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Abstract: Patients with foregut tumors are at high risk of malnutrition. Nutrition care focuses on
identifying individuals at risk of malnutrition and optimizing nutrient intake to promote the main‑
tenance of body weight and lean body mass. This multi‑center prospective, longitudinal study au‑
dited nutrition care practices related to screening for risk of malnutrition (Patient‑Generated Sub‑
jective Global Assessment Short Form; PG‑SGA SF), and nutrition interventions prescribed (route;
adequacy of energy and protein intakes). Audits occurred at four time periods: baseline (before
treatment) and at 2, 4, and 6 months after starting cancer treatment; 170 patients (esophageal (ESO;
n = 51); head and neck (HN; n = 119)) were enrolled. Nutrition risk (PG‑SGA SF score≥ 4) was preva‑
lent at every time period: HN (baseline: 60%; 6 months 66%) and ESO (77%; 72%). Both groups had
significant (p < 0.001) weight losses over the 6 month audit period (HN = 13.2% ESO = 11.4%). En‑
teral nutrition (EN) was most likely to be prescribed at 2 months for HN and at 4 and 6 months for
ESO. Target prescribed energy and protein intakes were not met with any nutrition intervention; al‑
though adequacy was highest for those receiving EN. Nutrition care practices differed for HN and
ESO cancers and there may be time points when additional nutrition support is needed.

Keywords: malnutrition; nutrition care; head and neck cancer; esophageal cancer; foregut tumors;
nutrition risk; patient‑generated subjective global assessment; nutrition support; enteral nutrition;
energy intake

1. Introduction
Patientswith foregut tumors, located in the head, neck and esophagus, are at high risk

of malnutrition due to gastrointestinal symptoms and side effects incurred from lengthy,
multi‑modal cancer treatments [1–3]. Patients often experience weight loss and problems
eating before they start treatment, which are further exacerbated during treatment, and
are associated with poor clinical outcomes [4–15]. The hallmark of cancer‑associated mal‑
nutrition is involuntary weight loss, which is characterized by the loss of skeletal muscle
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(with orwithout fat loss) as a result of negative energy and protein balance driven by a vari‑
able combination of reduced food intake and metabolic alterations. [16] In patients with
foregut tumors, reductions in food intake are multifactorial and likely the predominant
driver of weight loss [5,17]. Symptoms such as loss of appetite, physical obstruction (dys‑
phagia, pain), and treatment related side effects (nausea, mucositis, dysgeusia, xerostomia)
conspire to severely impair food intake [5–8,11,18,19]. Metabolic alterations on the other
hand, are suggested to include inflammation, increased energy expenditure, and excess
catabolism in response to the tumor and cancer treatments [3,16,20,21]. Given the multi‑
factorial nature of cancer‑associated malnutrition, multimodal treatment approaches are
recommended, which include optimal nutrition care, pain and symptommanagement, ex‑
ercise, and modulation of inflammation [3,20,22–25]. From a nutrition care perspective a
main goal for preventing and managing cancer‑associated malnutrition is to optimize nu‑
trient intake to promote the maintenance of body weight and lean body mass [3,20,22,23].

The best‑available evidence to guide nutrition care practices for cancer has been syn‑
thesized in evidence‑based guidelines (EBGs) from Australia, Europe, North America and
the United Kingdom [22–24,26–34]. Optimizing nutrition care delivery has been demon‑
strated to have a positive impact on clinical, cost, and patient‑centered outcomes. EBGs
address different aspects of the nutrition care process which comprises three domains:
(1) Appropriate Access to Care (Nutrition Screening and Assessment); (2) Quality Nutri‑
tion Care (Goals, Prescription, Implementation); and (3) Nutrition Evaluation and Moni‑
toring (Measure and Evaluate Outcomes) [35,36]. In the first report from the International
Nutrition Audit in FORegut TuMours (INFORM) Study, Findlay et al. [37]. described ad‑
herence of current real‑world nutrition care practices to EBGs. Overall, participating sites
had good adherence (>80%) to guidelines pertaining to routine malnutrition screening, nu‑
trition assessment, and prescriptions for energy and protein intakes. However, guidelines
pertaining to use of validated screening and assessment tools, regular dietetic consultation,
and initiation of nutrition support had moderate (60 to 80%) to poor adherence (<60%) lev‑
els. This prospective, longitudinal study aims to determine the translation of EBGs into
nutrition care practices related to screening for risk of malnutrition, the route of nutri‑
tion support used, and adequacy of energy and protein intakes over time in patients with
esophageal and head and neck cancers.

2. Materials and Methods
2.1. Study Design and Patients

This was a multicenter, prospective, registry design that included a baseline audit of
nutrition care practices, followed by repeated audit cycles from up to 6 months from the
first time a patient was introduced to the cancer care system. Audits of nutrition care prac‑
tices occurred across four time periods. The baseline period commencedwith patients’ first
date of contact with their respective cancer care system, and included nutrition practices
captured±30 days from this date; the other audit periods were defined using the baseline
period as the reference: 2 months (31–90 days after baseline), 4 months (91–150 days) and
6 months (151–210 days).

Adult patients (≥18 years of age) newly diagnosed with head and neck (HN) or
esophageal (ESO) cancers scheduled to receive cancer treatment (any modality) were en‑
rolled. Patients were excluded (i.e., not enrolled) if there was no treatment plan due to
patient’s imminent death, or if their Eastern Cooperative Oncology Group (ECOG) Per‑
formance Status Score was ≥4. Participating sites obtained ethics approval from their lo‑
cal research ethics boards, informed consent was obtained from all subjects involved in
the study.

2.2. Data Collection
Data were collected from patients at 11 cancer care centers in Canada (n = 6), Australia

(n = 2), Italy (n = 1), The Netherlands (n = 1), and the United States (US) (n = 1). Sites were
academic hospitals that included a patient care dietitian or a nutrition‑focused health care
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provider (e.g., Clinical Nutritionist, or Nutrition Delegate) who collected the data; these
individuals are referred to as a dietitian throughout.

Data were collected longitudinally from patients using quota sampling (from
2016–2018) and entered into online case report forms using Research Electronic Data Cap‑
ture (REDCap) hosted by the University of Alberta, Canada. Each site aimed to collect
data on up to 20 patients. Case report forms were completed by a dietitian. Patient demo‑
graphics, cancer diagnosis and stage (AJCC staging v.8), and treatment modality (surgery,
chemotherapy, radiation therapy) were collected. Patient heights and weights were
recorded and BMI [body weight (kg)/height (m2)] and % weight change before treatment
[((current weight (kg)−weight 6 months ago (kg))/weight 6 months ago (kg))× 100] were
calculated. Data related to nutrition care practices were collected including screening for
risk of malnutrition, nutrition prescriptions and interventions used.

2.3. Screening for Risk of Malnutrition
Evidence‑based guidelines recommend screening for risk of malnutrition using a vali‑

dated tool at baseline, which is then repeated at regular intervals throughout
treatment [22,24,28,30,33]. The PG‑SGA SF is a practicable malnutrition risk screening tool
validated for patient report in oncology settings [38–40]. The PG‑SGA SF was initiated as
part of the study protocol to create consistency between sites and to facilitate longitudi‑
nal comparisons of malnutrition risk across sites. Dietitians administered a paper version
of the PG‑SGA SF and responses were self‑reported by the patient. The PG‑SGA SF is
a single‑page questionnaire comprising questions about changes in body weight (Box 1),
food intake (Box 2), nutrition impact symptoms (Box 3), and activity and function level
(Box 4). Points from the 4 boxes are summed to yield a total score (range 0 to 37; higher
scores indicate higher nutrition risk), which are categorized according to pre‑specified nu‑
trition triage recommendations: scores 0–1 indicate no intervention is required at this time
but re‑assessment on routine and regular basis is needed during treatment; scores 2–3
recommend patient & family education by dietitian, nurse, or other clinician with phar‑
macologic intervention as indicated by symptom survey (Box 3) and lab values as appro‑
priate; scores 4–8 the individual requires intervention by dietitian, in conjunction with
nurse or physician as indicated by symptoms (Box 3); scores ≥ 9 indicate a critical need
for improved symptommanagement and/or nutrient intervention options. In this study, a
score≥ 4 identified individuals at risk of malnutrition [38]. When more than one PG‑SGA
SF was completed within the same time period for a given patient, which would occur if a
patient had multiple follow‑ups with a dietitian in a given time period, the form closest to
the center of the time period was used (i.e., day 0, 60, 120 or 180) for analysis.

2.4. Nutrition Prescription and Intervention
For each patient, the dietitian provided nutrition prescriptions, which included esti‑

mated energy (kcal/kg body weight/day) and protein (g pro/kg body weight/day) require‑
ments based on the individual dietitians’ assessment of the patient, and a patient‑centered
nutrition intervention was documented. Nutrition prescriptions, route of nutrition, and
timing of initiation according to local practices were collected. Route of nutrition refers to
the manner in which nutrition was delivered to an individual, which was categorized as
oral intake only (oral only), oral intake with use of oral nutritional supplements (oral with
ONS), or use of enteral nutrition with or without oral intake (EN; included nasogastric,
gastrostomy, jejunostomy feeding tubes). Patients were categorized according to a route
of nutrition if they were ever prescribed that route within the 6 month study period. There
were only 4 patients prescribed parenteral nutrition (PN), and in each case they were also
receiving EN and were therefore categorized as using EN. Adequacy of energy and pro‑
tein intakes were calculated as a percent of the prescription received relative to what was
prescribed by the dietitian [(estimated energy or protein intake/amount energy or protein
prescribed) × 100].
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2.5. Statistics
Analyses were performed separately by cancer type: HN and ESO groups. Results

are presented descriptively by time period using medians and quartiles [Q1, Q3], counts
and percentages, or means (±standard deviation) where appropriate. All model‑based
estimates are reported as estimated means and standard errors (SE).

Our study design was prospective longitudinal; PG‑SGA SF data, amount of energy
and protein prescribed, estimated energy and protein intakes, and route of nutrition were
documented repeatedly over the course of the study. As is typical with longitudinal data,
we had unbalanced data due to missing data points (i.e., missing at random) given that
this study was developed based on clinical practice where data is collected at irregular,
subject‑specific intervals.

To assess statistical significance of outcomes over time, regression models recom‑
mended for longitudinal data were used. For continuous outcomes (PG‑SGA SF scores, %
weight change, adequacy of energy and protein intakes), the linear mixed effects model
estimated by restricted maximum likelihood as implemented in the MIXED procedure
of SAS was used. The mixed model estimates the mean given all people remaining in
the dataset. When comparing values over time, we included patient as a random effect
(i.e., missing at random) and time period as a categorical independent variable, except for
weight loss where we used the random coefficients model with month treated as a ran‑
dom linear slope which could vary along with the intercept between individuals. When
comparing PG‑SGA SF scores, adequacy of intake, or weight change by route of nutrition,
we pooled across time periods including time period and route of nutrition as categorical
independent variables. To compare route of nutrition over time we used ordinal regres‑
sion to model intensity of nutrition support (EN > oral with ONS > oral intake only) as the
dependent variable accounting for in patient dependence by using generalized estimating
equations clustered by patient as implemented in the GENMOD procedure of SAS.

SAS Version 9.4 (SAS Institute Inc., Cary, NC, USA) was used for all analysis. All p‑
values were two‑sided without adjustment for multiplicity of tests. A p‑value < 0.05 was
indicative of statistical significance.

3. Results
A total of 170 patients (n = 119 HN; n = 51 ESO) were enrolled (Table 1), although

slightly fewer patients were used for particular parts of the analysis due to missing data
(Table S1).

Table 1. Patient characteristics at baseline.

Head & Neck
Cancers
(n = 119)
n (%)

Esophageal
Cancers
(n = 51)
n (%)

Demographics

Centre (Country—City)
 Australia—Brisbane 10 (8.4%) 0 (0.0%)
 Australia—Sydney 20 (16.8%) 0 (0.0%)
 Canada—Calgary 1 21 (17.6%) 10 (19.6%)
 Canada—Edmonton 1 20 (16.8%) 18 (35.3%)
 Italy—Rome 19 (16.0%) 0 (0.0%)
 Netherlands—Amsterdam 20 (16.8%) 23 (45.1%)
 USA—Sacramento 9 (7.6%) 0 (0.0%)

Age, years
 median (Q1, Q3) 62 (58, 69) 65 (56, 71)
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Table 1. Cont.

Head & Neck
Cancers
(n = 119)
n (%)

Esophageal
Cancers
(n = 51)
n (%)

Demographics

Sex
 Male 93 (78.2%) 41 (80.4%)
 Female 26 (21.8%) 10 (19.6%)

Ethnicity
 Caucasian 111 (93.3%) 50 (98.0%)
 First Nations 1 (0.8%) 0 (0.0%)
 Hispanic 2 (1.7%) 0 (0.0%)
 Asian 3 (2.5%) 1 (2.0%)
 East Indian 1 (0.8%) 0 (0.0%)
 Other 1 (0.8%) 0 (0.0%)

Current Smoker
 Yes 44 (37.0%) 13 (25.5%)
 No 75 (63.0%) 38 (74.5%)

Alcohol use
 Yes 47 (39.5%) 9 (17.6%)
 No 72 (60.5%) 42 (82.4%)

ECOG Performance Status
 0 78 (65.5%) 32 (62.7%)
 1 32 (26.9%) 16 (31.4%)
 2 6 (5.0%) 3 (5.9%)
 3 3 (2.5%) 0 (0.0%)

BMI, kg/m2

 median (Q1, Q3) 25.8 (23.0, 30.0) 27.5 (24.5, 31.0)

BMI Class
 <18.5 6 (5.0%) 1 (2.0%)
 18.5–24.9 46 (38.7%) 13 (25.5%)
 25.0–29.9 37 (31.1%) 21 (41.2%)
 ≥30.0 30 (25.2%) 16 (31.4%)

Cancer Stage

 1 5 (4.2%) 4 (7.8%)
 2 8 (6.7%) 13 (25.5%)
 3 18 (15.1%) 15 (29.4%)
 4 (Any) 74 (62.2%) 4 (7.8%)
 Could not assess stage 7 (5.9%) 9 (17.7%)
 Not staged 7 (5.9%) 4 (7.8%)
 Missing 0 (0%) 2 (3.9%)

Tumor Site—Head & Neck
 Primary unknown 3 (2.5%)
 Hypopharynx 10 (8.4%)
 Larynx 22 (18.5%)
 Nasopharynx 5 (4.2%)
 Oral cavity 32 (26.9%)
 Oropharynx 39 (32.8%)
 Other 3(2.5%)
 Salivary gland 5 (4.2%)



Nutrients 2022, 14, 5272 6 of 15

Table 1. Cont.

Head & Neck
Cancers
(n = 119)
n (%)

Esophageal
Cancers
(n = 51)
n (%)

Demographics

Treatment Modality 2 n = 100 n = 51
 None 5 (5.0%) 4 (7.8%)
 Chemotherapy—definitive 0 (0.0%) 2 (3.9%)
 Chemotherapy—adjuvant 0 (0.0%) 1 (2.0%)
 Radiotherapy—definitive 15 (15.0%) 0 (0.0%)
 Surgery 10 (10.0%) 2 (3.9%)
 Chemoradiotherapy—definitive 54 (54.0%) 7 (13.7%)
 Surgery + adj/neoadj RT 7 (7.0%) 0 (0.0%)
 Surgery + adj/neoadj CRT 9 (9.0%) 35 (68.6%)

Abbreviations: adj, adjuvant; ECOG, Eastern Cooperative Group performance Status; neoadj, neoadjuvant; RT,
radiotherapy; CRT, chemoradiotherapy. 1 3 participating sites each from Edmonton and Calgary. 2 Treatment
modality was not captured from 19 patients from one site (Rome, Italy).

3.1. What Did the Audit Tell Us about Risk of Malnutrition?
3.1.1. HN Cancers

At baseline, 5% of patients were underweight (BMI < 18.5), and 25% were obese
(BMI ≥ 30.0). In the 6 months prior to enrolling in the study, patients had lost a mean
(±SD) of 3.8 ± 7.5% of their body weight. According to the PG‑SGA SF, the percentage
of patients at risk of malnutrition (score ≥ 4) was high across all study periods (60% at
baseline, 86% at 2 months, 75% at 4 months, and 66% at 6 months; Table 2).

Table 2. Results from the PG‑SGA SF over time.

Head & Neck Cancers Esophageal Cancers

Baseline 2 Months 4 Months 6 Months Baseline 2 Months 4 Months 6 Months
n = 116 n = 104 n = 105 n = 90 n = 44 n = 38 n = 38 n = 36

PG‑SGA
total score,
 median
(Q1, Q3)

5 (1, 10) 12 (7, 18) 7 (4, 10) 6 (2, 11) 8 (4, 11) 7 (2, 15) 9 (6, 10) 5 (2, 9)

PG‑SGA
Triage,
n(%)
 0–1 1 33 (28) 8 (8) 13 (13) 15 (17) 4 (9) 6 (16) 1 (3) 4 (11)
 2–3 2 13 (11) 6 (6) 12 (12) 15 (17) 6 (14) 5 (13) 5 (13) 6 (17)
 4–8 3 33 (28) 21 (20) 39 (37) 27 (30) 14 (32) 11 (29) 12 (32) 17 (47)
 ≥9 4 37 (32) 69 (66) 40 (38) 32 (36) 20 (45) 16 (42) 20 (53) 9 (25)

Abbreviations: BMI, bodymass index; n, number; NIS, nutrition impact symptom; PG‑SGASF, patient generated‑
subjective global assessment short form; RD, registered dietitian; Q, quartile. 1 no intervention, re‑assess
regularly, 2 patient & family education; pharmacological intervention as indicted by symptoms, 3 interven‑
tion by RD, and nurse or physician as indicated by symptoms, 4 critical need of symptom management and
nutrition intervention.

PG‑SGA SF scores were higher (p < 0.001) from baseline at 2 months, due to increased
nutrition impact symptoms (Figure 1a). Patients lost weight (p < 0.001) from baseline to
6 months; based on linear mixed modelling patients lost an estimated average of
2.2% (0.2) per month, equating to an estimated weight loss of 13.2% over the 6 month
audit period.
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Figure 1. Stacked bar charts for (a) and (b) display the distribution of mean total PG‑SGA SF scores
over time, highlighting the contribution of weight loss (Box 1—blue), food intake (Box 2—red), nu‑
trition impact symptoms (Box 3—teal), and activity and function level scores (Box 4—brown) to the
total score at each time period.

3.1.2. ESO Cancers
At baseline 2% of patients were underweight (BMI < 18.5), and 31% were obese

(BMI ≥ 30.0). In the 6 months prior to enrolling in the study, patients had lost a mean
(±SD) of 5.1 ± 7.2% of their body weight. According to the PG‑SGA SF, the percentage
of patients at risk of malnutrition was high, and remained unchanged (p = 0.46; Figure 1b)
across all study periods (77% at baseline, 71% at 2 months, 85% at 4 months, 72% at
6 months; Table 2). Patients lost weight (p < 0.001) from baseline to 6 months; based on
linear mixed modelling patients lost an estimated average of 1.9% (0.2) per month, equat‑
ing to an estimated weight loss of 11.4% over the 6 month audit period.

3.2. What Did the Audit Tell Us about the Timing and Type of Nutrition Route Used?
The relative frequency of nutrition routes used varied over time for HN (p = 0.0038)

and ESO (p = 0.0008) cancers (Figure 2A). The ESO group were over twice as likely to use
EN at 4months (67%) and 6months (48%) compared to baseline (20%) and 2months (32%).
The trend, although weaker, was opposite in the HN group who were more likely to use
EN at 2 months (54%) compared to baseline (36%), 4 months (40%) and 6 months (26%).

When evaluated using linearmixedmodels, after controlling for time period, PG‑SGA
SF scores varied across route of nutrition for HN (p = 0.0014) and trended to significance
for ESO (p = 0.051) cancers (Figure 2B). The trend in both groups was for patients receiving
EN to have the highest PG‑SGA SF scores, followed by oral with ONS, and oral only route
with the lowest scores.



Nutrients 2022, 14, 5272 8 of 15Nutrients 2022, 14, x FOR PEER REVIEW 8 of 15 
 

 

 
(A) 

 
(B) 

Figure 2. (A) Clustered bar charts display the frequency of route of nutrition used by time period 

for the(a) Head and Neck Group and (b) Esophageal Group; numbers above each bar indicate the 

number of patients. (B) Bar charts display the linear mixed model estimated mean (SE) PG-SGA SF 

scores for patients with (a) Head and Neck Group and (b) Esophageal Group according to route of 

nutrition, controlled for time period. The trend in both groups was for patients receiving EN to have 

the highest PG-SGA SF scores, followed by oral with ONS, and then the oral only route with the 

lowest scores. 

When evaluated using linear mixed models, after controlling for time period, PG-

SGA SF scores varied across route of nutrition for HN (p = 0.0014) and trended to signifi-

cance for ESO (p = 0.051) cancers (Figure 2B). The trend in both groups was for patients 

receiving EN to have the highest PG-SGA SF scores, followed by oral with ONS, and oral 

only route with the lowest scores. 

  

Figure 2. (A) Clustered bar charts display the frequency of route of nutrition used by time period
for the(a) Head and Neck Group and (b) Esophageal Group; numbers above each bar indicate the
number of patients. (B) Bar charts display the linear mixed model estimated mean (SE) PG‑SGA SF
scores for patients with (a) Head and Neck Group and (b) Esophageal Group according to route of
nutrition, controlled for time period. The trend in both groups was for patients receiving EN to have
the highest PG‑SGA SF scores, followed by oral with ONS, and then the oral only route with the
lowest scores.

3.3. What Did the Audit Tell Us about the Adequacy of Energy and Protein Intakes According to
Nutrition Route?

The mean (±SD) prescriptions, pooled across time periods, for energy was
30.4± 4.9 kcal/kg/day (min 20.8–max 41.7) and for protein was 1.4± 0.3 (0.7–2.1) g/kg/day
for HN group (n = 88). Themean prescriptions, pooled across time periods, for energy was
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26.6 ± 4.2 kcal/kg/day (19.0–35.7) and for protein was 1.3 ± 0.2 (0.8–2.0) g/kg/day for ESO
group (n = 50), and did not change over time (black lines in Figure 3).
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Figure 3. Stacked bar charts display themean (A) energy (kcal/kg/d) and (B) protein (g/kg/d) intakes
by route of nutrition used (EnteralNutrition (EN)—blue; ParenteralNutrition (PN)—red; Oral intake
(with or without ONS)—teal); for patients with HN and ESO cancers for each time period; the black
lines indicate the average nutrient prescription.

For the HN group, adequacy of energy (p = 0.14) and protein (p = 0.064) intakes did
not change over time (Figure 3). For the ESO group, adequacy of energy intake declined
(p = 0.0059) due to a reduction after baseline, but protein intake althoughdecreased, was not
affected (p = 0.082). It is notable that energy and protein intakes were below the prescribed
amounts in all periods, and that, except for at 4 months in the ESO group, most of the
nutrition was received orally (with or without ONS; Figure 3).

When linear mixedmodels were adjusted for PG‑SGA SF score and time period, there
was a difference in adequacy of energy and protein intakes by route of nutrition for both
the HN (p = 0.0008; p = 0.001) and ESO (p = 0.004; p = 0.011) groups (Figure 4). HN cancers
had lowest adequacy of energy and protein intake with the nutrition route oral with ONS
when compared to EN and oral only routes. ESO cancers had highest adequacy of energy
and protein intake with the nutrition route EN when compared to oral with ONS or oral
only routes. Although energy and protein targets were not met in any time period, linear
mixed models show for HN patients, as energy and protein adequacy increased, patients
experienced less weight loss (p < 0.001), when controlling for nutrition route. For ESO
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patients, neither the amount of energy nor protein received (p = 0.97; p = 0.84), nor route of
nutrition (p > 0.1) were associated with weight loss.
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SGS SF score. p‑values represent significant differences in % adequacy by route of nutrition ad‑
justed for time period and PG‑SGA SF score. a,b indicate differences (p < 0.05) between nutrition
routes used.

4. Discussion
In this study, we prospectively evaluated malnutrition risk, nutrition prescriptions

and intervention data from foregut tumor patients undergoing cancer treatment at mul‑
tiple international cancer centers over a period of 6 months. Data from the PG‑SGA SF
revealed that patients were at risk of malnutrition throughout the study period, and high‑
lighted points in time along the treatment trajectory where EN and ONS were more likely
to be prescribed. For patients with HN cancers this occurred at 2 months, and for ESO
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patients it was at 4 and 6 months. Although patients receiving EN had the highest energy
and protein intakes, target intakes were not met with any nutrition route, in any time pe‑
riod, and weight loss was not attenuated. Over the 6 month audit period, HN and ESO
patients experienced significant weight losses of 13.2% and 11.4%, respectively. PN was
not considered in this study as it was only prescribed concurrently with EN for 4 patients
(2.5%), likely because patients were treated in an outpatient setting, and in many centers
PN is only prescribed in inpatient settings. In this study, energy and protein intakes were
suboptimal even when patients received ONS or EN. This study was not designed to ex‑
plore why nutrition practices were not meeting recommended guidelines for energy and
protein intakes, which warrants further study.

Overall, the 11 participating sites had good adherence (>80%) to guidelines for pre‑
scribing energy (average 27–30 kcal/kg/day) andprotein (average 1.3–1.5 g protein/kg/day).
Achieving these nutritional targets was a challenge; energy intakes for patients with HN
cancers were consistently between 20 and 25 kcal/day and protein intakes were
~1.1 g/kg/day, whereas patients with ESO cancers intake declined after the baseline pe‑
riod to an average of ~18 kcal/kg/day and ~0.8 g protein/kg/day, which are suboptimal for
weight maintenance. Although the route of nutrition prescribed (EN > oral intake only
> oral with ONS) helped patients get closer to their target nutritional intakes, these tar‑
gets were not met and weight loss was not attenuated in either group. In studies of pa‑
tients undergoing treatment for HN cancers, attenuation of weight and skeletal muscle
loss was observed with energy and protein intakes of >30 kcal/kg/day and >1.0 g/kg/day,
respectively [41,42]. The energy and protein intakes reported here are similar to those
reported by Bargetzi et al. [43]. In that study, cancer patients at increased risk of malnutri‑
tion were randomized to receive individualized nutrition support delivered by a dietitian
(e.g., oral intake + ONS; EN or PN vs. oral intake only) vs. usual care without nutrition
support during their hospital stay. Compared to the usual care group, the nutrition sup‑
port group had higher energy (mean 20.9 kcal/kg/day vs. 16.6 kcal/kg/day) and protein
(0.8 g pro/kg/day vs. 0.6 g pro/kg/day) intakes. However, intakes for both groups were
suboptimal, and below European Society for Clinical Nutrition and Metabolism (ESPEN)
recommendations [22]. Despite suboptimal intakes those receiving nutrition support, com‑
pared to those who did not, experienced improved functional outcomes and quality of
life, demonstrating a positive effect of using person‑centered nutrition support strategies
delivered by a dietitian [43]. As discussed by Bozzetti [44], perhaps there is a disasso‑
ciation between improvements in body weight, muscle mass and improvements in func‑
tional status and quality of life. This may be of importance when discussing goals of care
with patients.

Barriers to implementation and adherence to nutrition prescriptions and interven‑
tionswere not evaluated in this study, and are likelymultifactorial and related to key issues
at the patient, provider, and health system levels [27,45–47]. This includes the need for in‑
creased adoption and adherence of EBGs into practice. Key EBGs requiring further study
include benefits of (1) proactive use of EN via percutaneous gastrostomy (PEG) commenc‑
ing pre‑cancer treatment versus use of reactive nasogastric (NG) tubes later in treatment,
(2) increased intensity of nutrition intervention/dietetic counselling, e.g., weekly dietitian
visits, and (3) understanding barriers to adherence to nutrition prescriptions, inclusive of
the patient experience. Other related factors may include more severe disease, increased
side effects from treatment, and higher symptom burden. Differences in nutrition care
protocols or individual practitioners may also affect decisions regarding the timing for ini‑
tiation of nutrition support. Although we could not account for the effect of treatment in
our study, we recognize it to be a major contributor to the severity and type of nutrition
impact symptoms patients’ experience, as well contributing to inflammation and tissue
catabolism, contributing to increased weight loss.

There are limitations to this study. Data were collected by a small number of individ‑
ual clinicians through quota sampling resulting in a small sample size and lack of ethnic
diversity. We acknowledge a need to include ethnically diverse study participants to cre‑
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ate study cohorts reflective of all patients who experience HN and ESO cancers. While
the inclusion of 11 international sites was a strength, it highlights the variation in nutri‑
tion practices around the world, which can differ according to center and individual clini‑
cian. We acknowledge there is variation in the methods and tools used across and within
nutrition care practices. In addition, longitudinal data were collected at irregular, subject‑
specific intervals, as occurs in clinical practice, which resulted in patient attrition from later
follow‑up and a small sample size as the study progressed over time. Our study was not
powered to evaluate the impact of individual level nutrition care practices at each cancer
center or to evaluate impact of treatment modality on clinical outcomes. We acknowledge
these factors may have contributed to a selection bias, and limit the generalizability of
our findings.

In our earlier paper, Findlay et al. [37], we reported that although RDs’ nutrition care
practices generally adhere to EBGs, there are significant gaps that exist when translating
to the patient level. We chose to lookmore closely at those gaps in the current study. What
is novel about this paper is that it describes what is actually being done for patients with
HN and ESO cancers in clinical practice in terms of nutrition screening, route of nutri‑
tion, adequacy of energy and protein intakes, and changes in body weight that occur. For
example, we found that although RDs are prescribing energy and protein intakes accord‑
ing to EBGs, patients are not meeting these targets despite using different routes of feed‑
ing and continue to lose weight. From the literature, it is acknowledged that weight loss
(pre‑treatment and/or during treatment) is associated with poor clinical and patient cen‑
tered outcomes [5,48]. EBGs are created to help providers optimize nutrition care delivery,
and are based on studies that demonstrate a positive impact on clinical, cost, and patient‑
centered outcomes [49,50]. Our study identifies a gap between prescribing and adherence
to EBG as an area of focus for future work.

The descriptive analysis of nutrition care practices presented therefore identifies po‑
tential windows of opportunity highlighting time points along the treatment trajectory
where nutrition support may be required for patients with HN (e.g., 2 months into treat‑
ment) and ESO (e.g., 2–4 months into treatment) cancers, and identifies areas where in‑
creased adoption and adherence to EBGs is necessary. These windows require further in‑
vestigation, and may inform the design of future studies to identify additional care needs
and resources unique to patients with HN and ESO cancers worldwide.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/nu14245272/s1, Table S1: Number of patients with complete PG‑
SGA SF, route of nutrition, and energy and protein intake data per audit period.

Author Contributions: Conceptualization, L.M., L.M.G., R.D. and A.G.D.; methodology, L.M.,
L.M.G., R.D., M.d.v.d.S., M.F., J.D.B., A.L., A.W., V.E.B. and A.G.D.; formal analysis, A.G.D. and
L.M.; writing—original draft preparation, L.M., L.M.G., R.D. and A.G.D.; writing—review and edit‑
ing, L.M., L.M.G., R.D., M.d.v.d.S., M.F., J.D.B., A.L., A.W., V.E.B. and A.G.D. All authors have read
and agreed to the published version of the manuscript.

Funding: The study was partially supported by funding from the Royal Alexandra Hospital Foun‑
dation (registered charity number 119126217RR0001) and by an investigator initiated research grant
from Fresenius Kabi Deutschland. The funding bodies did not influence the study procedures or
interpretation of results.

InstitutionalReviewBoardStatement: The studywas conducted in accordancewith theDeclaration
of Helsinki, and approved by the Institutional Review Boards at each academic center.

Informed Consent Statement: Informed consent was obtained from all subjects involved in
the study.

DataAvailability Statement: The data presented in this studymay be available from the correspond‑
ing author. The data are not publicly available due to privacy and ethical reasons.

https://www.mdpi.com/article/10.3390/nu14245272/s1
https://www.mdpi.com/article/10.3390/nu14245272/s1


Nutrients 2022, 14, 5272 13 of 15

Acknowledgments: The authors acknowledge colleagues who provided support at each site as
follows: Australia (Brisbane): Merrilyn Banks, Adrienne Young, Joanne Hiatt; Australia (Sydney):
Gemma Collett BMedSc, Courtney Still; Canada: Alberta Health Services, Nutrition Service in Cal‑
gary (Foothills Medical Center, Peter Lougheed Centre, Tom Baker Cancer Centre) and Edmonton
(Cross Cancer Institute, Royal Alexandra Hospital and University of Alberta Hospital); Italy (Rome):
Alessia Fallarino; Netherlands (Amsterdam) Loes van Aken; Simone Eerenstein, Donald van der
Peet; USA (Sacramento): Kathleen Newman, Michelle Chellino, and Fiona Young.

Conflicts of Interest: The listed authors wish to make the following disclosures: Leah Gramlich re‑
ceived an investigator initiated grant from Fresenius Kabi Deutchland and an educational grant from
Baxter during the conduct of the study. Rupinder Dhaliwal reports travel support for investigator
meeting from Nestle Health Science Canada and personal fees from Alberta Health Services during
the conduct of the study. Alessandro Laviano reports personal fees from Abbott, personal fees from
Baxter, personal fees from BBraun, personal fees from Fresenius‑Kabi, personal fees from Nestlé
Health Science and personal fees from Nutricia outside the submitted work. Judy Bauer reports per‑
sonal fees from Nutricia outside the submitted work. Andrew Day received funding from Alberta
Heath Services for statistical consulting. Vickie Baracos is a consultant to Nestle Health Sciences and
Pfizer. The remaining authors declare no conflict of interest.

References
1. Dechaphunkul, T.; Martin, L.; Alberda, C.; Olson, K.; Baracos, V.; Gramlich, L. Malnutrition assessment in patients with cancers

of the head and neck: A call to action and consensus. Crit. Rev. Oncol. Hematol. 2013, 88, 459–476. [CrossRef] [PubMed]
2. Couch, M.E.; Dittus, K.; Toth, M.J.; Willis, M.S.; Guttridge, D.C.; George, J.R.; Barnes, C.A.; Gourin, C.G.; Der‑Torossian, H.

Cancer cachexia update in head and neck cancer: Definitions and diagnostic features. Head Neck 2015, 37, 594–604. [CrossRef]
[PubMed]

3. Anandavadivelan, P.; Lagergren, P. Cachexia in patients with oesophageal cancer. Nat. Rev. Clin. Oncol. 2016, 13, 185–198.
[CrossRef]

4. Cox, S.; Powell, C.; Carter, B.; Hurt, C.; Mukherjee, S.; Crosby, T.D.L. Role of nutritional status and intervention in oesophageal
cancer treated with definitive chemoradiotherapy: Outcomes from SCOPE1. Br. J. Cancer 2016, 115, 172–177. [CrossRef]
[PubMed]

5. Kubrak, C.; Martin, L.; Gramlich, L.; Scrimger, R.; Jha, N.; Debenham, B.; Chua, N.; Walker, J.; Baracos, V.E. Prevalence and
prognostic significance of malnutrition in patients with cancers of the head and neck. Clin. Nutr. 2020, 39, 901–909. [CrossRef]
[PubMed]

6. Grace, E.M.; Shaw, C.; Lalji, A.; Mohammed, K.; Andreyev, H.J.N.; Whelan, K. Nutritional status, the development and persis‑
tence of malnutrition and dietary intake in oesophago‑gastric cancer: A longitudinal cohort study. J. Hum. Nutr. Diet. 2018, 31,
785–792. [CrossRef]

7. Movahed, S.; Norouzy, A.; Ghanbari‑Motlagh, A.; Eslami, S.; Khadem‑Rezaiyan, M.; Emadzadeh, M.; Nematy, M.; Ghayour‑
Mobarhan, M.; Varshoee Tabrizi, F.; Bozzetti, F.; et al. Nutritional Status in Patients with Esophageal Cancer Receiving Chemora‑
diation and Assessing the Efficacy of Usual Care for Nutritional Managements. Asian Pac. J. Cancer Prev. 2020, 21, 2315–2323.
[CrossRef]

8. Citak, E.; Tulek, Z.; Uzel, O. Nutritional status in patients with head and neck cancer undergoing radiotherapy: A longitudinal
study. Support. Care Cancer 2019, 27, 239–247. [CrossRef]

9. Ding, H.; Dou, S.; Ling, Y.; Zhu, G.; Wang, Q.; Wu, Y.; Qian, Y. Longitudinal Body Composition Changes and the Importance
of Fat‑Free Mass Index in Locally Advanced Nasopharyngeal Carcinoma Patients Undergoing Concurrent Chemoradiotherapy.
Integr. Cancer Ther. 2018, 17, 1125–1131. [CrossRef] [PubMed]

10. Jager‑Wittenaar, H.; Dijkstra, P.U.; Dijkstra, G.; Bijzet, J.; Langendijk, J.A.; van der Laan, B.F.A.M.; Roodenburg, J.L.N. High
prevalence of cachexia in newly diagnosed head and neck cancer patients: An exploratory study. Nutrition 2017, 35, 114–118.
[CrossRef] [PubMed]

11. Kubrak, C.; Olson, K.; Jha, N.; Scrimger, R.; Parliament, M.; McCargar, L.; Koski, S.; Baracos, V.E. Clinical determinants of weight
loss in patients receiving radiation and chemoirradiation for head and neck cancer: A prospective longitudinal view. Head Neck
2013, 35, 695–703. [CrossRef] [PubMed]

12. Neoh, M.K.; Abu Zaid, Z.; Mat Daud, Z.A.; Md Yusop, N.B.; Ibrahim, Z.; Abdul Rahman, Z.; Jamhuri, N. Changes in Nutri‑
tion Impact Symptoms, Nutritional and Functional Status during Head and Neck Cancer Treatment. Nutrients 2020, 12, 1225.
[CrossRef] [PubMed]

13. Langius, J.A.E.; Twisk, J.; Kampman,M.; Doornaert, P.; Kramer,M.H.H.;Weijs, P.J.M.; Leemans, C.R. Predictionmodel to predict
critical weight loss in patients with head and neck cancer during (chemo)radiotherapy. Oral Oncol. 2016, 52, 91–96. [CrossRef]

14. Wang, Y.; Zhang, L.; Jin, S.; Li, H.; Gong, L.; Wang, Y.; Jin, S.; Cao, Y.; Shih, Y.; Lu, Q. Swallowing functional outcomes and
nutritional status in head and neck cancer radiotherapy: Longitudinal study. BMJ Support. Palliat. Care 2020, 10, 452–461.
[CrossRef] [PubMed]

http://doi.org/10.1016/j.critrevonc.2013.06.003
http://www.ncbi.nlm.nih.gov/pubmed/23830808
http://doi.org/10.1002/hed.23599
http://www.ncbi.nlm.nih.gov/pubmed/24415363
http://doi.org/10.1038/nrclinonc.2015.200
http://doi.org/10.1038/bjc.2016.129
http://www.ncbi.nlm.nih.gov/pubmed/27328311
http://doi.org/10.1016/j.clnu.2019.03.030
http://www.ncbi.nlm.nih.gov/pubmed/31000341
http://doi.org/10.1111/jhn.12588
http://doi.org/10.31557/APJCP.2020.21.8.2315
http://doi.org/10.1007/s00520-018-4319-6
http://doi.org/10.1177/1534735418807969
http://www.ncbi.nlm.nih.gov/pubmed/30345816
http://doi.org/10.1016/j.nut.2016.11.008
http://www.ncbi.nlm.nih.gov/pubmed/28241978
http://doi.org/10.1002/hed.23023
http://www.ncbi.nlm.nih.gov/pubmed/22730077
http://doi.org/10.3390/nu12051225
http://www.ncbi.nlm.nih.gov/pubmed/32357529
http://doi.org/10.1016/j.oraloncology.2015.10.021
http://doi.org/10.1136/bmjspcare-2020-002216
http://www.ncbi.nlm.nih.gov/pubmed/32404303


Nutrients 2022, 14, 5272 14 of 15

15. Arribas, L.; Hurtós, L.; Taberna, M.; Peiró, I.; Vilajosana, E.; Lozano, A.; Vazquez, S.; Mesia, R.; Virgili, N. Nutritional changes in
patients with locally advanced head and neck cancer during treatment. Oral Oncol. 2017, 71, 67–74. [CrossRef] [PubMed]

16. Fearon, K.; Strasser, F.; Anker, S.D.; Bosaeus, I.; Bruera, E.; Fainsinger, R.L.; Jatoi, A.; Loprinzi, C.; MacDonald, N.;
Mantovani, G.; et al. Definition and classification of cancer cachexia: An international consensus. Lancet Oncol. 2011, 12,
489–495. [CrossRef]

17. Martin, L.; Muscaritoli, M.; Bourdel‑Marchasson, I.; Kubrak, C.; Laird, B.; Gagnon, B.; Chasen, M.; Gioulbasanis, I.; Wallengren,
O.; Voss, A.C.; et al. Diagnostic criteria for cancer cachexia: Reduced food intake and inflammation predict weight loss and
survival in an international, multi‑cohort analysis. J. Cachexia. Sarcopenia Muscle 2021, 12, 1189–1202. [CrossRef] [PubMed]

18. Yanni, A.; Dequanter, D.; Lechien, J.R.; Loeb, I.; Rodriguez, A.; Javadian, R.; Van Gossum, M. Malnutrition in head and neck
cancer patients: Impacts and indications of a prophylactic percutaneous endoscopic gastrostomy. Eur. Ann. Otorhinolaryngol.
Head Neck Dis. 2019, 136, S27–S33. [CrossRef] [PubMed]

19. Kubrak, C.; Olson, K.; Jha, N.; Jensen, L.; McCargar, L.; Seikaly, H.; Harris, J.; Scrimger, R.; Parliament,M.; Baracos, V.E.Nutrition
impact symptoms: Key determinants of reduced dietary intake, weight loss, and reduced functional capacity of patients with
head and neck cancer before treatment. Head Neck 2010, 32, 290–300. [CrossRef]

20. Couch, M.E.; Dittus, K.; Toth, M.J.; Willis, M.S.; Guttridge, D.C.; George, J.R.; Chang, E.Y.; Gourin, C.G.; Der‑Torossian, H.
Cancer cachexia update in head and neck cancer: Pathophysiology and treatment. Head Neck 2015, 37, 1057–1072. [CrossRef]
[PubMed]

21. Baracos, V.E.; Martin, L.; Korc, M.; Guttridge, D.C.; Fearon, K.C.H. Cancer‑associated cachexia. Nat. Rev. Dis. Prim. 2018,
4, 17105. [CrossRef] [PubMed]

22. Arends, J.; Bachmann, P.; Baracos, V.; Barthelemy, N.; Bertz, H.; Bozzetti, F.; Fearon, K.; Hütterer, E.; Isenring, E.; Kaasa, S.; et al.
ESPEN guidelines on nutrition in cancer patients. Clin. Nutr. 2017, 36, 11–48. [CrossRef] [PubMed]

23. Roeland, E.J.; Bohlke, K.; Baracos, V.E.; Bruera, E.; Del Fabbro, E.; Dixon, S.; Fallon, M.; Herrstedt, J.; Lau, H.; Platek, M.; et al.
Management of Cancer Cachexia: ASCO Guideline. J. Clin. Oncol. 2020, 38, 2438–2453. [CrossRef]

24. Dort, J.C.; Farwell, D.G.; Findlay, M.; Huber, G.F.; Kerr, P.; Shea‑Budgell, M.A.; Simon, C.; Uppington, J.; Zygun, D.;
Ljungqvist, O.; et al. Optimal Perioperative Care in Major Head and Neck Cancer Surgery with Free Flap Reconstruction: A
Consensus Review and Recommendations from the Enhanced Recovery After Surgery Society. JAMA Otolaryngol. Head Neck
Surg. 2017, 143, 292–303. [CrossRef] [PubMed]

25. Low, D.E.; Allum, W.; De Manzoni, G.; Ferri, L.; Immanuel, A.; Kuppusamy, M.; Law, S.; Lindblad, M.; Maynard, N.;
Neal, J.; et al. Guidelines for Perioperative Care in Esophagectomy: Enhanced Recovery After Surgery (ERAS®) Society
Recommendations. World J. Surg. 2019, 43, 299–330. [CrossRef]

26. Arends, J.; Strasser, F.; Gonella, S.; Solheim, T.S.; Madeddu, C.; Ravasco, P.; Buonaccorso, L.; de van der Schueren, M.A.E.;
Baldwin, C.; Chasen, M.; et al. Cancer cachexia in adult patients: ESMO Clinical Practice Guidelines ☆. ESMO Open 2021,
6, 100092. [CrossRef]

27. Findlay, M.; Rankin, N.M.; Shaw, T.; White, K.; Boyer, M.; Milross, C.; De Abreu Lourenço, R.; Brown, C.; Collett, G.;
Beale, P.; et al. Best Evidence to Best Practice: Implementing an Innovative Model of Nutrition Care for Patients with Head and
Neck Cancer Improves Outcomes. Nutrients 2020, 12, 1465. [CrossRef]

28. Head andNeckGuideline SteeringCommittee. Evidence‑Based Practice Guidelines for theNutritionalManagement of Adult Pa‑
tients with Head and Neck Cancer. 2022. Available online: https://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_
nutrition_guidelines (accessed on 9 December 2022).

29. Isenring, E.; Zabel, R.; Bannister, M.; Brown, T.; Findlay, M.; Kiss, N.; Loeliger, J.; Johnstone, C.; Camilleri, B.;
Davidson, W.; et al. Updated evidence‑based practice guidelines for the nutritional management of patients receiving ra‑
diation therapy and/or chemotherapy. Nutr. Diet. 2013, 70, 312–324. [CrossRef]

30. Weimann, A.; Braga, M.; Carli, F.; Higashiguchi, T.; Hübner, M.; Klek, S.; Laviano, A.; Ljungqvist, O.; Lobo, D.N.;
Martindale, R.; et al. ESPEN guideline: Clinical nutrition in surgery. Clin. Nutr. 2017, 36, 623–650. [CrossRef]

31. Braga, M.; Ljungqvist, O.; Soeters, P.; Fearon, K.; Weimann, A.; Bozzetti, F. ESPEN Guidelines on Parenteral Nutrition: Surgery.
Clin. Nutr. 2009, 28, 378–386. [CrossRef]

32. Weimann, A.; Braga, M.; Harsanyi, L.; Laviano, A.; Ljungqvist, O.; Soeters, P.; Jauch, K.W.; Kemen, M.; Hiesmayr, J.M.;
Horbach, T.; et al. ESPEN Guidelines on Enteral Nutrition: Surgery including organ transplantation. Clin. Nutr. 2006, 25,
224–244. [CrossRef] [PubMed]

33. Thompson, K.L.; Elliott, L.; Fuchs‑Tarlovsky, V.; Levin, R.M.; Voss, A.C.; Piemonte, T. Oncology Evidence‑Based Nutrition
Practice Guideline for Adults. J. Acad. Nutr. Diet. 2017, 117, 297–310.e47. [CrossRef] [PubMed]

34. Talwar, B.; Donnelly, R.; Skelly, R.; Donaldson, M. Nutritional management in head and neck cancer: United KingdomNational
Multidisciplinary Guidelines. J. Laryngol. Otol. 2016, 130, S32–S40. [CrossRef] [PubMed]

35. Hakel‑Smith, N.; Lewis, N.M. A standardized nutrition care process and language are essential components of a conceptual
model to guide and document nutrition care and patient outcomes. J. Am. Diet. Assoc. 2004, 104, 1878–1884. [CrossRef]
[PubMed]

36. Lacey, K.; Pritchett, E. Nutrition Care Process and Model: ADA adopts road map to quality care and outcomes management. J.
Am. Diet. Assoc. 2003, 103, 1061–1072. [CrossRef]

http://doi.org/10.1016/j.oraloncology.2017.06.003
http://www.ncbi.nlm.nih.gov/pubmed/28688694
http://doi.org/10.1016/S1470-2045(10)70218-7
http://doi.org/10.1002/jcsm.12756
http://www.ncbi.nlm.nih.gov/pubmed/34448539
http://doi.org/10.1016/j.anorl.2019.01.001
http://www.ncbi.nlm.nih.gov/pubmed/30846293
http://doi.org/10.1002/hed.21174
http://doi.org/10.1002/hed.23696
http://www.ncbi.nlm.nih.gov/pubmed/24634283
http://doi.org/10.1038/nrdp.2017.105
http://www.ncbi.nlm.nih.gov/pubmed/29345251
http://doi.org/10.1016/j.clnu.2016.07.015
http://www.ncbi.nlm.nih.gov/pubmed/27637832
http://doi.org/10.1200/JCO.20.00611
http://doi.org/10.1001/jamaoto.2016.2981
http://www.ncbi.nlm.nih.gov/pubmed/27737447
http://doi.org/10.1007/s00268-018-4786-4
http://doi.org/10.1016/j.esmoop.2021.100092
http://doi.org/10.3390/nu12051465
https://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_nutrition_guidelines
https://wiki.cancer.org.au/australia/COSA:Head_and_neck_cancer_nutrition_guidelines
http://doi.org/10.1111/1747-0080.12013
http://doi.org/10.1016/j.clnu.2017.02.013
http://doi.org/10.1016/j.clnu.2009.04.002
http://doi.org/10.1016/j.clnu.2006.01.015
http://www.ncbi.nlm.nih.gov/pubmed/16698152
http://doi.org/10.1016/j.jand.2016.05.010
http://www.ncbi.nlm.nih.gov/pubmed/27436529
http://doi.org/10.1017/S0022215116000402
http://www.ncbi.nlm.nih.gov/pubmed/27841109
http://doi.org/10.1016/j.jada.2004.10.015
http://www.ncbi.nlm.nih.gov/pubmed/15565085
http://doi.org/10.1016/S0002-8223(03)00971-4


Nutrients 2022, 14, 5272 15 of 15

37. Findlay, M.; Bauer, J.D.; Dhaliwal, R.; de van der Schueren, M.; Laviano, A.; Widaman, A.; Martin, L.; Day, A.G.; Gramlich, L.M.
Translating Evidence‑Based Guidelines into Practice‑Are We Getting It Right? A Multi‑Centre Prospective International Audit
of Nutrition Care in Patients with Foregut Tumors (INFORM). Nutrients 2020, 12, 3808. [CrossRef]

38. Jager‑Wittenaar, H.; Ottery, F.D. Assessing nutritional status in cancer: Role of the Patient‑Generated Subjective Global Assess‑
ment. Curr. Opin. Clin. Nutr. Metab. Care 2017, 20, 322–329. [CrossRef]

39. Jager‑Wittenaar, H.; de Bats, H.F.; Welink‑Lamberts, B.J.; Gort‑van Dijk, D.; van der Laan, B.F.A.M.; Ottery, F.D.; Roodenburg,
J.L.N. Self‑Completion of the Patient‑Generated Subjective Global Assessment Short Form Is Feasible and Is Associated with In‑
creased Awareness onMalnutrition Risk in Patients with Head andNeck Cancer. Nutr. Clin. Pract. 2020, 35, 353–362. [CrossRef]

40. Ottery, F.D. Definition of standardized nutritional assessment and interventional pathways in oncology. Nutrition 1996, 12,
S15–S19. [CrossRef]

41. McCurdy, B.; Nejatinamini, S.; Debenham, B.J.; Álvarez‑Camacho, M.; Kubrak, C.; Wismer, W.V.; Mazurak, V.C. Meeting Mini‑
mum ESPEN Energy Recommendations Is Not Enough to Maintain Muscle Mass in Head and Neck Cancer Patients. Nutrients
2019, 11, 2743. [CrossRef]

42. Della Valle, S.; Colatruglio, S.; La Vela, V.; Tagliabue, E.; Mariani, L.; Gavazzi, C. Nutritional intervention in head and neck cancer
patients during chemo‑radiotherapy. Nutrition 2018, 51–52, 95–97. [CrossRef] [PubMed]

43. Bargetzi, L.; Brack, C.; Herrmann, J.; Bargetzi, A.; Hersberger, L.; Bargetzi, M.; Kaegi‑Braun, N.; Tribolet, P.; Gomes, F.;
Hoess, C.; 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, 1025–1033. [CrossRef] [PubMed]

44. Bozzetti, F. Suboptimal nutritional support in cancer patients gets excellent results. Reply to the Letter to the Editor: ‘Nutritional
support during the hospital stay reducesmortality in patientswith different types of cancers: Secondary analysis of a prospective
randomized trial’ by L. Bargetzi et al. Ann. Oncol. 2021, 32, 1304–1305.

45. Alberda, C.; Alvadj‑Korenic, T.; Mayan, M.; Gramlich, L. Nutrition Care in Patients with Head and Neck or Esophageal Cancer:
The Patient Perspective. Nutr. Clin. Pract. 2017, 32, 664–674. [CrossRef] [PubMed]

46. Brown, T.; Banks, M.; Hughes, B.G.M.; Lin, C.; Kenny, L.; Bauer, J. Tube feeding during treatment for head and neck cancer—
Adherence and patient reported barriers. Oral Oncol. 2017, 72, 140–149. [CrossRef] [PubMed]

47. Martin, L.; de van der Schueren, M.A.E.; Blauwhoff‑Buskermolen, S.; Baracos, V.; Gramlich, L. Identifying the Barriers and
Enablers to Nutrition Care in Head and Neck and Esophageal Cancers: An International Qualitative Study. JPEN. J. Parenter.
Enteral Nutr. 2016, 40, 355–366. [CrossRef] [PubMed]

48. Martin, L.; Senesse, P.; Gioulbasanis, I.; Antoun, S.; Bozzetti, F.; Deans, C.; Strasser, F.; Thoresen, L.; Jagoe, R.T.; Chasen, M.; et al.
Diagnostic criteria for the classification of cancer‑associated weight loss. J. Clin. Oncol. 2015, 33, 90–99. [CrossRef]

49. Carr, R.A.; Harrington, C.; Stella, C.; Glauner, D.; Kenny, E.; Russo, L.M.; Garrity, M.J.; Bains, M.S.; Sihag, S.; Jones, D.R.; et al.
Early implementation of a perioperative nutrition support pathway for patients undergoing esophagectomy for esophageal
cancer. Cancer Med. 2022, 11, 592–601. [CrossRef]

50. Dijksterhuis, W.P.M.; Latenstein, A.E.J.; van Kleef, J.J.; Verhoeven, R.H.A.; de Vries, J.H.M.; Slingerland, M.; Steenhagen, E.;
Heisterkamp, J.; Timmermans, L.M.; de van der Schueren, M.A.E.; et al. Cachexia and Dietetic Interventions in Patients with
Esophagogastric Cancer: A Multicenter Cohort Study. J. Natl. Compr. Cancer Netw. 2021, 19, 144–152. [CrossRef]

http://doi.org/10.3390/nu12123808
http://doi.org/10.1097/MCO.0000000000000389
http://doi.org/10.1002/ncp.10313
http://doi.org/10.1016/0899-9007(95)00067-4
http://doi.org/10.3390/nu11112743
http://doi.org/10.1016/j.nut.2017.12.012
http://www.ncbi.nlm.nih.gov/pubmed/29625408
http://doi.org/10.1016/j.annonc.2021.05.793
http://www.ncbi.nlm.nih.gov/pubmed/34022376
http://doi.org/10.1177/0884533617725050
http://www.ncbi.nlm.nih.gov/pubmed/28841392
http://doi.org/10.1016/j.oraloncology.2017.07.017
http://www.ncbi.nlm.nih.gov/pubmed/28797450
http://doi.org/10.1177/0148607114552847
http://www.ncbi.nlm.nih.gov/pubmed/25288589
http://doi.org/10.1200/JCO.2014.56.1894
http://doi.org/10.1002/cam4.4360
http://doi.org/10.6004/jnccn.2020.7615

	Introduction 
	Materials and Methods 
	Study Design and Patients 
	Data Collection 
	Screening for Risk of Malnutrition 
	Nutrition Prescription and Intervention 
	Statistics 

	Results 
	What Did the Audit Tell Us about Risk of Malnutrition? 
	HN Cancers 
	ESO Cancers 

	What Did the Audit Tell Us about the Timing and Type of Nutrition Route Used? 
	What Did the Audit Tell Us about the Adequacy of Energy and Protein Intakes According to Nutrition Route? 

	Discussion 
	References

