PMB definition guidelines for best supportive care for:

-

Esophageal cancer
Pancreatic cancer
Stomach/ gastro-esophageal junction cancer
Colorectal cancer
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Disclaimer:
The draft benefit definition on best supportive care has been developed for the majority of standard
patients. All interventions described only apply if the patient has been diagnosed with the above
mentioned cancers. Regulation 15(h) and 15(I) may be applied for patients who are inadequately managed
by the stated benefits.
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1.

Introduction
1.1.

A diagnosis of cancer and its subsequent treatment can have a devastating impact on the quality of
a person’s life. Patients face new fears and uncertainties and may have to undergo unpleasant and
debilitating treatments.

1.2.

Medical schemes interpret best supportive care benefits differently, resulting in a lack of uniformity
of benefit entitlements.

1.3.

The benefit definition project is coordinated by the Council for Medical Schemes (CMS) and aims to
define the prescribed minimum benefits (PMB) package for best supportive care as well as to guide
the interpretation of the PMB provisions by relevant stakeholders.

2.

Scope and purpose
2.1.

The purpose of this document is to improve clarity in respect of funding decisions by medical
schemes, taking into consideration evidence based medicine, affordability and in some instances
cost-effectiveness.

2.2.

The modalities described below are PMB level of care in the context of the diagnosis of
gastrointestinal cancer. It is also important to note that schemes may apply formularies.

3.

Gastro-oesophageal Reflux Disorder
3.1.

One of the more common symptoms following surgical treatment of oesophageal cancer and gastric
cancer is reflux as a result of changes to the gastro-oesophageal junction and delayed gastric
emptying (Ha, Kim, K. & Kim, J., 2016; Däster, Soysal & Stoll, 2014). Reflux may also occur following
gastric endoscopic mucosal resection.

3.2.

Proton pump inhibitor (PPI) therapy is indicated for treatment of reflux following gastric surgery and
has been shown to improve symptoms as well as quality of life (Johansson, Oberg & Wenner 2009;
Malmström, Klefsgard, Ivarsson, Roman &Johansson, 2015)

3.3.

PPIs are recommended for up to 8 weeks following endoscopic submucosal resection to prevent
delayed bleeding due to ulceration (Uedo, Takeuchi, Yamada, Ishihara, Ogiyama, Yamamoto, Kato,
Tatsumi, Masuda, Tamai, Yamamoto, Higashino, Iishi & Tatsuta, 2007) although recent randomised
controlled trials suggest that 2-4 weeks PPI treatment is sufficient to heal post-ESD ulceration (Arai,
Matsumura, Okimoto, Oyamada, Saito, Minemura, Maruoka, Tanaka, Nakagawa, Katsuno &
Yokosuka, 2014; Park, Baek, Choi, Lee, Kim, B., Kim, J.W., Kim, J.G. & Chang, 2014).

3.4.

Lifestyle modification is also recommended such as avoiding supine position, weight loss where
required, avoiding alcohol and foods known to increase reflux symptoms.
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3.5.

Pre-operative PPI use does not significantly impact post-operative gastric bleeding and therefore is
not recommended (Nishizawa, Suzuki, Akimoto, Maehata, Morizane, Kanai & Yahagi, 2016).

4.

Nausea and Vomiting
4.1.

Chemotherapy or radiation treatment induced nausea and vomiting in cancer patients can affect
quality of life substantially as well as having a physiological impact such as metabolic imbalances,
oesophageal tears, delayed wound healing. Treatment of nausea and vomiting is dependent on the
emetogenicity of chemotherapeutic agents. A table of classification of the emetogenic potential of
agents is available from the updated MASCC and ESMO guidelines 2016 (Roila, Herrstedt, Aapro,
Gralla, Einhorn, Ballatori, Bria & Clark-Snow, 2016).

4.2.

The NCCN Guidelines for Antiemesis (NCCN Guidelines, 2016) the updated MASCC and ESMO
guidelines and the ASCO updated guidelines (Hesketh, Bohlke, Lyman, Basch, Chesney, ClarkSnow, Danso, Jordan, Somerfield & Kris, 2016) all recommend a triple combination of a serotonin
receptor antagonist (5-HT3 RA), dexamethasone and a neurokinin-1 receptor antagonists (NK1
RAs) for highly emetogenic intravenous chemotherapy (Roila et al, 2016).

4.3.

For medium-risk emetogenic chemotherapy a combination of 5HT3 RA and dexamethasone is
recommended although the addition of an NK1 RA may be warranted in patients treated with
carboplatin

4.4.

In patients undergoing highly emetic radiation therapy a combination of 5HT3 RA and
dexamethasone is suggested (Hesketh et al, 2016).

4.5.

Low emetic risk treatment regimens may consider the use of metoclopramide or prochlorperazine
as an alternative to dexamethasone or a 5HT3 RA single agent treatment (NCCN Guidelines, 2016).

4.6.

For high emetic risk chemotherapy, NK1 RAs such as aprepitant and fosaprepitant are PMB level of
care

4.7.

5HT3 receptor antagonists (5HT3 RA), ondansetron and granisetron are recommended on the
NDoH Tertiary and Quaternary Essential Medicines List (TQ EML) for highly emetogenic
chemotherapy (National Department of Health, 2015).

4.8.

Dexamethasone is recommended in combination with other anti-emetic agents in chemotherapy
with high-emetogenic potential although the dose may need to be adjusted when combined with an
NK1 RA (Roila et al, 2016).

5.

Anticoagulation therapy
5.1.

Patients with cancer are at a higher risk of venous thromboembolism as a result of the cancer itself
(metastatic carries a higher risk than localised cancer) as well as the treatment. Major surgery and
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hospitalisation further increases this risk. Patients with gastric cancers are at particularly high risk
(Mandalà, Falanga, Roila & Group, 2011).
5.2.

Prophylaxis in patients undergoing major surgery, especially abdominal procedures is required
either with unfractionated heparin (UFH) or low-molecular weight heparin (LMWH). Duration of
prophylaxis should be up to 10 days post-surgery although in cases of abdominal surgery
prophylaxis may be extended up to one month post-operatively (Lyman, Bohlke, Khorana, Kuderer,
Lee, Arcelus, Balaban, Clarke, Flowers, Francis, Gates, Kakkar, Key, Levine & Liebman, 2015;
Mandalà et al , 2011; NCCN Guidelines, 2016).

5.3.

Routine prophylaxis in patients undergoing chemotherapy, minor procedures or even with a central
venous catheter is not recommended (NICE, 2015; Mandalà et al, 2011).

5.4.

However prophylaxis in patients with cancer who are hospitalised for acute care should be given
(Lyman et al, 2015; Mandalà et al, 2011).

5.5.

Evidence supporting use of anticoagulation in ambulatory patients is unclear and therefore not
routinely recommended (Akl, Kahale, Ballout, Barba, Yosuico, Van Doormaal, Middeldorp, Bryant
& Schünemann, 2014).

5.6.

Acute management of venous thromboembolism (VTE) is initially with LMWH or UFH (Mandalà et
al, 2011). Evidence from a Cochrane Systematic Review (2014) suggests that LMWH is superior
to UFH in reducing mortality but not in preventing recurring VTEs and therefore is recommended as
preferable over UFH (Akl, Kahale, Neumann, Barba, Sperati, Terrenato, I., Muti & Schünemann,
2014; Lyman et al, 2015; NCCN Guidelines, 2016).

5.7.

Long term treatment of VTE in cancer patients is recommended for at least 3 months and up to 6
months. The ASCO, NCCN and ESMO guidelines recommend LMWH as preferable over oral
anticoagulation with warfarin in cancer patients (Mandalà et al, 2011; Lyman et al, 2015; NCCN
Guidelines, 2016).

5.8.

A Cochrane systematic review of the evidence for the use of LMWH compared with oral
anticoagulation with a Vitamin K Antagonist (VKA), showed a reduction in VTE but not in survival
and therefore proposed that treatment should be based on patient risk benefit assessment (Akl,
Kahale, Barba, Neumann, Labedi, Terrenato, Sperati, Muti & Schünemann, 2014).

5.9.

The use of the new oral anticoagulants (NOACs) such as dabigatran or rivaroxaban is not
recommended as PMB level of care in cancer patients (Lyman et al, 2015; NCCN Guidelines, 2016).
A recent meta-analysis showed that oral anticoagulants had similar efficacy to LMWH or warfarin
but with higher bleeding rates in these patients (Brunetti, Gesuete, De Gennaro, Correale,
Caldarola, Gaglione & Di Biase, 2016).

6. Diarrhoea
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6.1.

Diarrhoea due to dumping syndrome can occur as a result of gastric resection. Early or late dumping
is related to the timing of symptoms that occur following a meal.

6.2.

Dumping syndrome can often be managed with modifications to the patient’s eating patterns
including smaller more frequent meals, avoidance of certain foods that exacerbate the dumping
(e.g. carbohydrates), more fibre and protein and avoiding liquids with meals (Ashley, 2016).

6.3.

Chemotherapy-induced diarrhoea (CID) is particularly associated with use of irinotecan or
fluoropyrimidines and can affect up to 80% of patients. Loperamide is recommended as first line
treatment in addition to lifestyle and eating modifications (McQuade, Stojanovska, Abalo, Bornstein
& Nurgali, 2016; Stein, Voigt & Jordan, 2010).

6.4.

In severe cases of diarrhoea refractory to treatment with loperamide, the use of octreotide has been
suggested, however levels of evidence are low with no additional benefit shown in randomised
controlled trials and therefore octreotide is not recommended as PMB level of care (Andreyev, Ross,
Donnellan, Lennan, Leonard, Waters, Wedlake, Bridgewater, Glynne-Jones, Allum, Chau, Wilson
& Ferry, 2014; Hoff, Saragiotto, Barrios, del Giglio, Coutinho, Andrade, Dutra, Forones, Correa,
Portella Mdo, Passos, Chinen & Van Eyll, 2014).

7. Stoma Care in Patients with early and late stage oesophageal, gastric, pancreatic or colorectal
cancers
7.1.

Despite the fact that screening and early diagnosis of gastrointestinal cancers has improved, and
good outcomes may be obtained with endoscopic and stapling surgical techniques, surgical stomas
are commonly required in patients with colorectal and other gastrointestinal cancers
(Banaszkiewicz, Woda, Zwoliński, Tojek, Jarmocik & Jawień, 2015; Coros, Sorlea, Hintea,
Georgescu, Crăciun & Pascarenco, 2016).

7.2.

Depending on the site of the tumour, the stage of disease and the intended surgical procedure(s)
to be performed as part of cancer treatment, the stoma or stomas may be temporary/diverting,
intended to protect a surgical anatomosis, or may be definitive.

7.3.

Since the creation of a surgical stoma is a body-altering procedure, associated with altered quality
of life due to changes in body function, image and integrity, as well as new challenges to
psychosocial matters and personal hygiene, stoma care is a critical part of quality health
management of stomates (Persson, Gustavsson, Hellström, Lappas & Hultén, 2005). Both
international (International Ostomy Association and World Council of Enteralstoma therapists) and
South African (South African Stoma therapy Association) Professional Societies supporting stoma
therapy provide guidance on the care patient ostomates require (International Ostomy Association
World Council Charter of Ostomates Rights, 2007). Table 1 stipulates the PMB level of care for
stoma care.

Table 1. Prescribed Minimum Benefits for Stoma Care in early and late stage gastrointestinal cancers
7|Page
PMB definition guidelines for best supportive care

Description

Frequency/Quantity

Preoperative education and stoma site

1 consult

planning by stomatherapist
Post-operative education and training by

1 consult

stomatherapist
Post-operative nutritional counselling

1 consult plus 1 follow-up by dietitian

Follow-up by stomatherapist

2 consults per year

Stoma care consumables

Unlimited supply for duration of stoma(s)

Stoma bags

Unlimited supply for duration of stoma(s) of either one- or
two-piece drainable or closed ostomy pouches with or
without filter, including skin barriers and adhesive paste.

Stoma caps (for patients with descending

Caps and associated irrigation consumable supplies

or sigmoid colostomies who irrigate their
stomas)
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8. Physiotherapy
8.1.

A physiotherapist forms part of the multi-disciplinary team involved with the management of cancer treatment. Physiotherapy has a role in prevention of
complications and should therefore be utilised as a priority rehabilitation service from diagnosis. Several benefits of physiotherapy rehabilitation are well
documented throughout the treatment trajectory and beyond cancer (Didem, Ufuk, Serdar & Zümre, 2005; Halle & Schoenberg, 2009; Megan Melnyk, Casey, Black
& Koupparis, 2011; Moattari, Jaafari, Talei, Piroozi, Tahmasebi & Zakeri, 2012; Van der Leeden, Huijsmansa, Geleijna, De Lange-De Klerk, Dekkera, Bonjere &
Van der Peete, 2016). The physiotherapy interventions listed in table 2 below are PMB level of care:

Table 2: Physiotherapy interventions which are PMB level of care
Stage

Complication

Aims of treatment

Recommended

physiotherapy Level of care

Evidence

sessions
All

-Cancer
fatigue

related -

Improve

maintain

and 2-3 units of training per week. A

muscle recovery time of 48 hours between post discharge

strength

and sessions is recommended and to

endurance.

prevent exhaustion. Frequency may

- Improve and maintain be reduced to one session per week
functional

capacity or once in two weeks as soon as the

(respiratory,

patient can manage his/her own

circulatory and cardiac training program.
systems).
-

Prevention

of

complications
associated

In-hospital

with
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and Halle & Schoenberg (2009)

decreased functional
capacity.
Post-surgery

-Postoperative
pulmonary

- Early mobilisation

One treatment session per day while In –hospital after Megan Melnyk et al (2011); Van

and - Rehabilitation

the patient is in hospital depending surgery;

circulatory

- Education to prevent on the pulmonary complication. Motivation

complications

complications
associated

Patients

in

ICU

require

2x required

with treatments per day

Optimising

lung

function
During

-Peripheral

chemotherapy neuropathy

should

extra sessions be

bedrest
-

der Leeden et al, (2016)

required

when

patients

are

discharged

- Reduction of cancer

15 treatment sessions for the full In-hospital

fatigue

duration of the chemotherapy post discharge

-

Management

symptoms

of
e.g.

cycle. Physiotherapists are using
numerous

different

outcome

peripheral neuropathy

measures again depending on

and

the symptoms and aims of

inflammatory

changes

treatment.

The

following

- Maintaining function

outcome measures are a few
examples of many:
-Chelsea assessment tool
-Oswestry disability scale
-Berg balance scale
-Different pain scales, etc
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and Halle & Schoenberg (2009)

During

-Radiation fibrosis

Soft tissue and joint 8-10 treatments until the symptoms In-hospital

radiation

syndrome of target mobilisations

therapy

tissues

to resolve

and

Hojana & Milecki (2014)

post discharge

and maintain and improve

surrounding healthy the
tissue

integrity

and

physiological
properties of the target
tissues,

health

surrounding tissue and
joints.
During follow -Constipation and -To prevent and treat Overall
up period

any

other complications,

complication
addressed

chest
abdominal
can

treatments

is In-hospital

e.g. recommended over a follow up post discharge

infections, period of 2 years to cover all aspects

above constipation

which may arise

15

be

stimulate
action.
-Prevention
bedsores

where of treatment mentioned. This should
massage include a minimum of 2 sessions per
done

the

to treatment intervention to educate
bowl the

patient

and

caregivers

management techniques e.g. bowl
of massage techniques, manual lymph
drainage,

application

11 | P a g e
PMB definition guidelines for best supportive care

of

and Orsini et al. (2008)
Meyerhardt et al. (2006)
Lee et al. (2005)

-

Functional compression

independence

garments

in exercises.

activities of daily living
- Maintain mobility and
strength as far as
possible
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and

9.

Neuropsychiatric conditions related to cancer diagnosis
9.1.

A diagnosis of cancer presents a catastrophic stressor to which patients and their families would
need to adapt (American Psychiatric Association, 2013). The presentation is further complicated by
neuropsychiatric disorders that develop at various stages of the illness, which increase mortality and
morbidity.

9.2.

Adjustment disorders are the most common presenting disorders though the prevalence of delirium
seems to rise as the malignancies advance. The multiple concerns that arise to fuel these
psychological responses include: fear of death, dependency, and disruption in one’s social role, to
name a few (American Psychiatric Association, 2013). The navigation of the health systems and the
cost implications of the needed medical care also bring with it additional burden to patients and their
families.

9.3.

The prevalence of psychiatric disorders in general is at least 50% of all cancer patients, and seems
to rise with advanced malignancies (Laoutidis & Mathiak, 2013; Mitchell, Chan, Bhatti, Halton, Grassi
& Johansen, 2011). A number of studies have described that at-least two-thirds of patients presented
with adjustment disorders and between 10-15 % with major depressive disorders rising to 24% (if
pooled with sub-threshold depressive disorders) (Benros, Laursen, Dalton & Mortensen, 2009; Mayr
& Schmid, 2010).

9.4.

10% present with delirium though the prevalence seems to rise with advanced malignancies.
Prevalence for neuropsychiatric disorders is seemingly higher for pancreatic malignancies (as high
as 76%) compared to other GIT malignancies possibly due to their reputation of carrying higher
mortality rate, and the association with pain especially in advanced stages. This might further be
contribution of paraneoplastic effects associated with some of the pancreatic malignancies (Joffe,
Rubinow, Denicoff, Maher, Sindelar, 1986; Kelsen, Portenoy, Thaler, Niedzwiecki, Passik & Tao,
1995; Nakano, Wenner, Inagaki, Kugaya, Akechi & Matsuoka, 2002; Yirmiya, Weidenfeld, Pollak,
Morag, Morag, Avitsur, Barak, Reichenberg, Cohen, Shavit & Ovadia, 1999).

9.5.

Some cancer patients also present with post-traumatic stress disorder (PTSD) relating to the
distressing recollections during the illness (Rayner, Price, Evans, Valsraj, Hotopf & Higginson, 2011;
Pirl, 2004).

9.6.

Anxiety disorders prevalence contributing about 10 % (Mayr & Schmid, 2010). Although prevalence
is seemingly high, there are still patients that do not present because of stigma (Joffe et al, 1986).

9.7.

The increase in suicidality in GIT malignancies could be accounted for by the increased prevalence
of psychiatric disorders but also independently linked to the suffering from pain.

9.8.

Comprehensive management that includes psychosocial interventions and a wider variety of
neurotropic agents need to be made available to cater for the individualisation of care for these
patients. Management of neuropsychiatric disorders in cancer patients needs to be prioritized as they
increase morbidity and mortality.
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9.9.

It would also appear during the course of the cancer, the psychiatric symptoms either appear or get
exacerbated during crisis points (Joffe et al, 1986). These crisis points refer to: initial diagnosis,
relapse of the disease, treatment failure and appearance of new or painful symptoms. It is during
these cancer crisis points that psychosocial interventions should be employed to reinforce support to
patients and families. There has been a significant association demonstrated between depression
and pain both of which would negatively affect quality of life (Nakano et al, 2002).

9.10. In the background of malignancy it should be emphasised that investigations are central to clarifying
diagnosis. Psychiatric disorders due to medical conditions are diagnosed by exclusion. The
psychiatric medications used can also cause some changes and as such baseline investigations
would be warranted as minimum (Full blood count, Electrolytes, Liver Function Test, ECG, Thyroid
Function Test).
9.11. All neuro-psychiatric conditions which develop post cancer diagnosis should be managed according
to the relevant DTP as shown in the table below.
Table 3: PMB level of care for neuro-psychiatric conditions post cancer diagnosis
Condition

Recommendations

Trauma and stressor
related disorders

Manage under 901T – hospital admission for psychotherapy / counselling up to 3
days or up to 12 outpatient psychotherapy / counselling contacts

Depression

Manage under 902T – Hospital based management up to 3 weeks per year (incl.
electroconvulsive therapy and inpatient psychotherapy) or outpatient
psychotherapy up to 15 contacts

Organic mood (affective)
disorder

910T – Hospital based management up to 3 days

Psychotic Disorder due to
another medical condition

184T – Hospital based management up to 3 weeks / year

Anxiety disorders

910T – Hospital based management up to 3 days

Delirium

910T – Hospital based management up to 3 days

Anorexia Nervosa and
Bulimia Nervosa

908T - Hospital-based management up to 3 weeks/year or minimum of 15
outpatient contacts per year

Medication

Medications would be managed under the appropriate DTP PMB category
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10.

Nutrition support
10.1.

Disease-related malnutrition is recognised to be possibly the most important factor negatively
affecting response to and success of cancer therapy (Arendsa, Bodokyb & Bozzettic, 2006; August,
Huhmann & the American Society for Parenteral and Enteral Nutrition, 2009; Zhang, GU, &
Guo,2012; DiLuzio, Moscatiello & Marchesini, 2000).

10.2.

The risk of treatment-related toxicity, infectious complications, extended hospital stay, poor surgical
and clinical outcomes, and poor wound healing, and significantly increased mortality is increased in
patients with disease-related malnutrition. Furthermore, overall healthcare costs are significantly
higher in patients with disease-related malnutrition making nutrition support a highly cost-effective
intervention (Freijer, Tan & Koopmanschap, 2013).

10.3.

Oesophageal cancer has traditionally been a disease with poor term outcomes in terms of survival
and quality of life. In combination with surgical and pharmacologic therapy, nutrition support has
been demonstrated to improve patient tolerance of treatment, quality of life and longer term of
outcomes (Miller and Bozeman, 2012)

10.4.

Up to 50% of patients with gastric cancer have an acute-phase proteins response at the time of
diagnosis including patient with upper gastric intestinal (GI) malignancy cells (Barber, Ross, &
Fearon, 1999).

10.5.

Therefore, all major international clinical nutrition societies specifically recommend nutrition support
as an essential part of integrated medical management of gastrointestinal cancers.

10.6.

The fundamental goal of medical nutrition therapy is to provide sufficient energy and protein to
maintain or restore nutritional status, avoid loss of lean body mass and support wound healing.

10.7.

However, with modern insights into nutrition support, nutritional goals have expanded to include
modulation of the stress response, maintenance of immune competence, and optimisation of perioperative glucose control, attenuating the hypermetabolic response to surgery and optimising
healing (Evans, Martindale & Kiraly, 2014).

10.8. The table below provides an outline of indications, nutrition support approach and the indicated
product types of nutrition support which are recommended as PMB level of care. This has been
developed in line with The National Enteral Practice Guidelines for Adults in South Africa (National
Enteral Nutrition Practice Guidelines for Adults. 2016).
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Table 4: Outline of indications, nutrition support approach and indicated product types of nutrition support
PRE-OPERATIVE CARBOHYDRATE LOADING
Indication
For cancer surgery patients taking an oral diet that would otherwise be fasted in the pre-operative period, pre-operative carbohydrate loading is indicated from 24 hours prior up to 2
hours prior to induction of anaesthetic and immediately on recovery from anaesthesia.
Note: This would usually be in-hospital provision if the patient is in hospital from at least 24 hours prior to surgery, but in patients who are admitted to hospital less than 24 hours prior
to the procedure, this nutrition product should be provided to the patient beforehand so that pre-operative carbohydrate loading can occur at home prior to admission.
Indicated product and amount
A clear fluid, lactose-free, fat-free, carbohydrate-based sip drink
2 - 4 units required
PERI-OPERATIVE NUTRITION MANAGEMENT
Indication
For cancer patients scheduled for elective surgery, but not meeting nutritional requirements with normal diet.
Nutrition support provided in this phase of disease management depends on the nutritional status of the patient, the stage of disease and nutrition access route as outlined below.
Oral intake possible

Oral intake not possible, but enteral route available

For patients undergoing surgery, patients with significant For cancer patients undergoing surgery provide enteral nutrition for 5 - 7 days prior to
disease-related malnutrition require 7-10 days of oral nutrition surgery,
Pre-operative nutrition
optimization

supplementation with a nutritionally complete sip feed.

Note: Typically in-hospital

Note: Typically out-of-hospital

AND

Indicated product* and amount

For high risk cancer patients with disease-related malnutrition provide enteral nutrition for

Typically, 2 - 3 units per day of:

10-14 days prior to surgery.

A fat-free, high energy sip feed OR

Note: Typically in hospital, but may be out-of-hospital
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A high energy sip feed (with or without fibre) OR

Indicated product* and amount

A high energy, high protein sip feed OR

Typically 1 - 2 liters per day of:

A specialized sip feed enriched with EPA/DHA OR

A standard enteral feed (with or without fibre) OR
A high energy enteral feed (with or without fibre) OR
A high protein enteral feed (with or without fibre) OR
An enteral feed enriched with EPA/DHA OR
in the case of maldigestion diarrhea associated with pancreatic dysfunction, or where
nutrition is delivered via jejunostomy tube. A pre-digested/hydrolysed enteral feed with
MCTs OR
in the case of diabetes commonly associated with pancreatic cancer
A diabetic enteral feed

Oral intake possible
Patients with significant disease-related malnutrition require 7 10 days of oral nutrition supplementation with a nutritionally
complete sip feed.
Note: Typically out-of-hospital
Peri-operative

Indicated product* and amount

nutrition support

Typically, 2 - 3 units per day of:
A fat-free, high energy sip feed OR
A high energy sip feed (with or without fibre) OR
A high energy, high protein sip feed OR
A specialized sip feed enriched with EPA/DHA OR
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Oral intake not possible, but enteral route available
For high risk patients with disease-related malnutrition enteral feeding should continue
through the peri-operative period for at least 2-3 days.
Note: Typically in hospital
Indicated product* and amount
Typically 1 - 2 litres per day of:
A standard enteral feed (with or without fibre) OR
A high energy enteral feed (with or without fibre) OR
A high protein enteral feed (with or without fibre) OR
An enteral feed enriched with EPA/DHA OR

A sip feed containing MCTs (since maldigestion and

in the case of maldigestion diarrhea associated with pancreatic dysfunction, or where

malabsorption may be a feature of pancreatic surgeries)

nutrition is delivered via jejunostomy tube. A pre-digested/hydrolysed enteral feed with

A diabetic sip feed (since diabetes/poor glycaemia control is

MCTs OR

common in pancreatic cancer, a sip feed specifically designed in the case of diabetes commonly associated with pancreatic cancer
for diabetic management may be required)

A diabetic enteral feed

POST-OPERATIVE NUTRITION MANAGEMENT
Indication
For patients having undergone surgery and thereafter not meeting nutritional requirements through normal diet.
Nutrition support provided in this phase of disease management depends on the nutritional status of the patient, the stage of disease and nutrition access route as outlined below
Oral intake possible

Oral intake not possible, but enteral route available

For patients not meeting requirements with normal diet following a surgical intervention.
Note: Typically out-of-hospital

For high risk patients with disease-related malnutrition enteral feeding should continue for
at least 10-14 days in the post-operative period if adequate oral intake is not possible.

Indicated product* and amount

Note: May require continuation out-of-hospital

Typically, 2 - 3 units per day of:

Indicated product* and amount

A fat-free, high energy sip feed OR
A high energy sip feed (with or without fibre) OR
A high energy, high protein sip feed OR
A specialized sip feed enriched with EPA/DHA OR
A sip feed containing MCTs (since maldigestion and malabsorption may be a feature of
pancreatic surgeries)
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Typically 1 - 2 liters per day of:
A standard enteral feed (with or without fibre) OR
A high energy enteral feed (with or without fibre) OR
A high protein enteral feed (with or without fibre) OR
An enteral feed enriched with EPA/DHA OR

A diabetic sip feed (since diabetes/poor glycaemia control is common in pancreatic cancer,

in the case of maldigestion diarrhea associated with pancreatic dysfunction, or where

a sip feed specifically designed for diabetic management may be required)

nutrition is delivered via jejunostomy tube. A pre-digested/hydrolysed enteral feed with
MCTs OR
in the case of diabetes commonly associated with pancreatic cancer
A diabetic enteral feed

NUTRITION MANAGEMENT DURING ONGOING MEDICAL INTERVENTIONS (including chemo- and radiotherapy)
For patients undergoing various cancer treatment modalities and not meeting nutritional requirements through normal diet.
Nutrition support provided in this phase of disease management depends on the nutritional status of the patient, the stage of disease and nutrition access route as outlined below
Oral intake possible

Oral intake not possible, but enteral route available

For patients not meeting full nutritional requirements with normal diet, for the purpose of

Indicated during ongoing cancer therapy where normal diet is inadequate due to

increasing intake and preventing therapy-associated weight loss and interruption of therapy. overwhelming symptoms of dysphagia, to minimise weight loss. Enteral nutrition therapy
Note: Typically out-of-hospital

may continue in the hospital setting, or long term in the home setting for late stage patients,

Indicated product* and amount

usually using gastrostomy access.

Typically, 2 - 3 units per day of:

Note: Mainly out-of-hospital

A fat-free, high energy sip feed OR

Indicated product* and amount

A high energy sip feed (with or without fire) OR

Typically 1 - 2 liters per day of:

A high energy, high protein sip feed OR

A standard enteral feed (with or without fibre) OR

A specialized sip feed enriched with EPA/DHA OR

A high energy enteral feed (with or without fibre) OR

A sip feed containing MCTs (since maldigestion and malabsorption may be a feature of

A high protein enteral feed (with or without fibre) OR

pancreatic surgeries)

In the case of maldigestion diarrhea associated with pancreatic dysfunction, or where

A diabetic sip feed (since diabetes/poor glycaemia control is common in pancreatic cancer, nutrition is delivered via jejunostomy tube. A pre-digested/hydrolysed enteral feed with
a sip feed specifically designed for diabetic management may be required)

MCTs OR
In the case of diabetes commonly associated with pancreatic cancer

19 | P a g e
PMB definition guidelines for best supportive care

A diabetic enteral feed
IN ALL PHASES OF THE NUTRITION SUPPORT JOURNEY
Patients may require supplementation of one of the macronutrients in isolation, which can be achieved using supplementation with a modular macronutrient (protein, carbohydrate or
fat) medical nutrition module used in addition to the medical nutrition product prescribed.

Consults with Dietitian for Gastrointestinal Cancers (Oesophageal, Gastric, Pancreatic and Colorectal)

Out-patient and
follow-up consults
with dietitian required

Pre-operative carbohydrate
loading

Pre-operative nutrition
optimisation

1 consult

Early stage or good nutritional
status: 1 consult during
preparation/work-up for
surgery
Late stage or disease-related
malnutrition: Weekly during
work-up for surgery

Peri-operative nutrition support

Early stage or good nutritional
status: 2 per month
Late stage or disease-related
malnutrition: Weekly
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Post-operative nutrition
support
Early stage or good
nutritional status: 1-2 per
month
Late stage or diseaserelated malnutrition:
Weekly

Nutrition support during ongoing
medical interventions (including
chemo- and radiotherapy)
Early stage or good nutritional
status: 1-2 per month
Late stage or disease-related
malnutrition: Weekly

11.

Pain Management for Cancer
11.1.

Most, if not all patients with cancer will experience pain during the course of their disease or
treatment process. Pain will significantly impact on the patients quality of life, and in long-term
cancer survivors, the pain can become persistent and chronic.

11.2.

The right to pain relief is considered by many experts as a basic human right. Pain management
for cancer patients should be aimed at improving patients’ quality of life and reducing suffering.

11.3.

Pain management must be addressed in a comprehensive, multidisciplinary way to ensure that
patients are managed using a bio-psycho-social approach.

11.4.

Pharmacological interventions, non-pharmacological interventions and oncology specific (e.g.
chemotherapy, radiation therapy) are all components which need consideration for management
of cancer pain.

11.5.

The South African Cancer pain working group developed guidelines for the management of cancer
pain and these are summarized in the diagram below. (Chetty, Baalbergen, Bhigjee, Kamerman,
Ouma, Raath, Raff, Salduker & Afr, 2012; South African Cancer Pain Working Group, 2015).

11.6.

Paracetamol is a basic drug that should always be available in the first step to management of
nociceptive cancer pain. Non-steroidal Anti-Inflammatory Drugs (NSAIDs), for example ibuprofen,
can be added on to paracetamol.

11.7.

Opioids are indicated for both nociceptive and severe neuropathic pain. A weak opioid (for example
tramadol or codeine) and strong opioid (for example morphine) are recommended as PMB level of
care.

11.8.

Drugs used specifically for neuropathic pain (α2δ-ligand calcium channel blockers, SNRI’s and
TCA’s) should be available subject to scheme formularies.

11.9.

Non-pharmacological interventions recommended as PMB level of care includes:



Non-surgical pain management interventions e.g. Neurolytic ablation procedures or implantation
of temporary analgesic pumps



The implantation of temporary analgesics pumps is PMB level of care only under specialist
motivation.



Access to psychological interventions including group support therapy



Physiotherapy



Occupational therapy

11.10. Although complementary interventions are shown in the diagram below, these are not considered
PMB level of care.
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