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Abstract

Background: The Patient-Generated Subjective Global Assessment Short Form

(PG-SGA SF) is a standardized tool for assessing nutrition risk in patients with cancer.

The aim of this study was to propose and validate a cutoff point for the PG-SGA SF

related to the prognosis of patients with incurable cancer in exclusive palliative care.

Methods: This is a prospective cohort study of patients with incurable cancer at the

National Cancer Institute in Brazil. A total sample (n = 2,144) was randomly divided

into groups: (1) training (n = 1,072), to determine the most accurate PG-SGA SF cut-

off, and (2) validation (n = 1,072), to test the predictive accuracy of this cutoff point.

The receiver operating characteristic curve was plotted to determine the best cutoff

point of the PG-SGASF related to death. Concordance statistics (C statistic) were used

to test the predictive accuracy of the models. Kaplan-Meier curve and the Cox hazard

model were used to verify a prognostic value of the cutoff point.

Results: PG-SGA SF score ≥15 was found to be the best cutoff based on 90-day mor-

tality with good accuracy discrimination (C statistic ≥ 0.74). Patients whose PG-SGA

SF score was ≥15 had a shorter survival of 32 (interquartile range [IQR], 12–75) vs 83

days (IQR, 31–90) (p-value< .001) and higher risk of death (hazard ratio: 2.20; 95%CI,

1.64–2.95).

Conclusions: The proposed PG-SGA SF cutoff score is valid and, alongside its useful-

ness in nutrition triage, could provide prognostic value for patients with incurable can-

cer.
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CLINICAL RELEVANCY STATEMENT

Patients with incurable cancer in palliative care are often undernour-

ished and have reduced survival expectancy. As nutritional status

in usually evaluated in these patients, tools commonly used for this
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purpose could also have prognostic value, broadening their applicabil-

ity. The Patient-Generated SubjectiveGlobal Assessment is a validated

tool for patients with cancer, and alongside its usefulness in screening

for nutrition risk, it proved useful to evaluete the prognosis, guiding

interventions better suited to each patient.
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INTRODUCTION

Management of care for patients with incurable cancer requires

accurate prognostic information.1 Prognostic factors are central to

establishing a supportive care plan, guiding decisions about treat-

ment options and priorities to be offered, timing the referral to pal-

liative care, and planning for death.2 Oncology patients are at risk

of malnutrition throughout the course of the disease and its treat-

ment. Nutrition status impairment increases with the progress of

the disease and is considered one of the main factors in poor prog-

noses, resulting in reduced overall survival (OS) and poorer quality of

life.3–5

Nutrition status in cancer patients is frequently evaluated by the

Patient-Generated Subjective Global Assessment (PG-SGA), a subjec-

tive method validated for this population, which aims to provide a

standardized approach for nutrition assessment.6,7 The short-form

version (PG-SGA SF) consists of a four-part questionnaire based

on patient-reported history of weight change, food intake, nutrition

impact symptoms, and performance status.7 As 80%–90% of the score

results from the first four parts, the short version demonstrates

high sensitivity and specificity when compared with the full-length

assessment.8,9

The PG-SGA SF provides a continuous-range scoring system that

can detect nutrition risk and help prioritize patients who need urgent

interventions, besides monitoring changes in nutrition risk.10 Because

it is easy to use and can be completed in a few minutes, its use is

suggested in clinical practice in palliative care settings.7,11 PG-SGA

SF is recommended by the Brazilian Consensus of Oncologic Nutri-

tion as the standard for the nutrition screening of palliative cancer

patients.12

A higher PG-SGA SF score indicates an increased risk of deterio-

ration in nutrition status, and according to this tool, the cutoff point

of ≥9 indicates a critical need for nutrition intervention and/or symp-

tom management.7 This cutoff is significantly associated with adverse

outcomes in patients with cancer.7,13 However, one of the limitations

of using this cutoff point is that most patients with incurable cancer

present high nutrition risk and a poor probality of survival; therefore,

although a score of ≥9 indicates nutrition risk, in a palliative care set-

ting this cutoff does not necessarily indicate the viability of specialized

nutritional intervetions such as nutrition support, because it does not

discriminate, among these patients, those with longer survival—that is,

whowould probably have time to benefit from this type of support.

Thus, given the fact that survival time is usually lower in patients

with incurable cancer, awareness of these nutrition resources requires

more promotion. It is necessary to use tools with adequate predictive

discrimination. Therefore, the refinement of existing assessment tools,

suchas thePG-SGASF, in searchof their best prognostic powerenables

a better standardization of criteria for care. With a view toward get-

ting the best clinical utility out of the PG-SGA SF tool for patients with

incurable cancer, our objective was to propose and validate a cutoff

point for the score that related to prognosis in these patients upon

referral to palliative care.

METHODS

Patients and data collection

This is a data analysis from a prospective cohort study carried out

in patients with incurable cancer referred to the Palliative Care Unit

(PCU) of the José Alencar Gomes da Silva National Cancer Institute

(INCA) in Rio de Janeiro, Brazil. The INCA Ethics Committee approved

the study (protocol number 1.407.458, 2016), and written informed

consent was obtained from all the participants. The study population

has been described inmore detail elsewhere.514–17

Eligible inpatients (hospitalized) and outpatients (ambulatory) were

evaluatedon their first visit to thePCUby trained researchers between

July 2016 and March 2020 and followed for mortality events after

inclusion. The researchers were trained on the application and inter-

pretationof thePG-SGASFunder the supervisionof the research coor-

dinators, and whenever a new researcher joined the research group,

new training was carried out. Inclusion criteria were having incurable

cancer (locoregional advanced or metastatic cancer proven by histo-

logical, cytological, or radiological evidence); not receiving any antineo-

plastic treatment with curative intent; being ≥20 years old; having a

Karnofsky Performance Status (KPS) ≥30% (ranges from 0 [death] to

100 [full function]) at the moment of recruitment, assigned according

to patient-reported physical function; and having the ability to answer

the necessary information. Patients with KPS of 10%–20% were not

evaluated due to the aproaching of the end of life and inability to

apply the PG-SGA-SF. The patients had generalized malignant disease

or advanced local tumor growth and were not receiving any antineo-

plastic treatment with curative intent. Clinical characteristics such as

type of tumor, cancer stage, and date of death were collected from the

patients’ electronic medical records.

PG-SGA SF

The validated Brazilian Portuguese version of the PG-SGA (FDOttery,

2005, 2006, 2015), available at pt-global.org, was completed with the

assistance of trained researchers, and only the first four parts of the

questionnaire were applied. PG-SGA SF consists of these first four

parts (boxes 1–4) of the questionnaire, which are based on patient-

reported weight, food intake, symptoms, and function. Scores are

attributed per box, with the total score ranging from0 (no problems) to

36 (worst problems): (1) change in body weight, score from 0 to 5; (2)

food intake, score from 0 to 4; (3) presence of nutrition impact symp-

toms, score from 0 to 24; and (4) performance status, score from 0 to

3. The total score is the sum of the scores from the patient-generated

component; the higher the score, the higher the nutrition risk.8

Although the weight worksheet gives the option of reporting

weight loss in 1 month or 6 months before inclusion in the study,

1-month weight loss was used whenever possible. Food intake in the

last month was reported using the descriptors “unchanged” compared

with normal intake, “less than usual and more than usual,” “little solid
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food,” “only liquids/nutritional supplements,” “very little of anything,”

and “only tube feedings or only nutrition by vein.” Nutrition impact

symptoms in the last 2 weeks were described as present or absent.

Activities and function data in the lastmonthwere reported as “normal

with no limitations”; “not my normal self, but able to be up and about

with fairly normal activities”; “not feeling up to most things, but in bed

or chair less than half the day”; “able to do little activity, and spend

most of the day in bed or chair”; and “pretty much bedridden, rarely

get out of bed.”

Anthropometry

To complete the first PG-SGA SF box, with the intent of avoiding mem-

ory biases about current weight and height, body weight (kg) was

obtained with a calibrated portable Wiso W905 digital scale (with

180-kg capacity; São José, Santa Catarina, Brazil). For those patients

who were unable to stand, an in-bed scale system was used (GoBed II

Stryker; Athens,Michigan, USA). Height (m)wasmeasured using a tape

stadiometer on the wall. When the patient was unable to stand, knee

heightwas used,measuredwith the knee and ankle joints flexed at 90◦,

using ameasuring tape or an anthropometer. Estimated heightwas cal-

culated using the equations proposed by Chumlea et al.18

Overall survival

The date of death was obtained from electronic medical records.

Patient OS (days) was defined as the time interval between date of

recruitment to the PCU and the date of death from any cause.

Statistical analysis

Statistical analysis was conducted using the software Stata, version

13.1 (Stata Corp, College Station, TX, USA). Statistical significance was

set at p< .05.

After the data were collected, the cohort (n = 2,144) was randomly

divided into twoequal groups for twopurposes: (1) training (n=1,072),

when the data were used to determine the most accurate cutoff point

of the PG-SGA SF score to predict mortality, and (2) validation (n =

1,072), when the data were used to test the predictive accuracy of this

cutoff point in relation to prognosis. Only six patients were excluded

(because they had incomplete PG-SGA SF data) (Figure 1)

The Kolmogorov-Smirnov test was used to assess distribution sym-

metry. The descriptive statistics characterizing the patient groups

were presented in percentages (count/frequency, %) for the categori-

cal variables and as means ± SD or medians with interquartile ranges

(IQRs, 25th–75th percentile) for continuous variables. Comparisons

between the training and validation groups were evaluated using the

chi-squared test for categorical variables, independent-samples t-test

for normally distributed continuous variables, and the Mann-Whitney

U test for nonnormally distributed variables.

F IGURE 1 Flow diagram. KPS, Karnofsky Performance Status; n,
number of observations; PG-SGA SF, Patient-Generated Subjective
Global Assessment Short Form

Receiver operating characteristic (ROC) analysis was performed to

compare the area under the curve (AUC) for the PG-SGA SF score

in predicting 30-day, 90-day, and 180-day mortality. Statistical signif-

icance was set at AUC ≥0.70,19 and sensitivity and specificity of the

best cutoff point for the PG-SGA SF score were analyzed. Specificity

is the ability of a tool to correctly identify true negatives. Because we

wanted to identify patients with a better prognosis—that is, ones with

>90days’ survival—a cutoff pointwith higher sensitivity and specificity

was selected, prioritizing a higher degree of specificity. When false-

positive results can lead to patients not being given potentially benefi-

cial treatment, testswithhigher specificity are required.Wealso tested

the standardized cutoff point (≥9) to compare both groups.

In addition, a concordance statistic (C statistic) was used to evalu-

ate the discrimination of the PG-SGA SF score cutoff point to predict

prognosis in the training and validation groups. The C statistic reflects

the probability of an event (ie, death) occurringmore in a participant in

the event group than in a participant from the non–event group.20 A C

statistic of 0.50 indicates that the model predicts the outcome as well

as chance (ie, equal numbers of true and false positives); 0.70–<0.80

indicates good discrimination; 0.80–<0.90 indicates excellent discrim-

ination; 0.90–<1.00 is outstanding discrimination; and 1.00 is perfect

prediction.21

Finally, we validated the capacity of the cutoff point of the PG-SGA

SF score to predict OS. Kaplan-Meier curve was used to evaluate OS

probability, and the log-rank test was used to compare survival curves

according to PG-SGA SF score. Additionally, the Cox proportional haz-

ard model was used to assess whether the predictive ability of the cut-

off point proposed for the PG-SGA SF was able to predict death. The

stepwise selection method was used, in which variables with p <.05 in

the univariate regressions were included in the final model.

To verify our sampling power, we calculated a post hoc test using

an online tool (https://clincalc.com/Stats/Power.aspx) and considered

dichotomous results for two independent groups, with an alpha error

https://clincalc.com/Stats/Power.aspx
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TABLE 1 Patient characteristics according to training and validation groups

Group

Variables Overall, n= 2,144 Training, n= 1,072 Validation, n= 1,072 p-value

Age,a years 61.9 (13.6) 61.7 (13.4) 62.1 (13.9) .465

Gendera

Male 888 (41.4%) 443 (41.3%) 445 (41.5%) .895

Female 1256 (58.6%) 629 (58.7%) 627 (58.5%)

Tumor typeb

Digestive system 625 (29.2%) 310 (28.9%) 315 (29.4%) .148

Gynecological 382 (17.8%) 186 (17.3%) 196 (18.3%)

Head and neck 294 (13.7%) 149 (13.9%) 145 (13.5%)

Breast 245 (11.4%) 140 (13.1%) 105 (9.8%)

Lung 217 (10.1%) 103 (9.6%) 114 (10.6%)

Others 381 (17.8%) 184 (17.2%) 197 (18.4%)

Cancer stageb

Locally advanced 303 (14.1%) 150 (14.0%) 153 (14.3%) .853

Metastatic 1841 (85.9%) 922 (86.0%) 919 (85.7%)

Current medical situationb

Inpatient 551 (25.7%) 287 (26.8%) 264 (24.6%) .277

Outpatient 1593 (74.3%) 785 (73.2%) 808 (75.4%)

KPS,b %

30–40 887 (41.4%) 455 (42.4%) 432 (40.3%) .460

50–60 957 (44.6%) 475 (44.3%) 482 (45.0%)

≥70 300 (14.0%) 142 (13.3%) 158 (14.7%)

PG-SGA SF,a score 14.4 (6.7) 14.5 (6.7) 14.2 (6.8) .317

Survival,c days 51 (19–90) 53 (20–90) 50 (18–90) .257

Abbreviations: KPS, Karnofsky Performance Status; PG-SGA SF, Patient-Generated Subjective Global Assessment Short Form.
aMean/SD/Student t-test.
bNumber of observations/frequency/chi-squared.
cMedian/interquartile range/Mann-WhitneyU test.

of .05. A sample power of 100% for the cutoff point of the PG-SGA SF

score was found to predict OS in 90 days.

RESULTS

Themeanagewas61.9 years (±13.6), and58.6% (n=1,256) of the sam-

ple were female . The most common cancer types were tumors of the

digestive system (29.2%, n = 625) and gynecological tumors (17.8%,

n = 382). Overall, 85.9% (n =1,841) presented metastatic cancer, and

86.0% (n = 1,844) of the sample had KPS ≤60%; median OS was 51

(IQR, 19–90) days. There were no statistical differences between the

characteristics of the patients from the two groups (training and vali-

dation) (Table 1).

The AUCs for the PG-SGA SF score in predicting 30-day, 90-day,

and 180-daymortality for the training groupwere, respectively, 0.671,

0.705, and 0.666 (data not shown). Figure 2 shows the PG-SGA SF

score ≥15, which was the best cutoff value to predict 90-day mor-

tality, as the end point of the ROC curve (with specificity >70% and

sensitivity ∼60%). The standardized cutoff point of ≥9 presented high

sensitivity; however, it had poor specificity. The C statistic demon-

strated good predictive accuracywhen the cutoff pointwas≥15 (0.74–

0.75), and this cutoff wasmore accurate than a score of≥9 (0.59–0.62)

for predicting death (Table 2).

The Kaplan-Meier curves showed that the probability of survival

was three times higher in the patients with PG-SGA SF score<15 than

it was in the other patients (83 [IQR, 31–90] vs 32 [IQR, 12–75] days;

P-value< .001). In addition, multivariate Cox regression demonstrated

a significantly increased risk of 90-day mortality when the cutoff was

≥15 points (hazard ratio: 2.20; 95%CI, 1.64–2.95) (Table 3).

DISCUSSION

This was the first study to determine the validity of a specific PG-

SGA SF cutoff point to assess nutrition risk with prognostic value in

patientswith incurable cancer.Our results demonstrated that≥15was

the optimal cutoff point for the total score to predict 90-day mortality,
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TABLE 2 Predictive accuracy of 90-daymortality according to the cutoff points of the Patient-Generated Subjective Global Assessment Short
Form (PG-SGA SF) score in training and validation groups

Group

Training Validation

≥9 (n= 845; 78.8%) ≥15 (n= 526; 49.1%) ≥9 (n= 837; 78.1%) ≥15 (n= 517; 48.2%)

Sensitivity 85.4% 60.0% 86.8% 60.2%

Specificity 34.3% 71.3% 38.1% 70.1%

LR+ 1.30 2.07 1.40 1.95

LR− 0.42 0.57 0.34 0.60

C statistic (CI 95%) 0.59 (0.51–0.73) 0.74 (0.70–0.82) 0.62 (0.52–0.73) 0.75 (0.67–0.80)

Abbreviations: CI, confidence interval; LR, likelihood ratio; n, number of observations.

TABLE 3 Cox proportional regression by Patient-Generated Subjective Global Assessment Short Form (PG-SGA SF) score in validation group

Variables Univariate Multivariate

HR (95%CI) p-value HR (95%CI) p-value

PG-SGA SF (score)≥15 1.80 (1.55–2.09) <.001 2.20 (1.64–2.95) <.001

Adjusting factors

Age, years 0.99 (0.98–0.99) <.001 0.99 (0.98–0.99) .002

KPS, % 0.96 (0.96–0.97) <.001 0.97 (0.96–0.98) <.001

Primary tumor site (GI) 1.32 (1.12–1.72) <.001 1.44 (1.10–1.88) .007

Current healthcare setting (inpatient) 2.44 (2.07–2.87) <.001 1.51 (1.24–1.84) <.001

Abbreviations: HR, hazard ratio; CI, confidence interval; GI, gastrointestinal; HR, hazard ratio; KPS, Karnofsky Performance Status; PG-SGA SF, Patient-

Generated Subjective Global Assessment Short Form.

demonstrating good accuracy in discrimination (C statistic ≥ 0.74). Its

high prognostic predictive ability makes it potentially valuable in plan-

ning the nutrition care of patients referred to palliative care services.

Patients with incurable cancer commonly experience malnutrition

with progressive weight loss, anorexia, and symptoms of nutrition

impact, which impose additional challenges for nutrition planning.22

Despite the recommendations that standardized and validated

nutrition assessment protocols should be used for patients with can-

cer, nutrition status is often not systematically evaluated in palliative

settings.23 In patients with advanced cancer, it is important for the

nutrition screening tools used in clinical practice to be related to

prognosis, enabling a better standardization of risk groups and thus

more-targeted decision making about nutrition interventions. The

results of this study can help to implement screening protocols for this

specific cancer population.

The findings of this study indicate that patients who have incur-

able cancer and are receiving palliative care are at high nutrition risk,

which is consistent with previous studies that have demonstrated

that the majority of patients in palliative settings have high PG-SGA

scores.11,24,25 The use of PG-SGA in these patients is highly rec-

ommended, indicating the point that symptom control and nutrition

intervention should begin, as well as monitoring of intervention suc-

cess, using the same tool over time.7 Although several studies have

shown the relationship between high PG-SGA scores and shortened

OS,3,26–29 no study has yet validated a clinically accurate cutoff point

for patientswith incurable cancer.Wehaveproposeda score that could

be useful for these patients, whose nutrition risk is known to be higher

than that of patients with early-stage cancer.24,30 For this reason, the

proposed cutoff point to assess nutrition riskwith prognostic value are

limited to advanced-stage cancer patientswith a probability of survival

of a fewmonths.

Our results show that a score of ≥15 was optimal for predicting 90-

day mortality. Moreover, patients with this score were 2.2 times more

likely to die within 90 days. As expected, a higher score was found to

be appropriate for its use as a prognostic factor in patients in pallia-

tive care. When compared with the usual cutoff score of ≥9, this study

demonstrated better predictive accuracy and calibration between the

training and validation groups for a score of ≥15. In other words, we

showed that our proposed cutoff is more accurate and could be more

useful to improve decisionmaking for patients with incurable cancer.

Several methods can be used to assess the accuracy of tools, includ-

ing AUC and C statistic. In this study, the better AUC for the PG-

SGA SF score in predicting 90-day mortality was 0.701 and therefore

statistically significant.19 A previous study evaluated the accuracy of

other prognostic tools validated for patients with cancer in palliative

care (Palliative Prognostic [PAP] Score, Objective Prognostic Score,

and Palliative Prognostic Index [PPI]) in predicting 30-day OS in 334

patients with terminal cancer, demonstrating AUCs of 0.82, 0.70, and



6 CUNHA ET AL

F IGURE 2 Receiver operating characteristic (ROC) curve of the
scored Patient-Generated Subjective Global Assessment Short Form
(PG-SGA SF) as a predictor of 90-daymortality according to training
group. AUC, area under the curve; CI, confidence interval

F IGURE 3 Kaplan-Meier survival curves in 90 days stratified by
scored Patient-Generated Subjective Global Assessment Short Form
(PG-SGA SF) in the validation group

0.72, respectively.31 The PG-SGA SF’s good accuracy in discriminating

is also worth mentioning (C statistic ≥ 0.74). Studies that assessed the

accuracyof prognostic tools by thismethoddemonstrated that thePAP

Score presented aC statistic≥0.79 andPPI≥0.75.32 Thus, the PG-SGA

SF has demonstrated an accuracy similar to that of prognostic tools

that are widely validated and used in clinical practice.

The goal of nutrition care must be consistent with the stage of

the disease and the patient’s prognosis. It is important to reliably

identify patients who are malnourished or at nutrition risk as the first

step toward providing appropriate nutrition support, with the objec-

tive of improving modifiable nutrition risk factors and maintaining or

delaying the compromise of the nutrition status.33 The invasiveness of

an intervention needs to be chosen and tailored, weighing the benefits

and risks for each individual patient. This is of increasing importance

with advancing disease and when approaching the end of life.34 In this

sense, the PG-SGAwould help to screen patients to plan not only nutri-

tion carebut also thegeneral care tobeoffered. In patientswith anesti-

mated survival longer than 90 days, the focus of care may include spe-

cialized interventions and potentially nutrition therapy, whereas the

focus of care for patientswith shorter survival is the relief of symptoms

and suffering.

In this sense, a cutoff point<15 indicates to the health professional

that although the patient is currently malnourished, the prognosis is

better. By the same token, a cutoff point ≥15 would indicate not only

poor nutrition status but also a limited prognosis. In this case, patients

should be monitored closely and receive dietary counseling to provide

comfort-directed care, mitigate multiple nutrition impact symptoms,

and relieve eating-related distress.

This cutoff doesnotmean that other factors shouldnotbe taken into

consideration in planning nutrition support, as recommended in situa-

tions of expected survival of longer than 3 months, but merely that it

could a be helpful objective guide formaking such decisions. Ruggeri et

al,35 in a cohort study with 43,474 patients receiving palliative oncol-

ogy care in Italy, found that thosewhostarted specializednutrition sup-

port with KPS≥40%, prognosis>6weeks, and precachexia or cachexia

had improved KPS and longer survival during the follow-up period. As

discussed by Cotogni et al,36 even when the disease can no longer be

cured, some patients (especially thosewith longer survival) can benefit

from specialized nutrition support if it is well indicated.

Another important aspect is the fact that most of the prognostic

tools validated in palliative care vary in their complexity and subjec-

tivity and need to be evaluated by a physician.2,32 When it comes to

patients with incurable cancer, however, interdisciplinary care must

be given. In such circumstances, PG-SGA offers a simple nutrition

assessment method that can be administered by any trained health

professional.7 Its advantages are that it is a multidimensional screen-

ing tool that provides a nutrition risk assessment that has been used

in several clinical settings to assess important prognostic factors

in patients with advanced cancer,30 facilitating proactive screening,

assessment, monitoring, and interdisciplinary intervention triage.7 In

addition, it should be noted that the PG-SGA SF provides an opportu-

nity for the entire multidisciplinary team to identify earlier the need

to optimize symptom control, by screening for the presence of con-

stipation, vomiting, dysphagia, and pain, among others, in the past

2 weeks.

Our findings confirm that PG-SGA SF can be used for both nutri-

tion screening andprognostic evaluation. It could help informdecisions

aboutwhat approachwill bestmeet the patients’ needs.Our study sug-

gests that themajority of patientswith incurable cancerwho first enter

palliative care would benefit from nutrition care for symptommanage-

ment and nutrition counseling and should be screened and referred
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to a nutrition team for further evaluation to enable specialized inter-

vention and nutrition support. An important element in cancer care is

adjusting treatment as the patient’s status changes over time, part of

which involves identifying the degree ofmalnutrition, so that adequate

nutrition intervention strategies can be devised to improve patient

outcomes.

The challenge is to implement the right tool at the right stage in the

cancer patient’s journey. Finding the right tool is still an open question

and one that is likely to require a combination of mixed methodolo-

gies. Other easy-to-use prognostic tools, such as themodified Glasgow

Prognostic Score,26 could be used in conjunction with this and other

approaches.

The generalizability of our results might be limited in this study. The

patientswere treated at the same specialized tertiary center andmight

not be representative of patients with incurable cancer elsewhere, but

the sample size is the main strength of the study. The suggested cutoff

point must undergo external validation to be extrapolated to popula-

tions other than the one studied. Future investigations are needed to

assess whether the proposed total PG-SGA SF score is capable of pre-

dicting which patients are at risk for adverse clinical outcomes, includ-

ing lower quality of life, and how well it serves to monitor nutrition

interventions, especially for patients with incurable cancer.

CONCLUSION

Our findings suggest that a PG-SGA SF score ≥15 is an accurate tool

that is easily applied in clinical practice. The proposed cutoff score is

valid, and alongside its usefulness in screening for nutrition risk, it has

the added advantage of providing prognostic value for patients with

incurable cancer in palliative care. Our results suggest that patients

below this cutoff point will probably present reduced impairment of

nutrition status and abetter prognosis, indicating the best group to tar-

get for specialized nutrition assistance, whereas patients with worse

prognosis could benefit mostly from symptom palliation to promote

quality of life and death.
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