emotional support to deal with them(21).

Finally, it is strongly recognized that, when swallowing 
disorders are involved, SLPs play a key role as the 
treatment team members. Nevertheless, several studies 
and reports show that this area of practice is under-
resourced, under-acknowledged, and poorly developed. 
The need for research, training, and more focused educa-
tion on the subject is highlighted for the SLPs(18, 22).

SPECIFIC NUTRITIONAL INDICATIONS IN 
PALLIATIVE CARE

Heart Failure

Heart failure (HF) is a clinical syndrome resulting from 
cardiac disorders that impair myocardial function. It 
is now a significant threatening public health problem 
present in more than 20 million patients around the 
globe(23). HF is the leading cause of morbidity and mor-
tality worldwide; it is essential to have adequate PC for 
these patients to improve their QoL, regardless of the 
prognosis(24). Patients frequently report moderate to 
severe dyspnea, fatigue, cough, muscle weakness, insom-
nia, and low mood. Likewise, limitations are observed 
in daily living activities that can result in dependence 
on care, added to the multiple associated comorbidities 
and polypharmacy(24). Despite this, PC consultations in 
these patients continue to be insufficiently used(25).

The prognosis of HF is even worse in patients with 
deficiency malnutrition(26). These patients often have 
a decreased appetite(27, 28), aggravating the associated 
malnutrition. The lack of appetite is varied; the aging 
process can lead to a loss of hunger due to alteration of 
the appetite hormones and the deterioration of health, 
depression, and gastrointestinal problems(26).

Advanced chronic obstructive pulmonary 
disease (COPD)

The prevalence of COPD and longer survival of these 
patients have increased the number of people in a ter-
minal condition. However, PC programs have not been 

developed, which prevents patients from receiving 
optimal care and thus ensuring their well-being, avoi-
ding new hospital admissions(29).

Malnutrition is a frequent problem in patients with 
COPD; the prevalence of disease-related malnutrition 
occurs in 19.8 % of patients with initial COPD. This con-
dition increases in more advanced stages of the disease. 
It is important to emphasize that the energy intake is 
hampered by the lack of hunger in these patients, cou-
pled with an increase in dyspnea when trying to eat. In 
addition to this, there is usually an affected perception 
of taste and problems with chewing or swallowing(30).

Malo de Molina Ruiz et al. refer in the “Home 
treatment protocol of the patient with lung disease and 
advanced COPD” that due to the high prevalence of 
underweight among these patients, their body weight 
should be monitored periodically through the Body 
Mass Index indicator(31).

On the other hand, the prevalence of sarcopenia in 
COPD patients ranges between 14.5 % and 25 %, with 
variability depending on the disease’s age and severity. 
It has been seen that in patients with advanced COPD, 
a change in the distribution of the type I muscle fiber 
is observed in favor of type IIx in the quadriceps and 
tibialis anterior. This fact is not commonly observed in 
normal aging or patients with mild COPD(29).

Amyotrophic lateral sclerosis (ALS)

ALS is a chronic, fatal, and progressive disease. The 
prognosis depends on the patient’s nutritional and 
respiratory status; therefore, the main objective is 
to maximize their QoL(32). It has been described that 
a weight loss of 5 % at the time of diagnosis doubles 
the risk of death of the patient; likewise, a gain of more 
than 2.5 kg of fat mass is associated with a 10 % risk 
reduction of death(32). Many factors affect the loss of 
body weight; among them, the following stand out: 
dysphagia, increased energy expenditure (due to grea-
ter respiratory work and inflammatory state), anorexia, 
difficulty in handling the utensils necessary for eating, 
delayed gastric emptying, constipation, depression, 
and anxiety. It is essential to highlight that malnutrition 
in itself negatively affects muscle strength and immu-
nity, affecting the disease’s evolution(33).

Prompt management of the disease is essential to 
alleviate malnutrition, respiratory failure, and prevent 
aspiration, falls, and pneumonia. In order to control 
weight loss and meet the patient›s nutritional requi-
rements, oral nutritional supplements are indicated 
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when the patient maintains their swallowing capacity. 
Additionally, it is recommended to modify food texture 
in a thick liquid or pudding to improve the patient›s 
intake(33). It is essential to analyze the administration of 
enteral tube feeding early and consider a gastrostomy 
placement before breathing is compromised or when 
patients lose 10 % of their normal weight(34). It is appro-
priate that PEG placement be performed before the for-
ced vital capacity (FVC) is less than 50 %, even if there 
are no nutritional problems or evidence of dysphagia 
at that time. Likewise, percutaneous radiological gas-
trostomy can be done with FVC less than 50 % since it 
requires a lesser degree of sedation. On the other hand, 
PN’s use is reserved for those patients in whom EN is 
not possible due to their basic respiratory situation(33).

Multiple sclerosis (MS)

Multiple is a progressive and chronic illness, reported 
in 2.3 million patients globally. It is an autoimmune, 
inflammatory disease with impairment of the neuron’s 
myelin sheath of the brain and spinal cord with gradual 
loss of neurons and axons(35). This pathology affects the 
performance of daily activities, patient autonomy, and 
QoL(35). It is common the presence of weight loss and 
malnutrition condition in advanced stages of MS due to 
feeding complications, loss of hunger, nausea, incremen-
ted energy and energy expediture and protein negative 
turnover, augmented losses related to the chronic inflam-
matory condition, sarcopenia correlated to less physical 
activity, cognitive affection, pressure ulcers, polyphar-
macy, and neurogenic dysphagia. Consequently, malnu-
trition worsens frailty, diminishing functional capacity 
producing more dysphagia and infection, perpetuating a 
vicious circle that deepens malnutrition. As it has been 
described previously, malnutrition will increment mor-
bidity and mortality in these patients(36).

Even though there is scarce information to support 
the incorporation of PC as part of the MS patients’ 
protocol(35), the factors mentioned above highlight 
the European Society for Clinical Nutrition (ESPEN) 
recommendations for nutritional counseling to prevent 
and improve the nutritional status in these patients. 
These references aim to provide patients with an appro-
priate energy and protein intake, fiber, polyunsaturated 
fatty acids (PUFA) and vitamin D(36-39).

Parkinson’s disease (PD)

PD is a neurodegenerative disorder, with a worldwide 
prevalence of almost 1 % of people in their sixth decade 

of life and older. In these patients, malnutrition is due 
to multiple factors such as dyskinesia, inelasticity, 
dysphagia, and side effects of medication. Malnutrition 
and aspiration pneumonia, mainly caused by dyspha-
gia, have been described as one of the principal causes 
of death in PD patients(40).

ESPEN recommends regular screening for dyspha-
gia in PD patients even without apparent symptoms 
due to its clinical importance. (ESPEN neu) Sarcopenic 
dysphagia is common in these patients and it is produ-
ced by decreased muscle mass and total body stren-
gth, affecting the swallowing process. For this reason, 
therapy combined with rehabilitation and nutritional 
management is essential. This emphasizes the rele-
vance of elaborating an integral and multidisciplinary 
intervention to have effective results in these patients 
by increasing the number of meals per day, adapting 
mealtimes for times with fewer PD symptoms, provi-
ding homemade food (when possible) and snacks to 
reach the daily required calories(40).

Depending on the dysphagia severity, it can be 
beneficial: to adapt bolus characteristics, postural 
maneuvers, exercise programs(40), among other inter-
ventions. For those PD patients in advanced stages 
(Hoehn and Yahr stages 4 and 5), a videofluoroscopic 
swallowing study or fiberoptic endoscopic evaluation 
of swallowing is advised to evaluate its alterations and 
identify silent aspiration. In that way, it can be adapted 
food and liquid viscosity. When the probability of aspi-
ration or choking on food increment, nutrition along 
with NGT or PEG should be contemplated(41).

It is essential to monitor PD medications’ side-
effects since some of them produce vomiting, nausea, 
abdominal pain, constipation, dyspepsia, weight loss, 
xerostomia, anorexia, diarrhea, and other gastrointes-
tinal alterations. These undesirable consequences also 
alter food taste and smell, contributing to nutritional 
status deterioration(37). Additionally, PD patients bene-
fit from homocysteine, B12, and folate supplementation 
since Levodopa, one of the most common drugs for 
PD, has been reported to affect lipid and carbohydrate 
metabolism, produce hyperhomocysteinemia, B12, 
and folate deficiency(37). Furthermore, protein repar-
tition regimes have shown to promote the efficacy of 
Levodopa by affecting positively motor symptoms and 
disability score which improved QoL(42).

Some reports(35, 40, 42, 43) propose that PD patients 
have deficiencies that could be addressed with the 
following approach: Coenzyme Q10 (300-1200 ng 
daily), Glutathione (Mediterranean diet, n-acetyl cys-
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teine 1200-8000 mg/day), vitamin D (1200 IU daily) 
and vitamin C (suggested dosage remains unclear).

Supplementation with 1-4 g of Omega-three fatty 
acid can diminish inflammation and enhance QoL(44, 

45). As constipation is a frequent symptom, PD patients’ 
diets should increment fiber and fluid consumption(42). 
Probiotics, 8 x 109 CFU live bacteria with several spe-
cies, can be added as a supplemental medicine(43). 

Cancer patients

Cancer prevalence is increasing globally, and it is one of 
the leading causes of morbidity and mortality. Likewise, 
different treatments have led to higher survival in these 
patients, becoming a chronic disease(46). Malnutrition 
and a loss of muscle mass are frequent in cancer patients, 
influencing the disease’s evolution. Inadequate nutritio-
nal intake, lack of physical activity, and catabolic metabo-
lic disorders worsen the situation(47).

WHO exhorts early integration of PC interventions 
from the diagnoses of the disease and then to death and 
beyond. Nutritional support should receive special con-
sideration if patients are receiving palliative anti-cancer 
treatment(46). The ESPEN guidelines recommend com-
prehensive screening of all patients with advanced can-
cer for inadequate nutritional intake, weight loss, and 
low body mass index(7, 46).

If the patient has been identified as at-risk or presen-
ting malnutrition due to a deficiency, it is necessary to 
assess the nutritional status by evaluating the quantity 
and quality of nutritional intake(48). It should analyze the 
signs and symptoms that could negatively affect the nutri-
tional status and psychosocial distress associated with 
eating or losing weight. Druml et al. refer that nutrition in 
PC must consider social, cultural, emotional, and existen-
tial aspects such as patients’ spiritual and ethnic needs(7).

Cancer patients may belong to two very different 
subpopulations: the patients receiving oncologic the-
rapy and those who have “incurable” cancer and are 
not eligible for oncologic treatments. This difference 
is essential because the potential nutritional interven-
tions change as their expected outcome.

Cancer and oncology treatment

In patients receiving chemotherapy, mostly, nutritional 
interventions are prescribed to sustain or improve the 
overall status and lower drug toxicity and morbidity in 
general(49). Gastrointestinal cancer (GIC) patients are 
a very clear example of the above in which PN in cases 
of contraindication of gastric tube use or enteral nutri-

tion surpassing certain GIC (esophagus) may allow the 
patient not only to receive and complete treatments 
that otherwise, starvation would not allow or lead to 
death before the primary disease does(10).

Several publications designed to show improvement 
in QoL in patients with nutritional interventions such 
as nutritional advice, supplementation(50), fortifications, 
and enteral nutrition, had different and contradictory 
results. While some of them show improvement in QoL 
domains, others reported no effect with neither inter-
vention. Studies on PN and, more specifically, in home 
PN (HPN) reported benefits in QoL indexes(6-9, 46).

Cancer as a terminal disease

In these patients, hyporexia and anorexia and/or the 
abstinence to ingest food and liquids are part of the 
dying process. Most of these patients do not experience 
hunger or thirst, as their families and caregivers fear 
they may have(46). Evidence does not justify nutritional 
therapy, mostly if it has to be given as ANH. Enteral or 
parenteral routes are thought to increase suffering and 
complications since standard therapy will not improve 
or change disease outcomes(46).

However, some authors have demonstrated that, in 
particular patients with incurable GIC and peritoneal 
involvement that causes chronic bowel obstruction, 
HPN may allow patients to leave hospital facilities and 
to survive without symptoms in a population where 
starvation, if not treated, may cause death before the 
tumor itself(10). In these cases, ESPEN guidelines 
recommend intervening individually, respecting indivi-
dual, cultural or religious aspects(7).

Old age patients

The elderly population is at more risk of malnutrition and 
dehydration. Also, aging includes the advance of many 
diseases, chronic ones, multi-morbidity, polymerization, 
and psychosocial disabilities. It is very common to find, 
in this population, not only difficulties to ingest food but 
a lack of diversity in the nutrients ingested; not to eat or 
drink what is needed has to be taken into account as an 
autonomous decision that expresses a dying phase(51).

All the above presents a very complex ethical decision 
regarding which medical and/or therapeutic options are 
more appropriate. ESPEN recommends in its guideli-
nes some principles that should guide these decisions. 
One of them is the principle of autonomy, the fact that 
ingestion of food should mean a positive aspect of older 
people’s life; otherwise, it is futile. It is also important to 
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distinguish between lack of appetite and depression or 
other psychosocial issues that can be treated(7).

It may be challenging to have a clear view of the 
alternatives most of the time. As said before, good 
communication between all the actors involved and 
the respect of the patients will be mandatory for a suc-
cessful care approach. Meanwhile, in those cases where 
well-founded decisions are difficult, preservation of life 
is the priority(7).

Dementia patients

Dementia is a progressive, life-limiting disorder without 
curative therapeutic, characterize by a cognitive impair-
ment affecting daily life activities. It can impact patients’ 
memory, language, executive function, task planning, 
and execution(52). It includes more than 200 gradual neu-
rological disorders in a variety of severity. Depending on 
this, the patient will need more assistance to care for his 
needs. The disease’s advanced stages are distinguished 
by deep cognitive decline, incapacity to interact verbally, 
and total functional dependence(14).

These patients are not usually recognized as having 
a high risk of death; therefore, PC are not always con-
sidered for their standard treatment. As it was men-
tioned with the disease’s progression, the patients will 
need more and more assistance for their daily needs. 
Regarding the nutritional requirements, one of the 
most frequent problems in them is malnutrition, des-
pite the disease stage(14, 53). It is essential to provide 
adequate nutrition, giving the necessary calories to pre-
vent weight loss. Several actions can be implemented 
to reach that goal: orientation given by nutritionists to 
the caregivers about preparing a diet according to the 
patient’s needs, constant nutritional evaluation, oral 
nutritional supplementation when needed, and after 
careful consensus EN or PN(53).

In more advanced stages, not programmed hospital 
admissions, eating disorders with a refusal to eat, motor 
deficit, weight loss, or severe dysphagia can be indica-
tors of advanced dementia. Therefore, it should be 
considered the possibility of invasive feeding to meet 
nutritional requirements(14, 53). However, the concomi-
tant increased risk of PEG site infection and aspiration 
should be pondered to plan an individualized treatment 
for these patients, contemplating cultural issues and 
patients’ wishes.

Scientific evidence has failed to demonstrate that 
ANH has any benefit in prolonging life, positively 
modifying QoL, or preventing suffering. Also, they did 

not find lower aspiration rates. On the contrary, its bur-
dens have shown to outweigh the benefits because of 
the invasive nature of the procedures and the need for 
restraints, paradoxically increasing suffering(54, 55).

In this instance, patients with dementia and eating 
difficulties need support, an individualized plan, and 
careful eating assistance to avoid, as much as possible, 
the aspiration risk. In order to help the family and patient 
to make a better decision, it is fundamental to provide 
information about feeding options, comfort nutrition 
near the end of life, the risk and benefits of feeding tubes, 
and assisted oral feeding(14). As with the other diseases, 
communication and wording should avoid negative con-
notations. That is why “comfort feeding” can be used to 
refer to this type of nutrition therapy(7).

Persistent vegetative state

As the diagnosis, prognosis, and potentiality for reco-
very and the extent of care this patient should receive, 
these cases have to be evaluated individually. If the 
prognosis is uncertain, ANH is recommended to be 
part of the treatment. As always, the benefits of the 
treatment and goals to be achieved need to be carefully 
communicated. If an expressed will exists or is presu-
med, it should be respected(7).

Chronic Kidney Disease (CKD)

CKD is a major public health problem growing throug-
hout the world(12). These patients commonly have mul-
tiple associated comorbidities that must be thoroughly 
addressed.

The patient’s nutritional approach with CKD is 
usually based on prolonging life with very controlled 
diets, including restriction of electrolyte, fluid, and 
macronutrient intake. However, dietary management 
in PC must be aligned with the patient’s objectives and 
QoL, with frequent priority management of the symp-
toms present. It may be advisable, if necessary, to use 
oral nutritional supplements.

Sarcopenia is common in these patients, leading to 
frailty and independence loss. It is essential to incorpo-
rate structured exercise programs that includes resis-
tance training in order to improve cardiorespiratory 
fitness, muscle strength, and functional capacity, along 
with appropriate nutritional intake(12). Anorexia is fre-
quent in CKD patients and leads to malnutrition, increa-
sing mortality. Prevention and treatment of malnutrition 
should focus on strategies that reduce symptoms, opti-
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mize dietary intake, promote healthy bowel function, 
and support physical function and independence(56). It is 
necessary to address uremic symptoms like xerostomia, 
taste changes, nausea, dry-retching and vomiting, and 
motility disorders that can lead to less food intake(12).

It is essential, for those patients at the EoL, to avoid 
being overly prescriptive or restrictive and provide 
practical advice that considers individual goals and psy-
chosocial and cultural needs(12). During this stage, the 
nutritional plan should be patient-centered, maximizing 
food delight and reducing food‐related discomfort(8).

There is no solid evidence to support EN for EoL 
patients’ recommendation, and it does not reduce 
symptom burden nor promote QoL(57).

CONCLUSIONS

It has been described general nutritional recommen-
dations in PC, their complications, and their impact 
on QoL. Additionally, it has presented the family and 
caregivers’ perception of these and their ethical aspects, 
highlighting the importance of PC’s nutritional recom-
mendations as patient-centered and open communica-
tion among the stakeholders.

Nutritional support in PC may include early inter-
ventions to reduce nutritional status symptoms, imple-
ment nutritional counseling, use of oral nutritional 
supplements, and ANH. Nutritional support (oral, EN, 
PN, or combined interventions) should be prescribed 
according to the patient’s disease stage, energy and pro-
tein requirements, considering tolerability, and above 
all respecting patient/family/caregiver wishes.

It is fundamental to highlight that a multidisciplinary 
team should propose individualized nutritional manage-
ment previous a thorough explanation of the advantages 
and disadvantages of feeding options to the patient/
family/caregiver to give informed consent. EN or PN 
should be carefully evaluated for each patient’s condi-
tion, especially those at EoL, since the main intention in 
them is QoL rather than achieve nutritional goals.

Patients with specific conditions that imply cogni-
tive deterioration are recommended to plan in advance 
their preferences of feeding and interventions in future 
situations that will arise as the disease continues its 
natural course.
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