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The PG-SGA outperforms the NRS
2002 for nutritional risk screening
In cancer patients: a retrospective
study from China

Xingiao Chen', Xiangliang Liu*, Wei Ji"!, Yixin Zhao?, Yuwei He?,
Yining Liu?!, Qiguang Li!, Hanping Shi? and Jiuwei Cui*

!Cancer Center, The First Affiliated Hospital of Jilin University, Changchun, China, 2Beijing Shijitan
Hospital, Capital Medical University, Beijing, China

Background and aims: As a chronic wasting disease, cancer can lead to metabolic
and physiological changes in patients, resulting in severe malnutrition. Therefore,
accurate assessment of nutritional status and adoption of scientifically sound
nutritional interventions are of great importance for patients with cancer. This
study aimed to assess the necessity of implementing the Nutrition Risk Screening
2002 (NRS 2002) tool in conjunction with the Patient-Generated Subjective
Global Assessment (PG-SGA) in patients with cancer.

Methods: This retrospective study collected the clinical data of cancer patients
from November 2011 to December 2018 in the Department of Oncology, Cancer
Center, First Hospital of Jilin University. The NRS 2002 and the PG-SGA were used
as screening tools for malnutrition. Clinical characteristics and laboratory results
were detected. Anthropometric indices including hand-grip strength (HGS),
visceral fat area (VFA), calf circumstance (CC), and appendicular skeletal muscle
mass index (ASMI) were also collected. The diagnostic results from the NRS 2002
were compared to the malnutrition diagnosis using the PG-SGA.

Results: Of the 2,645 patients included in this retrospective study, the nutritional
risk was found in 1763 (66.6%) patients based on the PG-SGA, and in 240 (9.1%)
patients based on the NRS 2002, respectively. Among the 240 patients evaluated
by the NRS 2002 for risk of malnutrition, 230 were also assessed by the PG-SGA
as malnourished. There were no significant differences observed in the clinical
characteristics and laboratory parameters between the two groups.

Conclusion: The PG-SGA is effective and had a higher positive rate in screening
malnutrition for patients with cancer. The NRS 2002 is not necessary for patients
who are to be assessed with the PG-SGA.

KEYWORDS

nutritional risk screening, PG-SGA, cancer patients, retrospective study, NRS 2002

1 Introduction

Cancer can lead to metabolic and physiological changes that result in severe malnutrition
(1). The prevalence of malnutrition in patients with cancer has been reported more than 20%
in worldwide studies (2-4). Accurate assessment and scientifically-guided nutritional
intervention are critical for cancer patients (1). However, there is no consensus on the
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optimal approach to nutritional screening and assessment in this
population (5). The Nutrition Risk Screening 2002 (NRS 2002) and
the Patient-Generated Subjective Global Assessment (PG-SGA) are
two commonly used nutritional screening tools in cancer settings,
but they differ substantially in components and derivation (6, 7).
The NRS 2002 was recommended by the Global Leadership
Initiative on Malnutrition (GLIM) for initial screening (8). It
considers disease severity, nutritional status, and age (9). In
contrast, the PG-SGA was designed specifically for cancer
populations. The PG-SGA consists of a patient self-assessment on
weight, intake, symptoms, function, and a professional evaluation
of metabolic needs, and a physical exam (10). It not only screens
risk but also assesses current nutritional status and predicts clinical
outcomes (11-13). Given the distinct nature of the tools, there is
uncertainty regarding the necessity and added value of using the
NRS 2002 together with the PG-SGA for nutritional screening in
cancer patients (5). Some guidelines advocate adopting the PG-SGA
as the singular approach (14, 15), while others recommend utilizing
both (8). This study aimed to evaluate whether the PG-SGA alone
can replace combined use with the NRS 2002 in cancer patients.
Clarifying the optimal strategies for nutritional screening will
enable targeted, effective interventions to improve patient nutrition
and outcomes.

2 Materials and methods

2.1 Patients

This retrospective study collected data on cancer patients
admitted from 2011 to 2018 at the First Affiliated Hospital of Jilin
University. The NRS 2002 and the PG-SGA were performed within
48h of admission. The NRS 2002 combines disease severity,
nutritional score, and age adjustment, with a total score >3 indicating
risk (4). The PG-SGA has patient-reported intake, symptoms,
function, weight loss scores and professional-rated disease, stress, and
exam scores. Total score >2 defined risk (16). Clinical characteristics,
labs, handgrip strength (HGS), and appendicular skeletal muscle
mass index (ASMI) were collected. Nutritional risk by the NRS 2002
and the PG-SGA were compared. The prognosis of non-risk groups
was analyzed. No specific selection criteria were established for
cancer type or demographic characteristics, except for patients who
declined to participate in the study. The inclusion criteria were
as follow:

1. Patients>65 y of age;

2. Pathologically diagnosed with malignant tumor; and

3. The Nutrition Risk Screening 2002 and the Patient-Generated
Subjective Global Assessment completed within 48h
after admission.

4. No nutritional support treatment prior to nutritional
assessment and laboratory testing.

Exclusion criteria included the following:
1. Patients who had two or more coexisting types of tumors;

2. Those who had incomplete records of necessary indexes.
3. Patients who died within 3 d after admission.
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2.2 Measurements

Clinical-pathological variables include age, sex, weight, height,
BMI, tumor types, TNM stages (AJCC 7th edition), and Karnofsky
Performance Status (KPS). Laboratory examination results including
total protein (TP), albumin, prealbumin (PAB), transferrin (TFN),
C-reaction protein (CRP), neutrophil to lymphocyte ratio (NLR) and
platelets to lymphocyte ratio (PLR) were collected. Anthropometric
indices including hand-grip strength (HGS) and appendicular skeletal
muscle mass index (ASMI) were measured by bioelectrical
impedance analysis.

HGS was examined in all subjects using a Jamar hydraulic grip
dynamometer (Sammons Preston Rolyan, Illinois, United States).
Patients were comfortably seated in an upright position with the
shoulders tucked in, neutral rotation, 90° elbow flexion, and the
forearms and wrists in a neutral position. The patient gripped the
dynamometer with maximum strength. The test is performed three
times in a row, with a 1-min rest at the end of each set, and the
maximum grip strength is recorded.

The skeletal muscle mass (SMM) was examined by the
multifrequency bioelectrical impedance body composition analyzer
InbodyS10 (Biospace Co., Seoul, Korea). Patients were required to
empty their bladder, fast for 2h, and rest before the measurement.
Patients were asked to wear light clothes and were contacted with eight
electrodes during the measurements. ASM was the sum of SMM in
four limbs according to the formula of InbodyS10. The appendicular
skeletal muscle mass index was calculated by ASM/height(m).

2.3 Nutritional risk assessment

The NRS 2002 and the PG-SGA nutritional assessments were
completed within 48 h of patient admission.

In particular, the NRS 2002 total score consisted of the sum of
three components, i.e., Disease Severity Score + Nutritional Status
Hypoplasia Score + Age Score. A total score of >3 indicates that the
patient is at nutritional risk (5). The scoring criteria are shown in
Figure 1.

The PG-SGA begins with a self-assessment form (A score)
completed by the patient, which includes four dimensions: body mass,
feeding status, symptoms, activity, and physical function. Among
them, the highest score option was selected for this score for feeding
situation, and the symptoms were cumulative scores. The relationship
between disease and nutritional requirements, metabolic needs and
physical examination were then assessed by the medical staff. Patients’
disease status (B score) and stress status (C score) were cumulative
scores, and physical examination (D score) determined patients’ fat,
muscle, and fluid sub-item scores according to most parts of the body,
and the muscle loss score was used as the final score for the physical
examination items. The total A-D 4-item scores were summed, and a
score of >2 was defined as being at nutritional risk. The scoring
criteria are shown in Figure 2.

2.4 Statistical analysis

Analysis was performed using SPSS 26.0 statistical software. Data
normality and chi-squareness were verified by the one-sample
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Initial Screening

Is BMI <20.5kg/m? Yes No
Has the patient lost weight in the last 3 months? Yes No
Has the patient had a reduced dietary intake in the last week? Yes No
Is the patient severely ill? (e.g., in intensive therapy) Yes No

intervals.

If the answer is “Yes” to any of the questions, perform the full screening.
If the answer is “No” to all the questions, the patient is re-screened at weekly

Impaired nutritional status Severity of disease (=stress metabolism)

Absent Normal nutritional status Absent Normal nutritional requirements
Score 0 Score 0
Mild Weight loss >5% in 3 months Mild Hip fracture
(Score1) Or (Score 1)  Chronic patients, in particular with
Food intake below 50-75% of normal acute complications: cirrhosis,
requirement in preceding week COPD
Chronic hemodialysis, diabetes,
oncology
Moderate Weight loss >5% in 2 months Moderate Major abdominal surgery Stroke
(Score2) Or (Score 2)  Severe pneumonia,
BMI 18.5 - 20.5+impaired general hematologic malignancy
condition
Or
Food intake 25-50% of normal
requirement in preceding week
Severe Weight loss >5% in 1 month (=>15% Severe Head injury
(Score 3) in 3 months) (Score 3)  Bone marrow transplantation
Or Intensive care patients (APACHE
BMI <18.5+impaired general score>10)
condition
Or
Food intake 0-25% of normal
requirement in preceding week in
preceding week.
Score: + Score: =total score
Calculate the total score:
1. Find score (0-3) for Impaired nutritional status (only one: choose the variable with highest
score) and Severity of disease (=stress metabolism, i.e. increase in nutritional requirements).
2. Add the two scores (— total score)
3. If age 270 years: add 1 to the total score to correct for frailty of elderly
4. If age-corrected total score 23: — the patient is nutritionally at risk and a nutritional care plan
is initiated
If age-corrected total score <3: weekly re-screening of the patient.

FIGURE 1
The NRS 2002 rating form.

Kolmogorov - Smirnov test. Continuous variables that were normally

distributed were expressed as mean + standard deviation (x bar * s),

and comparisons between groups were made using independent

samples t-tests. Continuous variables that did not follow a normal

distribution after data transformation were expressed as median

Frontiers in Nutrition

(interquartile range) and compared between groups using the

two-sample Kolmogorov-Smirnov test. Categorical variables were

expressed as percentages, and two or more groups of unordered

categorical variables were tested using the y* test. p <0.05 was regarded

as statistically significant.
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7 Scored Patient-Generated Subjective Global Patient Identification Information
ﬁ Assessment (PG-SGA)

History: Boxes 1 - 4 are designed to be completed by the patient.
[Boxes 1-4 are referred to as the PG-SGA Short Form (SF)]

1. Weight (See Worksheet 1) 2. Food intake: As compared to my normal intake, I would rate my
food intake during the past month as
In summary of my current and recent weight: O unchanged ()
more than usual
I currently weigh about kg o i
I .am about cm tall 0 less than usual )
Iam now taking
One month ago I weighed about kg [ normal food but less than normal amount )
Six months ago I weighed about kg

O little solid food )
[ only liquids ;)

During the past two weeks my weight has: .
O only nutritional supplements (3

1 d(y Dlnot changed : i
o L @ U 0 [ very little of anything (4
Box 1 D only tube feedings or only nutrition by vein (o, Box 2 D
8! («
3. Symptoms: I have had the following problems that have kept me 4. Activities and Function:
from cating enough during the past two weeks (check all that apply) Over the past month, I would generally rate my activity as:
0 no probléms‘ealm.g © i . » O normal with no limitations (
O no appetite, just did not feel like cating o) O vomiting ) [0 not my normal self, but able to be up and about with fairly
0O nausea ) O diarrhea (3 normal activities )
O constipation (j, O dry mouth (;, O not feeling up to most things, but in bed or chair less than
[J mouth sores () O smells bother me half the day )
[ things taste funny or have no taste (j, O feel full quickly (m] able_ to do little activity and spend most of the day in bed or
O problems swallowing (2 O fatigue (1) chair )
ain; where? pretty much bed ridden, rarely out of bed ;3
Or 6 a
other ()*
**Examples: depression, money, or dental problems Box 3 D Box 4 D

The remainder of this form is to be completed by your doctor, nurse, dietitian, or therapist. Thank you.

Additive Score of Boxes 1-4 DA

©FD Ottery 2005, 2006, 2015 v3.22.15
email: faithotterymdphd@aol.com or info@pt-global.ors

Scored Patient-Generated Subjective Global A (PG-SGA)
Worksheet 1 - Scoring Weight Loss Additive Score of Boxes 1-4 (Sce Side 1) D A

To determine score, use 1-month weight data if available. Use 6-month data only if there is no )
I-month weight data. Use points below to score weight change and add one extra point if 5. Worksheet 2 — Disease and its relation to nutritional requirements:

patient has lost weight during the past 2 weeks. Enter total point score in Box 1 of PG-SGA. Score is derived by adding 1 point for each of the following conditions:
[ Cancer O Presence of decubitus, open wound or fistula
Weight loss in 1 month  Points Weight loss in 6 months
10% or greater 20% or greater O Aps O Presence of trauma
5:9.9% 10- 199%

[ Pulmonary or cardiac cachexia [J Age greater than 65

c—muwa

34.9% 6- 9.9%
2. ’9:/., 2- 59% O Chronic renal insufficiency
0-1.9% 0- 1.9% Other relevant diagnoses (specify)
. Primary disease staging (circle if known or appropriate) 1 11 11l IV Other
Numerical score from Worksheet 1 I:] & o P Numerical score from Worksheet 2 B

6. Worksheet 3 — Metabolic Demand
Score for metabolic stress is determined by a number of variables known to increase protein & caloric needs. Note: Score fever intensity or duration, whichever is greater. The score is additive so that a
patient who has a fever of 38.8 °C (3 points) for < 72 hrs (1 point) and who is on 10 mg of prednisone chronically (2 points) would have an additive score for this section of S points.

Stress none (0) low (1) moderate (2) high (3)
Fever no fever >372and <383 >383and <388 >3838°C
Fever duration  no fever <72 hours 72 hours > 72 hours
Corticosteroids o corticosteroids low dose moderate dose high dose
< 10 mg prednisone (> 10 and < 30 my > 30 mg prednisone .
(cqu“,,lfn:’yd,y, :m,"m"c e ¢ e Numerical score from Worksheet 3 D { &

7. Worksheel 4 — Physical Exam
Exam includes a subjective evaluation of 3 aspects of body composition: fat, muscle, & fluid. Since this is subjective, each aspect of the exam is rated for degree. Muscle deficiloss impacts point score more than fat deficiloss.
of categories: 0 = no abnormality, 1+ = mild, 2+ = moderate, 3+ = severe. Rating in these categories is nor additive but are used to clinically assess the degree of deficit (or presence of excess fluid).

Muscle Status Fat Stores ‘Polat score ¢

temples (temporalis muscle) 0 1+ 2+ 3+ orbital fat pads 0 12 B | i a0 i .

clavicles (pectoralis & deltoids) 0 1+ 2+ 3+ wriceps skin fold 0 1+ 2+ 3 . Mild defic ~\ point Again, muscle deficiloss
shoulders (deltoids) 0 1+ 2+ 3+ fat overlying lower ribs 0 1+ 2+ 3+ Modirus gk scom= 2 points I'k‘vm“‘"‘"“‘
interosseous muscles 0 1+ 2+ 3+ Global fat deficit rating 0 1+ 2+ 3+ Severe deficit  score = 3 points 10%% OF fluld excess.

scapula (ltissimus dors, trapezius, deltoids) 0 1+ 2+ 3+ Fluid status

thigh (quadriceps) 01+ 2+ 3+ ankle edema 0 1+ 2+ 3 : I

calf (gastrocnemius) 0 1+ 2+ 3+ sacral edema 0 1+ 2+ 3+ Numerical Score for Worksheet 4 D

Global muscle status rating 01+ 2+ 3+ ascites 0 1+ 2+ 3
Global fluid status rating 0 1+ 2+ 3+ Total PG-SGA Score (Total numerical score of A+B+C+D)
Clinician Signature RD RN PA MD DO Other Date Global PG-SGA Category Rating (Stage A, Stage B or Stage C)
Wnrksheet 5 PG-SGA Global Assessment Categories Nutritional Triage including
s
patient & family education, intervention, nutrient
G Mo, SThmm L, | S e )
Norcat ntake ::.:;rlumo::wm fetiy el Sevee defic n ke T o FG-SGA s
30fPG-SGAY Prescnce of NIS (Box 3 of PG-SGA) 1 ! during treatment.
Simpioan 3 OR s e ¥ rams y
allowing udnkdb}s)wlxmwr\r)lﬂox)lmdhb\:l\maszw\ak'
e " s dicttian in conjuncton with purse o physiian as 3
Functining Mo i
Physiat Exam N Evidnceof ©FD Ottery 2005, 2006, 2015 v3.22.15
of e . sevre o e, . ”
e P eimason povie ey email: faithotterymdphd@aol.com or inf bal.org
FIGURE 2
The PG-SGA rating form.
3 Results points), and the incidence rates of malnutrition risk were 9.1 and

66.6%, respectively, as shown in Figure 3. The incidence rates of

3.1 Incidence of nutritional risk nutritional risk for different genders, ages, tumor types, and tumor

stages screened by the two screening methods had a statistically

A total of 2,645 patients with cancer were included in the  significant (p <0.05). The malnutrition incidence was higher in

analysis. Two hundred and forty cases were screened with  older patients and patients with advanced tumors, and patients with

nutritional risk by the NRS 2002 (NRS >3 points) and 1993 cases  digestive tumors were more likely to be screened for nutritional risk
were screened with nutritional risk by the PG-SGA (PG-SGA>2  (p<0.05), as shown in Table 1.
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No nutritional risk
detected by either method

NRS 2002 > 3,
Nutritional risk detected
by the NRS 2002

PG-SGA > 2
Nutritional risk detected
by the PG-SGA

@ All Patients

FIGURE 3
Patients’ nutritional risk detected by the NRS 2002 and the PG-SGA.

TABLE 1 Comparison of the incidence of nutritional risk in different general conditions tumor patients.

Number of  Nutritional risk = Nutritional risk = Chi-square p value of Chi-square p value of
patients screened by screened by value of NRS 2002 value of PG-SGA
NRS 2002 PG-SGA NRS 2002 PG-SGA
Gender 6.170 0.013 15.095 <0.001
Male 1,155 123 (10.7%) 913 (79.1%)
Female 1,490 117 (7.9%) 1,080 (72.5%)
Age
<65 2,120 172 (8.1%) 1,469 (69.3%) 11.944 0.001 209.345 <0.001
>65 525 68 (12.9%) 524 (99.8%)
Tumor type 59.100 <0.001 110.227 <0.001
Lung cancer 828 74 (8.9%) 618 (74.6%)
Cancer of the 687 101 (14.7%) 605 (88.1%)
digestive system
Hematological 290 22 (7.6%) 200 (69.0%)
malignancy
Breast cancer 624 19 (3.0%) 400 (64.1%)
Gynecological 157 14 (8.9%) 123 (78.3%)
cancer
Others 59 10 (16.9%) 47 (79.7%)
Tumor staging 15.752 0.001 9.396 0.024
I 455 23 (5.1%) 326 (71.6%)
1I 580 51 (8.8%) 433 (74.7)
III 659 79 (12.0%) 523 (79.4%)
v 951 87 (9.1%) 711 (74.8%)

3.2 Comparison of the NRS-2002 and the
PG-SGA screening results

Nutrition-related indicators of patients screened for malnutrition
risk by both the NRS-2002 and the PG-SGA and those screened for
malnutrition risk by the NRS-2002 were analyzed, and there were no
statistically significant differences between the two populations in
terms of grip strength, albumin, and muscle index, as shown in Table 2.

Frontiers in Nutrition

3.3 Prognosis of patients screened for
malnutrition by the NRS-2002 vs. the
PG-SGA

Prognostic analyses of those not screened for nutritional risk by
the NRS-2002 and those not screened for nutritional risk by the
PG-SGA were performed, and the results of the survival analyses
showed that the prognosis of those not screened for nutritional risk
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TABLE 2 Basic clinical information for all the NRS 2002 positive patients
stratified by the PG-SGA positive.

Factors PG-SGA, NRS 2002 p value

NRS 2002 positive

positive (N =240)

(N =230)
KPS 87.63 88.00 0.748
TP (g/L) 64.58 64.65 0.901
Albumin (g/L) 36.82 36.95 0.993
PAB (g/L) 0.185 0.188 0.838
TEN (g/L) 222 2.24 0.811
HGS (kg) 22.44 22.73 0.791
ASMI (kg/m?) 5.98 5.98 0.837

KPS, karnofsky performance status; TP, total protein; PAB, prealbumin; TEN, transferrin;
HGS, hand-grip strength; ASMI, appendicular skeletal muscle mass index.

by the PG-SGA was better than that of those not screened for
nutritional risk by the NRS 2002 (p <0.05), as shown in Figure 4.

4 Discussion

Many patients with cancer are at risk for malnutrition and
nutritional assessment is a vital aspect of cancer care (17). While
nutrition risk screening tools contribute to the early recognition of
malnutrition, nutritional screening and assessment are established in
many oncological clinical settings. The NRS 2002 is recommended as
the screening tool before malnutrition diagnosis according to the
global leadership initiative on malnutrition (5), while the PG-SGA is
recommended in various national guidelines for nutrition in patients
with cancer (15). Studies showed that the PG-SGA is not only an
assessment that identifies existing malnutrition, but it can also be used
as a screening instrument for nutritional risk or deficit (10).

The PG-SGA identified more patients at nutritional risk than the
NRS 2002 in this study. Among patients not classified as high risk by
the NRS 2002, those additionally identified as malnourished by the
PG-SGA had poorer survival. The PG-SGA non-risk group had a
better prognosis than the NRS 2002 non-risk, suggesting the NRS
2002 may miss patients with risk. Our study indicates the PG-SGA
screens cancer patients more comprehensively for nutritional risk than
the NRS 2002.

4.1 Key findings and significance

The much higher prevalence of nutritional risk by the PG-SGA
implies it is more sensitive than the NRS 2002 in this population (12,
18). This aligns with prior studies demonstrating higher detection
rates of malnutrition by the PG-SGA vs. other single-item screening
methods (19). The PG-SGA’s detailed capture of reduced intake and
aggravated cancer symptoms underpins its greater sensitivity over the
NRS 2002’s reliance on primarily weight loss and disease severity (20,
21). Though the NRS 2002 is recommended for initial screening, it
appears insufficient on its own based on the poorer outcomes of
patients not identified as at-risk. This finding indicates sole use of the
NRS 2002 risks overlooking some patients who need and could benefit
from early nutritional intervention (6, 22). Using the PG-SGA
additionally would allow more complete detection of patients
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FIGURE 4
|Kaplan—Meier curves for patients without nutritional risk.

requiring intervention. This highlights the necessity of multi-modal
nutritional screening in cancer patients to avoid overlooking
opportunities for important nutritional support (7, 15).

This study confirms the high sensitivity of the PG-SGA as a
nutritional risk screening tool optimized specifically for cancer
patients. Its cancer-specific derivations such as patient-reported
symptom impact likely underlie its superior prognostic utility over the
generic NRS 2002, supporting its preferential use for prospectively
assessing malnutrition risk in this population (10, 14). Thorough
nutritional screening is crucial for providing appropriate supportive
care to improve patient nutrition and outcomes.

4.2 Possible reasons for differences in
screening tools

The NRS 2002 was designed for hospital inpatients generally,
while the PG-SGA was optimized specifically for cancer populations.
The PG-SGA’s cancer-specific design underlies its superior sensitivity
in detecting nutritional risk over the more generic NRS 2002. The
PG-SGA captures extensive information about reduced oral intake
and symptom impacts like anorexia, nausea, vomiting, and dysphagia
that are highly prevalent in cancer patients but not addressed in the
NRS 2002 (14, 15). The inclusion of patient self-assessment also
enhances its sensitivity, which provides unique subjective data on
changes in weight, food intake, and functional capacity that clinicians
cannot observe as accurately (10). These key components enhance
early identification of malnutrition before severe manifestations
appear. Furthermore, the PG-SGA categorizes risk level of
malnutrition severity rather than just presence/absence (23). This
differentiation allows nutrition interventions to be personalized and
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scaled based on the grade of malnutrition. The multidimensional
nature of the PG-SGA makes it better suited to the complex etiology
of cancer cachexia compared to the NRS 2002.

4.3 Limitations and future research

As a single-center retrospective study, the results may not
generalize to other cancer populations. Additional studies should
validate findings in other geographical and ethnic groups (24). Future
research could also compare the PG-SGA to other cancer-specific
tools like the Malnutrition Screening Tool (MST) to determine
optimal approaches for different oncology settings (25). Incorporating
nutritional biomarkers may provide further objective insight into
differences between patients classified as non-risk by each tool (26).
Most importantly, future research should investigate the impacts of
PG-SGA screening on clinically meaningful outcomes like treatment
response, quality of life, and survival with nutritional interventions
(27). Cost-effectiveness analyses will also inform implementation.
Ultimately, determining optimal nutritional assessment strategies will
require investigations into the impacts on patient-important outcomes
with nutritional interventions through high-quality randomized
controlled trials (28).

5 Conclusion

In cancer patients, the PG-SGA provides more comprehensive
nutritional risk detection than the NRS 2002, with prognostic utility.
Relying solely on the NRS 2002 risks overlooking at-risk patients who
may benefit from nutrition support. The high sensitivity of the PG-SGA
underscores its value for identifying malnourishment requiring
intervention in cancer populations. Clinicians should be aware that
patients classified as non-risk by the NRS 2002 may still be at nutrition-
related risk detectable by the in-depth PG-SGA. Implementing the
PG-SGAs cancer-specific approach is vital for optimal nutritional risk
screening and assessment in oncology settings. The NRS 2002 is not
necessary for patients who are to be assessed with the PG-SGA.
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