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Executive Summary
Disease-related malnutrition (DRM) is one of the most prevalent yet underrecognized 
challenges in oncology. Affecting between 20% and 80% of cancer patients depending 
on tumor type and treatment1-4, DRM in oncology leads to poorer clinical outcomes, 
reduced treatment tolerance, diminished quality of life, increased complication rates, and 
avoidable healthcare costs.5-15 In Belgium, more than half of patients are at nutritional 
risk at the start of treatment, yet only a small minority (16%) receive structured nutritional 
care at that moment.16-18

Despite extensive clinical evidence and strong international guidelines from WHO, ESPEN 
and ESMO, nutritional care in Belgium is still not structurally embedded within transmural 
oncology pathways. Screening is inconsistent, particularly in ambulatory settings; 
nutritional assessments are not systematically performed; follow-up is fragmented; 
and staffing shortages, insufficient reimbursement, and limited training further weaken 
implementation. A lack of integrated national data and the limitations of current ICD-10 
coding contribute to an incomplete understanding of the true magnitude of DRM.

This white paper consolidates scientific literature, international best practices, Belgian 
data, and the insights of a multidisciplinary stakeholder roundtable including clinicians, 
dietitians, researchers, nurses, and patient advocates. It identifies key barriers and 
provides actionable recommendations for integrating nutritional care into the renewed 
National Cancer Plan.

Key recommendations include

•	 Mandating systematic nutritional 
screening using validated tools for all 
cancer patients in both inpatient and 
outpatient settings.

•	 Embedding nutritional assessment based 
on GLIM criteria at critical time points 
throughout treatment.

•	 Establishing structured nutritional care 
pathways, preferentially transmural, with 
clear responsibilities and timelines.

•	 Recognizing medical nutrition as a 
national accredited specialization and 
strengthening training for healthcare 
professionals.

•	 Ensuring adequate reimbursement and 
financing for nutritional screening, 

assessment, intervention, and follow-up 
across the cancer care continuum.

•	 Empowering patients through education 
and practical tools, such as checklists or 
digital applications.

•	 Ensuring that all cancer patients receive 
validated information on nutrition 
before their nutritional status becomes 
problematic.

•	 Improving data infrastructure by using 
ICD-11 coding and integrating screening 
and assessment data across care levels.

•	 Defining a focused set of KPIs to ensure 
transparency, measure progress, and 
guide continuous improvement on 
nutritional status.

The renewal of Belgium’s Federal Cancer Plan presents a unique window of opportunity. By 
prioritizing nutritional care, Belgium can significantly improve patient outcomes, enhance the 
efficiency of its healthcare system, and align with international standards of best practice.

Nutritional care must become a foundational element of cancer care, not an optional add-on, 
but a measurable, funded, and systematically implemented component of the national oncology 
strategy. Responsibility should not rest with patients but be embedded in the health care system.

List of Definitions

Cachexia
A multifactorial syndrome characterized by 
an ongoing loss of skeletal muscle mass 
(with or without loss of fat mass) that cannot 
be fully reversed by conventional nutritional 
support and leads to progressive functional 
impairment.

Global Leadership Initiative on Malnutrition 
(GLIM)
An international consensus initiative to 
standardize the diagnosis of malnutrition.

International Classification of Diseases (ICD)
A globally recognized system for coding 
diseases, conditions, and health-related 
issues. It provides a standardized language 
that healthcare providers use to document 
diagnoses and procedures. This system is 
essential for various purposes, including 
clinical research, health statistics, billing and 
reimbursement processes.

ICD-10 consists of a hierarchical structure 
with alphanumeric codes that range from 
A00.0 to Z99.9. It includes 22 chapters 
covering a broad range of diseases and 
conditions.

ICD-11 features a more flexible and user-
friendly structure with alphanumeric codes 
that range from 1A00.00 to ZZ9Z.ZZ. ICD-11 
includes 28 chapters, offering a more detailed 
classification of diseases and conditions. 
The new structure allows for easier updates 
and additions, reflecting the latest medical 
knowledge and practices.

Inpatient
A patient who is admitted to a hospital or 
healthcare facility and stays overnight or 
longer for medical care, treatment, or surgery.

Key performance indicator (KPI)
A quantifiable measure used to evaluate 
the success of an organization, team, or 
individual in achieving specific objectives. 
In relationship with National Cancer Plan: 
Specific, measurable indicators selected 
through expert consensus (Delphi method) to 
monitor Belgium’s progress towards achieving 
cancer care and control policy objectives and 
addressing associated inequalities.

Malnutrition
A state resulting from lack of intake or 
uptake of nutrition that leads to altered 
body composition (decreased fat-free mass) 
and body cell mass, resulting in diminished 
physical and mental function and impaired 
clinical outcome.

Nutritional assessment
A comprehensive evaluation of a person’s 
nutritional status, performed after screening 
indicates risk for malnutrition.

Nutritional screening
The initial step to identify individuals at risk of 
malnutrition, using validated scoring systems.

Outpatient
A patient who receives medical care or 
treatment without being admitted to the 
hospital.

Transmural patient
A patient who receives care that crosses the 
boundaries between hospital and home/
community settings.
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This white paper reflects the outcome of a structured roundtable process 
involving a broad group of stakeholders, including clinicians, dietitians, 
researchers, nurses, and patient advocates. The roundtable was established 
to foster constructive dialogue and to build a shared understanding of the 
current challenges and opportunities in nutritional care within oncology.

As an initial step, all participants received a questionnaire on nutritional 
screening and assessment. The results served as the foundation for a 
subsequent in-person stakeholder meeting, where best practices, barriers, 
and opportunities related to early nutritional screening and assessment 
in oncology were discussed. During this meeting, each stakeholder was 
given the opportunity to present their perspectives and recommendations, 
ensuring that all voices were heard and were considered in shaping the 
proposed updates for the renewed Cancer Plan.

The session was facilitated by Danone Nutricia and moderated by 
a representative of the Belgian federation of Medical Technologies 
(beMedTech), with academic support from Prof. Dr.  Elisabeth De Waele 
(UZ Brussel/Vrije Universiteit Brussel) and Prof. Dr. André Van Gossum 
(HUB-Brussels).

This white paper represents the consolidated output of that process. 
Subsequent revisions were incorporated based on the collective input (of 
all contributors, ensuring that the final document accurately reflects the 
expertise and viewpoints of the participating stakeholders).

Methodology
Be ONCA
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The Belgian federal government has announced 
the development of a renewed Federal Cancer 

Plan, with a strong emphasis on prevention, 
early detection, high-quality treatment, and 
comprehensive patient follow-up. As this plan is 
being shaped, it presents a pivotal opportunity 
to address one of the most widespread yet 
insufficiently acknowledged challenges in oncology: 
disease-related malnutrition (DRM).

The Burden of Malnutrition 
in Cancer Care
Malnutrition can be defined as a state resulting from inadequate intake or absorption 
of nutrients, leading to altered body composition, reduced physical and mental 
function, and impaired clinical outcomes. It can result from starvation, disease or 
advanced ageing, alone or in combination.19 DRM is a common and serious issue 
among cancer patients. In oncology, malnutrition may arise from the biological 
effects of the tumor itself, from metabolic changes due to inflammation, or from 
treatment-related side effects such as anorexia, nausea, mucositis, or gastrointestinal 
discomfort.8, 20, 21

The prevalence of DRM in cancer patients varies widely between 20% and over 
80%, depending on cancer type, cancer stage, and type of treatment.1, 2, 22, 23 The 
highest prevalence of DRM has been observed in patients with digestive cancers (e.g. 
pancreas, gastro-esophageal, and colorectal cancer), head & neck cancer, ovarian & 
uterine cancer and lung cancer.24 In Belgium, recent studies reveal that more than 
half of patients are at nutritional risk at the time of treatment initiation16,17, whereas 
only a small minority (around one in ten) actually receive a nutritional care plan at 
that moment.18 

The clinical consequences of DRM are extensive: it leads to a reduced quality of life,6, 7 
reduces the body’s immune function with increased susceptibility to infections,5, 25 
diminishes tolerance to chemotherapy and radiotherapy, and frequently leads to 
dose reductions or treatment interruptions.26 It is widely recognized that 10% to 20% 
of cancer patients do not succumb to their tumor, but rather to the complications of 
severe malnutrition.8, 27, 28

Not only does DRM impact the life of patients, the economic implications are equally 
profound. Malnutrition increases the length of hospital stays, drives up readmission 
rates, and raises complication rates significantly.10-14 European estimates show 
that malnutrition contributes to €170 billion in avoidable costs each year.15 In the 
Netherlands, malnutrition produces a cost burden of €3 billion per year in direct 
healthcare costs alone and €5.4 billion of direct and indirect costs.9 Furthermore, 
every euro invested in early nutritional intervention offers a return of over €14 over a 
5-year period,9 clearly demonstrating that nutritional care, including early nutritional 
screening, nutritional therapy and monitoring, is cost-effective, with clinical and 
financial benefits, as also established by the WHO.29 Additionally, a Dutch study 
demonstrates that the social return of the investment of dietitian involvement ranges 
between €4 to €23 for each euro invested.30

It has recently been underlined by the European Society for Clinical Nutrition and 
Metabolism (ESPEN) that early and intensive medical nutritional treatment in 
patients suffering from DRM reduces not only mortality and complications, but also 
healthcare costs, resulting in a net monetary benefit of 5110 USD per patient due to 
reduced readmissions and improved health-related quality of life.31, 32

Introduction

Although robust evidence demonstrates that malnutrition adversely affects 
clinical outcomes, increases healthcare expenditure, and compromises 
patients’ quality of life, nutritional care remains insufficiently embedded 
within current cancer care pathways.

This white paper consolidates scientific evidence, international best-
practice guidelines, Belgian data, and the insights of multidisciplinary 
experts to advocate for the systematic integration of nutritional screening, 
assessment, and intervention in the forthcoming national Cancer Plan.

Lastly, it is important to mention the ongoing discussion between the terms 
“malnutrition” and “undernutrition”. Indeed, whereas “malnutrition” is a 
long and widely accepted terminology (e.g. Malnutrition Awareness Week 
and the use of malnutrition in international scientific guidelines such as 
ESPEN), the term “undernutrition” might be more appropriate in the future. 
In this paper, it has been decided to use the term “malnutrition” instead of 
“undernutrition”, unless specified otherwise.
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Evidence-Based Approaches 
to Nutritional Management in 
Cancer Care
International scientific guidelines (e.g. ESPEN, American Cancer Society, WHO) 
offer a clear framework for structuring nutritional care in oncology. Screening and 
assessment should begin at the moment of cancer diagnosis and be repeated at 
regular intervals throughout the entire treatment trajectory. According to ESPEN 
expert recommendations, standardized nutritional management comprises 
three sequential steps: malnutrition risk screening, nutritional assessment, and 
individualized nutrition counseling.19

The first step, malnutrition risk screening, is designed as a rapid and pragmatic 
method to identify patients who are malnourished or at risk of becoming so. 
This process must rely on validated tools such as the Nutritional Risk Screening 
(NRS-2002), the Malnutrition Universal Screening Tool (MUST), or the Patient-
Generated Subjective Global Assessment (PG-SGA).33-35 The PG-SGA, widely used 
in oncology, is a sensitive and validated instrument that captures both clinical and 
patient-reported information.35 Its condensed version, the PG-SGA Short Form, can 
be completed independently by patients before consultation, saving valuable time 
in clinical practice while actively involving patients in their own care.36 Screening 
should occur at predetermined and recurring time points, such as at every hospital 
admission or during scheduled medical consultations, to ensure early detection of 
deterioration.37, 38 

When screening results indicate elevated risk, the second step, comprehensive 
nutritional assessment, is initiated. This includes evaluation of nutrition impact 
symptoms, detailed medical and dietary history, laboratory parameters, and 
medication review. Based on this assessment, the third step involves personalized 
nutrition counseling delivered by qualified healthcare professionals, for example 
by dietitians specialized in clinical and oncological nutrition. The primary aim of 
counseling is to optimize oral intake, address symptoms affecting nutritional status, 
and over time improve the overall nutritional condition of the patient.8,21 Evidence 
shows that individualized nutritional counseling is associated with significant benefits, 
including reduced mortality, improved functional outcomes, better quality of life, and 
enhanced treatment tolerance.37, 39

Although current oncology guidelines (ACS, ESPEN, ESMO) consistently endorse 
standardized nutritional management for all cancer patients,19, 40 its translation 
into routine clinical practice remains insufficient. Despite the high prevalence of 
malnutrition and the strong evidence supporting structured nutritional interventions, 
implementation across many clinical settings continues to lag behind recommended 
standards.37

International Insights: How 
European Countries Integrate 
Nutritional Care into Cancer Care
Unfortunately, across Europe, no single country can be identified as a definitive benchmark 
for best practices in nutritional oncology. However, several countries including France, 
Germany, and the Netherlands demonstrate strong and comprehensive approaches, 
particularly through their coverage of nutritional care across inpatient, outpatient, and 
community settings. These integrated systems support continuity of care and ensure 
that patients receive nutritional support throughout their treatment pathway.

Emerging best practices across Europe consistently highlight the importance of 
early assessment, structured clinical pathways, and embedding nutrition into routine 
oncological care:

France, Germany, and the Netherlands ensure broad nutritional care coverage 
across all care levels, contributing to more consistent patient outcomes.22-23

Germany employs a structured coding system, the German Diagnosis Related 
Groups (G-DRG) system. This is a mandatory, nation-wide, case-based 
reimbursement system introduced in 2003/2004 to enhance hospital efficiency, 
transparency, and cost control. This allows to identify malnutrition and cachexia, 
monitor the use of home parenteral nutrition, and assess the proportion of patients 
affected by cachexia.

Italy has advanced awareness and institutional engagement by establishing working 
groups such as the Italian Intersociety Working Group for Nutritional Support in 
Cancer Patients to update practical recommendations and strengthen national 
strategies, though further standardization is needed.41

The Netherlands has launched an independent and interdisciplinary platform 
of expertise in the areas of awareness, prevention, detection, and treatment of 
malnutrition, the Malnutrition Knowledge Center (KCO). This knowledge center 
has developed practical toolkits and implemented projects for “Early Detection 
and Treatment of Malnutrition” in hospitals, institutions, and home care. Since 
2006, the results have been monitored and supervised using various performance 
indicators from the Public Health Inspectorate.

Collectively, these examples illustrate that best practices are emerging across 
multiple countries, driven by early detection, integrated care models, and formal 
inclusion of nutritional care within cancer care pathways.
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International guidelines make it clear that early, systematic 
nutritional screening is essential. Screening is the gateway to a 
correct nutritional assessment and treatment plan. The Global 
Leadership Initiative on Malnutrition (GLIM) and ESPEN both 
advocate screening at the moment of diagnosis, accompanied 
by assessment of food intake, weight loss, BMI, muscle mass, 
physical function, and inflammation.19,42 The GLIM framework is 
supported by more than 400 scientific studies and demonstrates 
strong predictive validity for mortality, complications, and 
treatment tolerance.

Early detection is consistently shown to improve patient outcomes.43-45 It enables in-
terventions such as dietary counseling, oral nutritional supplements, and specialized 
nutritional support before malnutrition becomes severe. Screening of malnutrition at 
cancer diagnosis is far more effective than waiting until a patient is visibly unwell or 
has lost significant weight. Those patients who did not show any signs of DRM at di-
agnosis should be further monitored for malnutrition during the treatment trajectory.31

In addition to the clinical rationale, there is strong economic justification for integrating 
nutritional care into the Cancer Plan.9, 15 Early nutritional intervention reduces hospital 
stays, minimizes complications, and avoids treatment delays.10-14 Studies show that 
nutritional interventions can produce a positive financial return within the same year 
they are implemented.9 

In 2023, WHO Europe published policy recommendations to address DRM29, the 
main elements being (a) to recognize DRM as a critical issue to be addressed by 
policymakers and healthcare professionals; (b) to integrate nutritional care in primary 
care and all inpatient and outpatient settings; and (c) to strengthen nutritional 
education of healthcare professionals.  

Other European countries, including the Netherlands, Germany, and France, have 
already adopted national policies mandating systematic malnutrition screening. 
Without decisive action, Belgium risks falling behind in the quality and efficiency of 
oncological care.

Early nutritional screening is still not performed consistently across Belgian hospi-
tals. Validated tools such as the NRS-2002, MUST or PG-SGA are used sporadically 
and typically only in inpatient settings.33, 35 Ambulatory cancer patients, who may be 
at equal or higher risk, are frequently overlooked. Even within hospitals, screening 
is not always linked to a structured process for dietitian referral, assessment, and 
follow-up.16, 18, 47

Some Belgian hospitals lack standardized nutritional care pathways that would 
ensure consistency across disciplines and departments. As a result, patients with 
similar needs may receive entirely different levels of care depending on where 
they are treated. After discharge, nutritional deterioration often continues without 
systematic follow-up, and the reimbursement structure does not adequately support 
outpatient nutritional counseling.

Belgium lacks national epidemiological data on DRM. While hospitals collect 
screening information on malnutrition, these data are not systematically integrated 
or reported at a national level. This absence of consolidated data hampers evidence-
based policymaking and limits the ability to design targeted interventions and 
allocate resources effectively. 

Finally, patient awareness of malnutrition risks and consequences remains low. 
Patients are rarely informed about the importance of a good nutritional status and 
nutritional monitoring starting from the moment of cancer diagnosis.48 There is 
a pressing need for earlier and clear communication, validated educational tools, 
and support systems to help patients take an active role in preventing or treating 
malnutrition. 

Why Nutritional Care Must Be 
Fully Integrated into the Belgian 
Federal Cancer Plan
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The first version of the Federal Cancer Plan, which was launched in 2008 by Minister 
Onkelinx,49 consisted of 30 concrete actions. However, none of which involved 
actions concerning mal/undernutrition in cancer patients. Since then, Belgium has 
made important progress to address DRM. The extension of the Federal Cancer Plan 
(in 2011) allowed hospitals with a recognized oncologic care program to be eligible 
for funding to recruit up to a maximum of 4 full-time equivalent (FTE) dietitians, 
depending on the number of Multidisciplinary Oncology Consultations (MOCs), 
with a total budget for 163 FTE’s. However, this funding has never been indexed. 
Additionally, since 2008 there has been an increase in the number of oncology 
patients (increase in the number of MOCs) and the current dietetic care is no longer 
sufficient to provide adequate care.

Another new element of this extended plan was to provide in psychological and 
nutritional support consisting of prevention, detection and management of 
oncological patient at risk or suffering from cachexia. However, only 11 single projects 
were funded during the course of 2 years without reporting and without a clear 
overview of the results. 

Furthermore, the Belgian Alliance for Optimal Nutrition Care for All (BeONCA), a 
national platform to improve both the quality of food supply and nutritional care, 
was established in 2015.50 One of the missions of BeONCA is to raise malnutrition 
awareness via different activities. 

Another good practice in Belgium is the Nutritional Support Teams, composed of 
dietitians, doctors, pharmacists and nurses, including nutrition nurse specialists. 
These teams are established in hospitals to manage specialized enteral and 
parenteral nutrition and focus on evidence-based care, particularly for home 
parenteral nutrition, with funding from the National Institute for Health and Disability 
Insurance (NIHDI) and oversight from organizations like the Belgian societies for 
clinical nutrition. 

However, despite these developments, substantial gaps continue to persist.

1.	 Screening for and (Under)diagnosis of Malnutrition

2.	 Lack of Structured Nutritional Protocols

3.	 Transmural Handover to Primary Care

4.	 Nutritional Assessment and Intervention

5.	� Building Expertise, Capacity, and 
Access in Medical Nutrition

6.	 The Role of Patients in Nutritional Awareness

7.	 Challenges with Data and Implementation

8.	� From Data to Impact: Establishing KPIs for 
Transparency, Monitoring, and Policy Improvement

9.	� Strategic Priorities for Implementation of 
Nutritional Care in the Cancer Plan

B E L G I A N  C O N T E X T 

Remaining Gaps, Barriers and 
Emerging Opportunities
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1	Screening for and (Under)
diagnosis of Mal-nutrition

Nutritional impairment is already present in a substantial proportion of patients at the 
time of cancer diagnosis, ranging from early weight loss and reduced intake to overt 
disease-related malnutrition (DRM). This burden increases further during treatment, 
as therapy-related toxicities and metabolic alterations exacerbate nutritional decline. 
The risk is particularly high among patients with gastrointestinal, ovarian, and head-
and-neck malignancies, where tumor location and treatment effects significantly 
increase the likelihood of malnutrition and cancer cachexia. Recent Belgian data 
indicate that up to 50% of patients with cancer are at risk of malnutrition, and 
approximately 25% are already malnourished at diagnosis.16-18

Despite the availability of several validated screening tools (MUST, NRS-2002, 
PG-SGA), substantial barriers continue to hinder effective nutritional screening 
and timely diagnosis, especially in outpatient and ambulatory care settings, where 
nutritional risk is often underestimated. As a result, malnutrition remains frequently 
underdiagnosed, preventing patients from receiving early nutritional interventions 
that could help to improve treatment tolerance and outcomes. Studies highlight the 
importance of early identification of patients at risk in order to improve the efficacy 
of nutritional interventions, regardless of the stage of the disease.43-45

  RECOMMENDATION

Enforce mandatory early nutritional screening using a validated screening 
tool into the Federal Cancer Plan for all cancer patients (including 
outpatients) at cancer diagnosis in hospitals. Particular attention should be 
given to high-risk groups, such as patients with digestive, ovarian or head 
and neck cancers. Screening can be performed by trained professionals 
(e.g. nurses, dietitians, physicians/specialists). Foresee uniform registration 
and regular monitoring of cancer patients suffering from DRM or at 
risk of DRM. Ensuring universal, structured screening will support early 
detection and intervention, ultimately improving cancer patient outcomes. 
Additionally, strengthening reimbursement structures and improving 
access to outpatient dietetic consultations delivered by trained dietitians 
would help reduce inequalities in access to nutritional care.

2  Lack of Structured 
Nutritional Protocols

The malnutrition risk screening should be performed at regular intervals 
throughout the entire oncological disease process, e.g. at cancer diagnosis, at the 
start of anticancer treatment, at each hospital admission or at appointments with 
physicians.37, 38 

In some hospitals, the absence of standardized nutritional protocols and/or the 
absence of implementation of nutritional care into the cancer care pathways limits 
the systematic screening, assessment, follow-up, and intervention needed to 
address malnutrition effectively. Without clearly defined responsibilities and timing, 
nutritional care often becomes fragmented and inconsistent.

  RECOMMENDATION

Require every hospital to implement a standardized protocol for consistent 
nutritional risk screening of cancer patients suffering from DRM or at risk. 
This protocol should not explicitly define responsibilities (e.g., medical 
doctor, nurse, dietitian) but should rather focus on the timing of screening 
(e.g., within 1 week of cancer diagnosis), and integrate screening/ evaluation 
of the nutritional status into existing cancer care milestones, such as during 
the first MOC. This process should not be overregulated but must ensure 
accountability and traceability. Establishing structured and integrated 
pathways will enhance continuity of care and ensure timely personalized 
nutritional support for all patients. Ideally, the exchange of 
nutritional protocols between different healthcare 
providers and hospitals should be facilitated.
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3  Transmural Handover 
to Primary Care

Post-hospital discharge, nutritional deterioration frequently persists undetected due 
to inadequate structured handover, despite evidence indicating that malnutrition 
risk exceeds 50% in Belgian cancer patients shortly after baseline assessment.18 

To ensure continuity, as recommended in ESPEN practical guidelines for cancer, 
a standardized transmural care pathway must be implemented for “transmural 
patients”, defined as those receiving care spanning hospital and home/community 
settings.8 This pathway comprises four sequential steps with defined responsibilities 
and timelines:

STEP ACTION RESPONSIBLE PARTY TIMELINE

Discharge 
preparation

Summarize nutritional plani (NRS-2002/
MUST results, GLIM status, ONS/diet 
advice) in a standardized document shared 
via EPD or e-health platform.

Hospital dietitian/
oncology team

48 hours pre-discharge

Handover to 
primary care

Transmit summary including risk status, 
follow-up schedule (rescreening every 
4 weeks), and referral to primary care 
dietitian if >5% weight loss; coordinate with 
general practitioner.

Hospital via EPD/email At discharge

Home monitoring Patient teleconsult/appi (PG-SGA Short 
Form self-reporting); escalate deterioration 
to hospital.

General practitioner and 
patient, cc hospital

Weekly in first month

Evaluation KPI tracking: % transmural patients with 
follow-up; integrate adjustments into MOC 
or primary care consult.

Multidisciplinary 
(hospital + primary care)

i Continuity in the use of the screening tool is recommended to reliably track changes in nutritional status over time.

This approach aligns with Europe’s Beating Cancer Plan recommendations51, mandating 
nutritional care across all levels including primary care, and mitigates underdiagnosis 
in ambulatory settings. Supplementary funding for primary care reimbursements (e.g., 
via NIHDI initiatives) and training for general practitioners and dietitians are essential, 
drawing from Dutch and French transmural network models.

  RECOMMENDATION 

Mandate this pathway in hospital protocols, with clear Key Performance 
Indicators (KPIs) for handover success (e.g., target: > 90% within 48 hours). 
This strengthens the Cancer Plan’s continuum-of-care focus and 
incorporates recent 2024 data.18

4  Nutritional Assessment 
and Intervention 

Malnutrition risk screening is only the first step in a comprehensive approach to 
managing DRM.43 Once a patient is identified as being at nutritional risk, a full 
nutritional assessment is essential to determine the severity and underlying causes 
of malnutrition. Tools such as the GLIM criteria (incorporating weight loss, BMI, 
muscle mass, and inflammatory markers) provide a standardized framework to 
assess nutritional status throughout the cancer treatment trajectory.42

Cancer care requires a holistic approach. A robust treatment plan should incorporate 
both clinical and supportive elements, particularly in outpatient settings where 
continuity of care can be more challenging. A structured nutritional plan with clearly 
defined timelines for screening, assessment, intervention, and monitoring should be 
an integral part of this approach. Since screening alone does not improve prognostic 
outcomes unless followed by appropriate nutritional assessment and intervention, 
systematic nutritional follow-up is essential.

  RECOMMENDATION

Ensure that nutritional assessments and interventions are conducted in 
a timely and structured manner at all key moments during the cancer 
care pathway (e.g., prior to treatment initiation, during therapy, and after 
major treatment changes such as surgery, chemotherapy adjustments, or 
the start of radiotherapy). These milestones should be embedded within 
a comprehensive personalized nutritional care plan that outlines clear 
timelines for nutritional screening, (re-)evaluation, implementation, and 
monitoring and should be integrated in the global oncologic care pathway 
and oncological treatment plan.
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5  Building Expertise, Capacity, 
and Access in Medical Nutrition

Inadequate training among healthcare professionals remains a significant barrier 
to effective recognition and management of malnutrition. Many clinicians and 
nurses have limited preparation in identifying early signs of nutritional decline or 
understanding its clinical impact.46 Compounding this challenge, Belgium, unlike 
countries such as France, the Netherlands, and the UK, does not fully recognize 
clinical nutrition as a (para)medical nationally accredited specialty. Furthermore, 
clinical nutrition furthermore falls within the core expertise of the dietitian; however, 
dietitians are currently underutilized in this domain. It is therefore essential that 
dietitians are engaged early in the care pathway. Dietitians possess the requisite 
skills to detect malnutrition early, accurately register it, and proactively anticipate 
appropriate interventions. Timely nutritional optimization by a dietitian moreover 
ensures better treatment response and faster recovery.

  RECOMMENDATION

Provide adequate financing and reimbursement for all components of 
nutritional care (screening, assessment, intervention, monitoring, and 
medical nutrition therapy) in both inpatient and outpatient settings. 
Revise the resources for oncology dietitians, and reimbursement for 
primary care dietitians post-discharge. Ensuring appropriate financing will 
support sufficient staffing levels, improve access to dietetic care, and 
strengthen the continuity of nutritional support throughout the 
entire cancer care pathway.

Currently, the funding of oncology dietitians is based on the number of MOCs in 
2008, while both oncological care and the patient group have evolved significantly 
in the past two decades. Data from the Belgian Cancer Registry (belgian-cancer-
registry.shinyapps.io/data_app/) show a 27% increase of new cancer diagnoses 
between 2008 and 2023, going from 60,599 up to 77,344 new cancer diagnoses. 
Therefore, the foreseen number of oncology dietitians (max 4 FTE’s and a total 
budget for 163  FTE’s) is insufficient to the current needs of nutritional care for 
all cancer patients. Furthermore, a clear delineation of the responsibilities of the 
different stakeholders is often lacking (e.g., who does what at diagnosis, screening 
and therapy; who is communicating when, to whom and about what topic exactly). 
Moreover, dietitians and other caregivers are still insufficiently part of the nutrition 
support teams. Additionally, the link between the first, second and third line nutritional 
care in case of DRM is not clear and the appropriate IT-tools are missing.  

Therefore, healthcare professionals often lack sufficient time and resources to screen 
and assess every patient adequately, particularly in busy hospital environments. 
Many institutions also face shortages of dietitians and qualified personnel, limiting 
the ability to provide timely nutritional assessments. In ambulatory settings, dietitians 
and nutrition support teams, including nutrition nurse specialists, encounter additional 
challenges due to limited reimbursement for consultations, particularly for transmural 
and outpatient care, reducing access to specialized nutritional support. Additionally, 
reimbursement of medical nutrition therapy (oral nutritional supplements) is missing, 
both in the inpatient as well as in the outpatient setting. Funding should ideally take 
reference centers into account, as MOC does not always take place in centers where 
specific treatments are carried out (e.g., hematology, radiotherapy, specific surgery, 
etc.).

  RECOMMENDATION

Provide adequate financing and reimbursement for all components of 
nutritional care (screening, assessment, intervention, monitoring, and 
medical nutrition therapy) in both inpatient and outpatient settings. Revise 
the resources for oncology dietitians, and reimbursement for primary 
care dietitians post-discharge. Ensuring appropriate financing will support 
sufficient staffing levels, improve access to dietetic care, and strengthen the 
continuity of nutritional support throughout the entire cancer care pathway.
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6  The Role of Patients 
in Nutritional Awareness

A cancer diagnosis often leaves patients feeling anxious, confused, overwhelmed, 
and emotionally distressed.52 At the outset of what may be a lengthy and complex 
treatment journey, patients are presented with large volumes of clinical and logistical 
information. This information overload limits their ability to fully absorb and act upon 
critical guidance, including advice on nutritional status and care.

Yet, patient awareness is essential. Early understanding of malnutrition risks and its 
potential impact on treatment tolerance, outcomes, and quality of life empowers 
patients to engage proactively in their own care. Although many hospitals already 
have brochures in place, ensuring that patients receive clear, accessible, and 
actionable nutritional information from the moment of cancer diagnosis (or after a 
first follow-up consultation) remains a critical component of high-quality oncology 
care. The role of disease specific patient organizations is underexplored, for example 
by informing newly diagnosed patients on the importance of adequate nutrition and 
nutritional status, by using materials co-designed and validated by specialists.

  RECOMMENDATION

Promote patient empowerment after hospitalization by providing 
recognized patient-centered tools, such as a structured checklist or a digital 
application, to guide patients through key nutritional care-related topics. 
These tools should be scientifically substantiated and kept up to date, 
ideally in collaboration with specialized dietitians. Additionally, these tools 
should offer practical advice on managing nutritional status (incl. weight 
loss), adapting dietary intake before and after treatments, coping with taste 
alterations during or after chemotherapy, and recognizing early signs of 
nutritional decline. Collaboration with patient organizations and peer support 
networks to share and spread the information should be encouraged to 
strengthen patient engagement and support self-management throughout 
the cancer treatment pathway. Additionally, empower patients with their 
own data on malnutrition (in combination with other parameters, such 
as exercise) in order to incorporate Patient Reported Outcome Measures 
(PROMs).

7  Challenges with Data 
and Implementation

Accurate data collection and coding are essential for measuring the prevalence of 
malnutrition and guiding appropriate interventions. Under the current ICD-10 system, 
undernutrition is difficult to register accurately, and coding must be performed or 
validated by medical doctors. This results in significant underreporting.

The ongoing transition to ICD-11 provides a critical opportunity for improvement. An 
amendment to ICD-11, including specific codes for undernutrition in adults that are 
directly aligned with GLIM criteria, has recently been approved by WHO. This will 
enable more accurate and standardized documentation.53

In addition, while screening data are collected in many hospitals, there is no 
centralized system to integrate, track, and systematically use these data across care 
settings. Some institutions do not consistently act on screening results, leading to 
missed opportunities for timely intervention. Effective data integration within hospital 
information systems and across the continuum of care (hospital, ambulatory, and 
home care) is essential to ensure continuity and optimize patient outcomes.

  RECOMMENDATION

Leverage the transition to ICD-11 to strengthen the accuracy of 
undernutrition registration and formally incorporate GLIM criteria into 
nutritional assessment protocols. Provide hospitals and care networks with 
clear tools, standards, and guidelines for data integration, ensuring that 
screening results systematically trigger follow-up actions. Promote intra- 
and extra-hospital data exchange to support collaborative care networks 
and enable consistent, evidence-driven nutritional management across all 
care settings.
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8  �From Data to Impact: 
Establishing KPIs for 
Transparency, Monitoring, 
and Policy Improvement

Belgium lacks national epidemiological data on DRM. Although hospitals collect data 
on malnutrition screening, these are not integrated across institutions and are not 
consolidated into national reporting. This prevents policymakers from fully understanding 
the scale of the problem and benchmarking with other European countries that have 
already adopted national policies mandating systematic malnutrition screening. 

Effective policy implementation depends on the ability to measure progress against 
defined objectives. KPIs translate strategic priorities into measurable outcomes, enabling 
consistent monitoring and evidence-based decision-making. Within a national health 
strategy or Cancer Plan, KPIs provide the backbone for performance management—
supporting accountability, highlighting gaps, and informing resource prioritization across 
stakeholders. KPI frameworks must, however, remain feasible in practice: they should 
minimize additional workload for healthcare professionals and leverage existing data 
infrastructures wherever possible.

Examples of such KPIs could be: the percentage of patients screened, the percentage 
with nutritional care plans in case of positive screening and/or risk of malnutrition, 
percentage of patients with primary care follow-up within 2 weeks after completion of 
intensive therapy (chemotherapy/radiotherapy), or upon discharge if no adjuvant phase, 
and outcome measures to track progress and incorporation of PROMs.

  RECOMMENDATION

Establish a nationally coordinated KPI framework for nutritional care within 
the renewed Cancer Plan, supported by a centralized data platform that 
integrates in- and outpatient information from all oncology care settings. 
Select a focused set of no more than three core KPIs to ensure feasibility, 
comparability, and meaningful monitoring. These KPIs should be uniformly 
defined, systematically collected, and reported annually (preferentially 
via the cancer registry) to enable benchmarking across institutions and 
alignment with international standards, without much additional workload 
for healthcare practitioners. This framework will provide policymakers 
with reliable, population-level insights, support evidence-based decision-
making, and drive continuous improvements in the quality of nutritional 
care for cancer patients.

9  �Strategic Priorities for 
Implementation of 
Nutritional Care in the 
Cancer Plan

While all recommendations outlined in this white paper are essential for integrating and 
strengthening nutritional care in oncology, it is unlikely that they can be implemented 
simultaneously. A phased and strategic approach is therefore required. In the interest 
of maximizing patient benefit, the highest priority should be the systematic and early 
nutritional screening of all cancer patients (in- or outpatient), accompanied by the 
integration of a personalized nutritional care plan including monitoring and follow-up 
into every patient’s oncologic treatment pathway.

Alongside this primary objective, several enabling conditions must also be addressed 
to ensure successful implementation. These include adequate access to dietitians, 
appropriate funding and reimbursement structures, and strengthened education and 
awareness among both healthcare practitioners and patients. Together, these pillars 
form the foundation for a sustainable, patient-centered nutritional care model within 
Belgium’s renewed Federal Cancer Plan.
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Now is the time for decisive 
action.

Policymakers, clinicians, dietitians, patient organizations, and healthcare institutions 
must work together to fully integrate nutritional care as an established pilar of cancer 
care. The renewed Federal Cancer Plan should:

•	 Mandate and finance early and continuous nutritional 
screening and assessment, and nutritional intervention;

•	 Integrate standardized nutritional protocols 
in the full cancer care pathways;

•	 Strengthen training and recognize clinical 
nutrition as a medical specialty; 

•	 Support patients with validated accessible tools and education;

•	 Improve uniform data collection, integration, analysis 
and national reporting;

•	 Establish KPIs that measure progress 
and accountability of nutritional 
care in oncology.

To implement these recommendations, 
dietitians specialized in clinical and 
oncological nutrition play a unique 
longitudinal role in cancer care by 
supporting patients from cancer 
diagnosis through treatment and 
survivorship, ensuring continuity 
of nutritional care across care 
settings. By implementing these 
changes, Belgium can ensure 
that every patient regardless 
of cancer type, hospital, or care 
setting receives high-quality, 
evidence-based nutritional care. 
The opportunity is clear, the tools 
are available, and the benefits are 
compelling.

Conclusion

Belgium stands at a pivotal moment in the 
redevelopment of its Federal Cancer Plan. 
The evidence presented in this white paper clearly 
demonstrates that DRM is not a marginal concern 
but a decisive factor influencing clinical outcomes, 
treatment tolerance, quality of life, and healthcare 
costs. Despite existing initiatives and growing 
awareness, nutritional care remains inconsistently 
implemented, insufficiently resourced, and 
structurally underrecognized across the oncology 
pathway.
Fully integrating systematic nutritional screening, 
timely assessment, personalized intervention, and 
structured follow-up into cancer care is both an 
ethical obligation and a strategic opportunity. The 
scientific evidence is unequivocal: early nutritional 
intervention improves cancer patient outcomes 
and reduces avoidable healthcare expenditure. 
The international policy landscape is evolving, and 
Belgium must not fall behind.
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The call to action is simple
Make nutritional care an essential, 
measurable, and fully funded pillar of 
Belgium’s renewed Federal Cancer Plan.

Patients deserve nothing less.



30 31I N T E G R AT I N G  N U T R I T I O N A L  C A R E  F O R  C A N C E R  PAT I E N T S  I N T O  B E L G I U M ’ S  F E D E R A L  C A N C E R  P L A N I N T E G R AT I N G  N U T R I T I O N A L  C A R E  F O R  C A N C E R  PAT I E N T S  I N T O  B E L G I U M ’ S  F E D E R A L  C A N C E R  P L A N 

29.	WHO/EURO. 2023-8931-48703-72392. [Internet]. [cited 
2026 Feb 11].

30.	Scholte R, Lammers M. SEO economisch onderzoek. 
De waarde van diëtitiek bij ondervoede patiënten 
in het ziekenhuis. 2015 [Internet]. [cited 2026 Feb 
11]. Available from https://www.seo.nl/wp-content/
uploads/2020/04/2015-04_De_waarde_van_dietetiek_
bij_ondervoede_patienten_in_het_ziekenhuis.pdf 

31.	 ESPEN Fact sheet on cost effectiveness [Internet]. [cited 
2026 Feb 11]. Available from https://www.espen.org/
images/files/ESPEN-Fact-Sheets/ESPEN-Fact-Sheet-
Cost-Effectiveness.pdf

32.	Wang S, Shafrin J, Kerr KW, et al. Health economic value 
of postacute oral nutritional supplementation in older 
adult medical patients at risk for malnutrition: a US-based 
modelling approach. BMJ Open. 2024;14(11):e086787.

33.	Kondrup J, Allison SP, Elia M, et al. ESPEN guidelines for 
nutrition screening 2002. Clin Nutr. 2003;22(4):415–21.

34.	Erickson N, Storck LJ, Kolm A, et al. Tri-country translation, 
cultural adaptation, and validity confirmation of the scored 
PG-SGA. Support Care Cancer. 2019;27(9):3499–507.

35.	Jager-Wittenaar H, Ottery FD. Assessing nutritional status 
in cancer: role of the PG-SGA. Curr Opin Clin Nutr Metab 
Care. 2017;20(5):322–9.

36.	De Groot LM, Lee G, Ackerie A, et al. Malnutrition 
screening and assessment in the cancer care ambulatory 
setting: mortality predictability and validity of the PG-SGA 
SF and the GLIM criteria. Nutrients. 2020;12(8):2287.

37.	 Bossi P, De Luca R, Ciani O, et al. Malnutrition management 
in oncology: an expert view on controversial issues and 
future perspectives. Front Oncol. 2022;12:910770.

38.	Mathies V, Kipp A, Hammersen J, et al. Standardizing 
nutritional care for cancer patients: implementation and 
evaluation of a malnutrition risk screening. Oncol Res 
Treat. 2025;48(1-2):26–36.

39.	Bargetzi L, Brack C, Herrmann J, et al. Nutritional 
support during the hospital stay reduces mortality in 
patients with different types of cancers: secondary 
analysis of a prospective randomized trial. Ann Oncol. 
2021;32(8):1025–33.

40.	Arends J, Bachmann P, Baracos V, et al. ESPEN guidelines 
on nutrition in cancer patients. Clin Nutr. 2017;36(1):11–48.

41.	 Caccialanza R, Cotogni P, Cereda E, et al. Nutritional 
Support in Cancer patients: update of the Italian 
Intersociety Working Group practical recommendations. 
J. Cancer. 2022;13(9):2705-16.

42.	 Jensen G, Cerderholm T, Correia M, et al. GLIM consensus 
approach to diagnosis of malnutrition: A 5-year update. 
JPEN. 2025;49(4):414-27.

43.	Aapro M, Arends J, Bozzetti F, et al. Early recognition of 
malnutrition and cachexia in the cancer patient: a position 
paper of a European School of Oncology Task Force. Ann 
Oncol. 2014;25(8):1492-9. 

44.	Sanz A, Abilés J, Garrido Siles M, et al. Evaluation of a 
protocol to detect malnutrition and provide nutritional 
care for cancer patients undergoing chemotherapy. Sci 
Rep 2020;10:21186. 

45.	Batukbhai B, Champagne M, Rai K, et al. Early nutrition 
intervention in cancer patients: A systematic review and 
meta-analysis. J Clin Oncol. 2020;38(15), e14037.

46.	Erickson N, Sullivan ES, Kalliostra M, et al. Nutrition care 
is an integral part of patient‑centred medical care: a 
European consensus. Med Oncol. 2023;40(4):112.

47.	 Mistiaen P, Cordon A, Devriese S, et al. Organization and 
reimbursement of enteral and parenteral nutrition in and 
outside the hospital in Belgium. Health Services Research 
(HSR). Brussels. Belgian Health Care Knowledge Centre 
(KCE). 2019. KCE Reports 315. DOI: 10.57598/R315C.

48.	Arends J, Muscarotili M, Anker S, et al. Overcoming 
barriers to timely recognition and treatment of cancer 
cachexia: Sharing Progress in Cancer Care Task Force 
Position Paper and Call to Action. Crit Rev Oncol Hematol. 
2023;185:103965. 

49.	Onkelinx L. Kankerplan – Plan Cancer 2008. Federal 
Public Service Health, 2008.

50.	Optimal Nutritional Care for All Belgium [Internet]. [cited 
2026 Feb 11]. Available from: https://european-nutrition.
org/countries/belgium/.

51.	 Beating Cancer Plan [Internet]. [cited 2026 Feb 
11]. Available from https://european-nutrition.org/
recommendations/

52.	Maheu C, Singh M, Tock WL, et al. Fear of cancer 
recurrence, health anxiety, worry, and uncertainty: 
A scoping review about their conceptualization and 
measurement within breast cancer survivorship research. 
Front Psychol. 2021;(12):644932–644932.

53.	 International Statistical Classification of Diseases and 
Related Health Problems [Internet]. [cited 2026 Feb 
11]. Available from: https://www.who.int/standards/
classifications/classification-of-diseases.

References
1.	 Hébuterne X, Lemarié E, Michallet M, et al. Prevalence 

of malnutrition and current use of nutrition support 
in patients with cancer. JPEN J Parenter Enteral Nutr. 
2014;38(2):196-204.

2.	 Gärtner S, Krüger J, Aghdassi AA, et al. Nutrition in 
Pancreatic Cancer: A Review. Gastrointest Tumors. 
2016;2(4):195-202.

3.	 Bossi P, Delrio P, Mascheroni A, Zanetti M. The Spectrum 
of Malnutrition/Cachexia/ Sarcopenia in Oncology 
According to Different Cancer Types and Settings: A 
Narrative Review. Nutrients. 2021;13(6):1980.

4.	 Hosseini SM, Salari N, Darvishi N, et al. Prevalence of 
severe malnutrition in cancer patients: a systematic review 
and meta-analysis. J Health Popul Nutr. 2025;44(1):252.

5.	 Marshall KM, Loeliger J, Nolte L, et al. Prevalence of 
malnutrition and impact on clinical outcomes in cancer 
services: A comparison of two time points. Clin Nutr. 
2019;38(2):644-51.

6.	 Daly LE, Dolan RD, Power DG, et al. Determinants of 
quality of life in patients with incurable cancer. Cancer. 
2020;126(12):2872-82.

7.	 De Oliveira LC, Abreu GT, Lima LC, et al. Quality of life 
and its relation with nutritional status in patients with 
incurable cancer in palliative care. Support Care Cancer. 
2020;28(10):4971-8.

8.	 Muscaritoli M, Arends J, Bachmann P, et al. ESPEN 
practical guideline: clinical nutrition in cancer. Clin Nutr. 
2021;40(5):2898–913.

9.	 Nuijten M. Ondervoeding in de zorg: behandeling loont. 
Een gezondheidseconomische analyse. A2M. 2024;1-40.

10.	 D’Almeida CA, Peres WAF, de Pinho NB, et al. Prevalence 
of malnutrition in older hospitalized cancer patients: A 
multicenter and multiregional study. J Nutr Health Aging. 
2020;24(2):166-171.

11.	 Na BG, Han SS, Cho YA, et al. Nutritional Status of Patients 
with Cancer: A Prospective Cohort Study of 1,588 
Hospitalized Patients. Nutr Cancer. 2018;70(8):1228-36.

12.	 Kwaan MR, Vogler SA, Sun MY, et al. Readmission after 
colorectal surgery is related to preoperative clinical 
conditions and major complications. Dis Colon Rectum. 
2013;56(9):1087-92.

13.	 van Vugt JLA, Buettner S, Levolger S, et al. Low skeletal 
muscle mass and hospital expenditure in cancer surgery. 
PLoS One. 2017;12(10):e0186547.

14.	 Planas M, Álvarez-Hernández J, León-Sanz M, et al. 
Prevalence of hospital malnutrition in cancer patients: 
PREDyCES® sub-analysis. Support Care Cancer. 
2016;24(1):429-35.

15.	 Freijer K, Tan SS, Koopmanschap MA, et al. The 
economic costs of disease related malnutrition. Clin Nutr. 
2013;32(1):136–41.

16.	 De Waele E, Demol J, Caccialanza R, et al. Unidentified 
cachexia patients in the oncologic setting: Cachexia UFOs 
do exist. Nutrition. 2019;63-64:200-4.

17.	 Meulemans A, Matthys C, Vangoitsenhoven R, et al. 
Nutritional risk and outcomes in 73,843 patients: a 
multicenter propensity score study. Am J Clin Nutr. 
2021;114(3):1123–1130.

18.	 Rasschaert M, Vandecandelaere P, Marechal S, et al. 
Malnutrition prevalence in Belgian cancer patients: 
ONCOCARE study. Support Care Cancer. 2024;32(2):135.

19.	 Cederholm T, Barazzoni R, Austin P, et al. ESPEN 
guidelines on definitions and terminology of clinical 
nutrition. Clin Nutr. 2017;36(1):49-64.

20.	Ryan AM, Power DG, Daly L, et al. Malnutrition, cachexia 
and sarcopenia in cancer: 40 years later. Proc Nutr Soc. 
2016;75(2):199–211.

21.	 Aprile G, Basile D, Giaretta R, et al. The clinical value of 
nutritional care before and during active cancer treatment. 
Nutrients. 2021;13(4):1196.

22.	Gyan E, Raynard B, Durand JP, et al. JPEN Malnutrition 
in Patients With Cancer: Comparison of Perceptions 
by Patients, Relatives, and Physicians-Results of the 
NutriCancer2012 Study. JPEN J Parenter Enteral Nutr. 
2018;42(1):255-60.

23.	Lacau St Guily J, Bouvard É, Raynard B, et al. NutriCancer: 
A French observational multicentre cross-sectional study 
of malnutrition in elderly patients with cancer. J Geriatr 
Oncol. 2018;9(1):74-80.

24.	 Muscaritoli M, Lucia S, Farcomeni A, et al. The PreMiO 
study: malnutrition prevalence at first oncology visit. 
Oncotarget. 2017;8(45):79884-96.

25.	Pressoir M, Desné S, Berchery D, et al. Malnutrition 
prevalence and implications in French Cancer Centres. Br 
J Cancer. 2010;102(6):966-71.

26.	Daly LE, Prado CM, Ryan AM. A window beneath the 
skin: how computed tomography assessment of body 
composition can assist in the identification of hidden 
wasting conditions in oncology that profoundly impact 
outcomes. Proc Nutr Soc. 2018;77(2):135-51.

27.	 Zhang X, Tang T, Pang L, et al. Malnutrition and survival in 
older adults with cancer: meta-analysis. J Geriatr Oncol. 
2019;10(6):874-83.

28.	Zhang X, Tang M, Zhang Q, et al. GLIM criteria for nutrition 
assessment and survival prediction in older adult cancer 
patients. Clin Nutr. 2021;40(6):4225-33.



I N T E G R AT I N G  N U T R I T I O N A L  C A R E  F O R  C A N C E R  PAT I E N T S  I N T O  B E L G I U M ’ S  F E D E R A L  C A N C E R  P L A N 

Disclaimer
Danone Nutricia acts solely as a facilitator for this stakeholder dialogue and white 
paper. 

Danone Nutricia does not promote or endorse any commercial products or services 
in connection with this stakeholder dialogue and white paper, nor does it pursue any 
commercial objectives. 

The purpose of Danone Nutricia’s involvement is to support open, multi-stakeholder 
discussion on adequate nutritional support in cancer care.
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