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Switching philosophy

Nutritional therapy
“ the classic concept”

Immuno-nutrition

Nitrogen and calorie support

Indications:
• Malnourished patients 
or with nutritional risk

Immuno-metabolic support

Indications :
• Patients candidate to major 
surgery independently from
nutritional status
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Post-operative Immunonutrition (Daly, Ann Surg 1995)
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Heslin MJ, et al.  Ann Surg 226: 567-580; 1997

Post-operative Immunonutrition (Elective surgery)
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Kelly D & Wischmeyer PE, Curr Opin Clin Nutr Metab Care 6:217‐222, 2003

•Modulation of insulin action
•Insulin secretion

Cell metabolism (fuel, 
gluconeogenesis, urea cycle, 
lipogenesis, proliferation, 
anabolism, apoptosis)

Glutamine



Crit Care Med 2002; 30: 2022-29







Treatment Protocol

• Parenteral L-alanine-L-glutamine dipeptide (0.40 g/kg/day; equal to 0.25 
g of free glutamine). 
• The first dose of Ala-Glu given the afternoon before the operation. 
• Infusion through a peripheral or central catheter, mixed in 5% glucose 
solution (vehicle) . 
• Continuous infusion over a period of 20 hours 
• Ala-Glu given for a minimum of 6 days
• No other artificial nutritional support given unless the patient could not 
start a progressive oral feeding within 7 days after surgery (SINPE –
ESPEN - ASPEN guidelines)















DECISION MAKING IN EVIDENCE-BASED MEDICINE

1) Benefits of treatment X

2) Risks of treatment X

3) Economic (cost-benefit / effectiveness)  
analysis of  treatment X
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Strong dominance for decision:

1=Accept treatment 
2=Reject treatment

Weak dominance for decision:

3=Accept treatment
4=Reject treatment
5=Reject treatment
6=Accept treatment
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Non dominance: No obvious decision.

7=Is added effect worth added cost
to adopt treatment ?
8=Is reduced effect acceptable given
reduced cost to accept treatment ?
9=Neutral on cost and effect. Other 
reasons to accept treatment ?

DOMINANCE FOR DECISION
(resolution of the clinical scenario)
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