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ABSTRACT
The present investigation, Subjective Global Assessment (SGA) and its different variants are being widely used as a nutritional status or risk assessment
tool in clinical and hospital practice for myriads of disease including life-threatening one such as cancer, chronic kidney diseases. SGA is based on
measurement and observation of several parameters such as weight change, dietary intake change, gastrointestinal symptoms, functional capacity, co
morbidities related to nutritional condition and physical examination. However, the tool is not devoid of limitation and is being constantly improved
for the optimization of its use in various other diseases. Therefore, clinicians need an easy to use and interpret, low cost, reliable tool to assess nutritional
status. The PG-SGA is a more sensitive tool than other versions of SGA and is successfully being used as a screening tool in diseases like cancer,
tuberculosis, HIV and chronic kidney disease (CKD) etc. According to the theory of “reverse epidemiology”, a patient with better nutritional status is
supposed to have increased scope of survival. Therefore, it is increasingly being used patients who are at the pre-dialysis stage or being treated with
dialysis. The review will summarize the basics of the nutritional assessment tool, its indications, and limitation of use in clinical practice etc. Moreover,
the review will summarize the recommendations for use of PG-SGA in CKD and a brief review of existing literature to understand the scope of use and
future perspective of the application of this tool for using in CKD patient population.
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INTRODUCTION
SGA (Subjective Global Assessment) is a nutritional assessment
tool, is used for the prediction of nutritional status in patients with
various ailments. This tool is more informative in assessing the
chances of postoperative infections and mortality after surgery1.
In the past, the risk of mortality after surgery and nutritional
assessment has been estimated mainly based on Body Mass Index
(BMI), and some other factors such as serum proteins, weight, or
the percentage change in food intake.
National Kidney Foundation (NKF) has recommended this
technique to be used in predicting Kidney Disease or Dialysis
outcomes and Quality Initiative (K/DOQI) in adult patients
undergoing dialysis. In 2004 Steiber AL studied nutritional
assessment of patients with chronic kidney disease is a vital
function of health care providers. Subjective Global Assessment
(SGA) is a tool that uses 5 components of a medical history
(weight change, dietary intake, gastrointestinal symptoms,
functional capacity, disease and its relation to nutritional
requirements) and 3 components of a brief physical examination
(signs of fat and muscle wasting, nutrition-associated alternations
in fluid balance) to assess nutritional status1.
A brief history of SGA
Scientists have shown that malnutrition adversely affects the
health condition in individuals. This understanding of nutritional
status was furthered strengthen in 1944 Cannon reported that the
protein deficiency increases the risk of infection in post-operative
patients2, 3.
Another path-breaking report that riveted the medical community
on the same subject was submitted in 1974 Charles E.
Butterworth Jr studied that the hospitalized patients often suffer

from malnutrition, he has called this phenomenon as "skeleton in
the closet,"4. Other studies have also reported that 50% of the
surgical patients suffer from malnutrition extending their hospital
stay and in worst cases leading to mortality. The more disturbing
fact that came out through these researches is that among 75% of
the patients acquired that malnutrition after they were
hospitalized5. All these findings had initiated a search for a
bedside nutrition assessment tool that can successfully identify
malnutrition in hospitalized patients.
The first report on came on the Subjective Global Assessment
(SGA) in 1982 Baker reported that an integrated system that
utilizes the clinical judgment of a practitioner and by doing so can
identify patients at risk of or with malnutrition6. Similar
experiment in 1987 Detsky, reported the complete SGA protocol
that uses the clinical judgment to evaluate the nutritional status of
preoperative surgical patients and predict the chances of infection
in them after surgery7. This protocol had 5 components that
depend on the medical history of the patients including weight
change, dietary intake, gastrointestinal symptoms, functional
capacity, disease and its relation to nutritional requirements.
In 1999 Stenvinkel was published another version of the SGA
where the original scoring of A, B, C scale was changed to a 4point scale using 1 as normal nutritional status and 4 as severe
malnutrition8. In 1994 Ottery has developed the Patient Generated
(PG)-SGA, which was created for the nutrition assessment of
patients with cancer. In addition to the original format, this
protocol includes additional questions regarding the presence of
nutritional symptoms and short-term weight loss9. This scored
PG-SGA is further modified and a numerical scoring system was
introduced that provides a global rating to the patients as wellnourished, moderately malnourished or suspected malnourished
or severely malnourished10.
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Indications and advantages
SGA is a well-validated tool based on an assessment of patient's
medical history such as alterations in weight, dietary habits and
functional capacity, GI malfunction symptoms with the
nutritional pattern, and metabolic stress of the disease presently
being suffered by the patient. In addition to this, a brief physical
examination to identify loss of muscle wasting and ankle or sacral
edema, subcutaneous fat is performed. Based on which patients
are categorized into well nourished (Cat. A), sub optimally
nourished or at a risk of malnutrition (Cat. B) and malnourished
(Cat. C) 11.
The combination of the new functional method with the outcome
of SGA can validate the significance of early nutritional
intervention as functional capacity is restored well before the
body composition changes12. It is a well-accepted gold standard
method for screening nutritional risk in end-stage renal disease
patients. Moreover, in geriatric patients or critically ill patients
where biochemical and anthropometric parameters are impossible
or difficult to measure, SGA can be an effective tool for the
evaluation of nutritional parameters13. SGA is also being widely
used as a tool for prognosis in several clinical setting including
cancer, CKD and surgery. Several studies have established a good
correlation between the finding from SGA and the mortality and
morbidity for the disease14.
Limitations of SGA
The limitations of the method are that the tool highly depends on
the observer’s experience. It is often found that various nonnutritional factors (eg. Age, other comorbidities) may mask the
nutritional factors as assessed by SGA leading to improper
evaluation. Therefore, only a multivariate analysis that
normalizes these factors can lead to an unambiguous conclusion.
Moreover, in critically ill patients, it is a very useful tool in
primary screening but has little or no use in the follow-up
period15. Such methodology for is useful for assessing chronic
condition than an acute one. For the evaluation of acute changes
in nutritional status, the method needs to be more sensitive than
being more specific. The major development in this regard is the
advent of patient-generated subjective global assessment where
the parameters such as eating habits, disease category, and comorbidities are included for final scoring by the physician after
evaluating response given by the patient. This method can be used
during follow-up and at regular interval to assess the nutritional
continuum.
The specificity and sensitivity both are higher than SGA and can
be used as diagnostic and prognostic nutritional assessment tool.
Although initiated for cancer patients, PG-SGA is being extended
for several other clinical disorders. However, the limitation of
observer dependency remains the same in this method too16.
SGA and diseases
SGA tool has been refined, used and validated for various
research, clinical, and epidemiological purposes worldwide in
different diseases.
PG-SGA in cancer
PG-SGA has been successfully used in cancer patients to predict
the nutritional status and reduced food intake and an increased
energy gap result in the deterioration of nutritional status. PGSGA has also been used as a tool to identify nutritional status in
children recently diagnosed with cancer. Therefore, it is really
important to detect malnourishment in a patient during the
preoperative and postoperative follow up cases. The various
modified forms of this technique have also been used to predict

the prognosis of survival in oncology patients. In gastric cancer
patients, this tool was successfully used to predict the nutritional
status after gastrectomy17.
Another modified version of PG-SGA called an abridged version
of the PG-SGA (abPG-SGA), was used and validated by in 2013
Gabrielson was reported that the 94% sensitivity and 78%
specificity for abPG-SGA, which was slightly lower than the PGSGA. However, the specificity and sensitivity of this technique
were higher than that of MST. In these study 90 oncology patients
who were receiving chemotherapy was accessed using SGA
global rating scale, PG-SGA and malnutrition screening tool
(MST). The authors have thus concluded that abPG-SGA can be
used as a valid tool to predict the malnutrition in oncology
patients18.
The study has used various anthropometric measurements and
PG-SGA in pediatric cancer patients to access prevalence of
malnutrition among them. The result indicates that PG-SGA is a
valid tool that can access the nutritional status of hospitalized
children with cancer. However, no correlation was reported
between this assessment tool with growth retardation or weight
of the children19.
PG-SGA in HIV
HIV infected patients malnutrition is a very common problem,
SGA can effectively detect malnutrition in HIV infected patients.
The effect of the infection on the nutritional status of the patient
starts early even before the individual is started manifesting the
symptoms of the infection or has been detected with AIDS.
Compared to other nutritional assessment techniques SGA was
more reliable in detecting worsening of nutritional status and
thereby it is more helpful in prescribing artificial nutrition to
malnourished patients20. In 2011 Mokori studied that PG-SGA
has only 69.2% sensitivity and 57.1% specificity in categorizing
the risk for malnutrition in HIV infected patients. Moreover, they
have found no significant correlation of this tool with the
nutritional status of the population21.
In another study, the patient-generated subjective global
assessment (PG-SGA) was used in patients with acute leukemia.
Further, this study has also studied the effect of nutritional status
on prognosis. This study has shown that PG-SGA is an effective
tool in the evaluation of nutritional status in acute leukemia
patients22.
PG-SGA in Tuberculosis
There is a strong correlation between infection and nutritional
status. Recurrent infections lead to a depletion of body nitrogen
and deteriorate nutrition status. The malnutrition, in turn,
produces a higher susceptibility to infection. In 2011 Miyata used
this nutritional assessment tool in patients with pulmonary
tuberculosis and observed that other than being a useful
nutritional assessment tool SGA can be used as a prognostic
indicator of survival in these patients23.
PG-SGA in chronic kidney disease
Chronic kidney diseases comprise of different pathophysiological
conditions associated with abnormal kidney function and a
progressive decrease in glomerular filtration rate (GFR). In most
of the patients, chronic kidney failure is associated with a
condition called as protein-energy wasting (PEW) or proteinenergy deficit (PED). This particular condition is more commonly
found in patients undergoing maintenance dialysis. In most of the
cases, the CKD patients die because of the short-term
consequences of malnutrition24. As proposed by The International
Society of Renal Nutrition and Metabolism or ISRNM the
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diagnostic criteria for protein-energy wasting among CKD
patients can be divided into 4 categories as follows : 1.
Biochemical indicators, 2. Weight loss, reduced body fat content
or low body weight 3. Loss of muscle mass and 4. Decreased
protein intake. Among biochemical parameters, serum albumin
and C - reactive protein have been shown to be a significant
predictor of mortality in hemodialysis patients25, 26.
However, biochemical parameters seem to be less accurate
compared to the other sign and symptoms of the PEW. In
addition, studies have also shown that improving nutritional
status by providing dietary and non-dietary interventions also
improves the outcome in CKD patients27. Therefore, in CKD
patients’ nutritional assessment proves to be of primordial
importance. The first validation of SGA protocol was done in
1993 Enia reported that hemodialysis and peritoneal dialysis
patients. The results of this study indicate that in dialysis patients
there exist a strong correlation between the SGA scoring and
values for serum albumin, percent of body fat, arm muscle
circumference and protein catabolic rate28.
This modified SGA-7 point scale is recommended as the valid
method to identify patients with protein-energy malnutrition by
the American guide of approaches in nephrology, National
Kidney Foundation or Dialysis Outcome Quality Initiative and by
the European Best Practice Guidelines on Nutrition (EBPG)24.
Several authors have studied the nutritional status of renal disease
patients using different modified versions of SGA. In these
studies, the samples size ranged from 41 to 7,719 patients and the
rating scale also changed from 7 points to 49 or 57 points. The
data collection methods also varied from prospective to
retrospective7,29,30 .
In 2002 Pifer have used a modified subjective global assessment
(mSGA) tool along with various other biochemical parameters
such as serum albumin, serum creating to predict the mortality
rate among the hemodialysis patients enrolled in the international
Dialysis Outcomes and Practice Patterns Study (DOPPS). The
result of this study indicates that mSGA, serum albumin, serum
creatinine, BMI, and lymphocyte count were independently
associated with significantly higher risk of mortality in patients
undergoing hemodialysis 30.
NECOSAD-II evaluated the long-term and time-dependent
associations of the 7 point SGA and its subscales with mortality
among chronic dialysis patients in a multicentre cohort study. The
result of this study indicates that protein-energy malnutrition as
assessed by SGA is associated with a 2-fold increase in the
mortality risk also showed that in a time-dependent manner this
association becomes stronger31. In a study conducted in six
European countries, it was reported that among older patients
(aged >65 years) with an advanced stage of kidney disease the
prevalence of PEW is quite high as assessed by the 7-point SGA
rating. Loss of fat tissue and muscle wasting was more common
in patients aged more than 80 years32. Similarly reported in 2017
Campbell studied that SGA can effectively predict the risk of
mortality among dialysis and non-dialysis CKD patients 33.
In 2001 Kalantar studied serum albumin level was lower in SGA
malnourished patients receiving continuous ambulatory
dialysis34. In contrast to this finding in 1997 Jones have found no
significant difference in serum albumin level among the normal
and malnourished group35. These inconsistencies of SGA with
serum albumin level have raised doubts about the validity of the
SGA in CKD patients. To overcome this difficulty scientist have
recommended including several biochemical markers along with
the SGA rating to predict the presence of malnutrition in CKD
patients1. In spite of all these advantages of SGA in finding
malnutrition in CKD, patients controversy appears that whether
SGA can significantly correlate with the serum albumin level,

which is the most commonly used malnutrition indicator used in
CKD patients.
CONCLUSION
In this context, studies have shown utility in the assessment of
nutritional risk in hemodialysis patients. However, it cannot be
used as a gold standard in CKD patients unless verified by a large,
multicenter trial with required parameters to be able to prevent
type I and II errors. Similarly, it is useful to decide which format
of SGA is most effective for a morbid disease like CKD. To
address all these issues, more studies and multivariate analysis are
warranted in this context to evaluate the impact of scored patientgenerated SGA in various other clinical settings. The method of
assessment has gone through several evolutionary stages
including the advent of patient-generated subjective global
assessment (PG-SGA). Initially applied to cancer patients, PGSGA has drawn much attraction for nutritional risk assessment in
several other disease conditions. In addition, SGA is being
increasingly used to validate newer methods of nutritional
screening such as Malnutrition Universal Screening Tool
(MUST), Nutritional Risk Screening (NRS 2002) and Mini
Nutritional Assessment (MNA).
However, due to its inability to detect acute changes in nutritional
status, the findings may always not in agreement with the new
methods. Scored patient-generated SGA is now being extensively
used in severe morbid diseases such as chronic kidney disease.
REFERENCES
1. Steiber AL, Kalantar-Zadeh K, Secker D, McCarthy M,
Sehgal A, McCann L. Subjective Global Assessment in
chronic kidney disease: a review. Journal of Renal Nutrition.
2004 Oct 1; 14(4):191-200.
2. Keith JN. Bedside nutrition assessment past, present and
future: a review of the Subjective Global Assessment.
Nutrition in Clinical Practice. 2008 Aug; 23(4):410-16.
3. Cannon PR, Wissler RW, Woolridge RL, Benditt EP. The
relationship of protein deficiency to surgical infection.
Annals of surgery. 1944 Oct; 120(4):514.
4. Butterworth Jr CE. The skeleton in the hospital closet.
Nutrition today. 1974 Mar 1; 9(2):4-8.
5. Weinsier RL, Hunker EM, Krumdieck CL, Butterworth Jr
CE. Hospital malnutrition a prospective evaluation of general
medical patients during the course of hospitalization. The
American journal of clinical nutrition. 1979 Feb 1; 32(2):41826.
6. Baker JP, Detsky AS, Wesson DE, Wolman SL, Stewart S,
Whitewell J, Langer B, Jeejeebhoy KN. Nutritional
assessment: a comparison of clinical judgment and objective
measurements. New England Journal of Medicine. 1982 Apr
22; 306(16):969-72.
7. Detsky AS, Baker JP, Johnston N, Whittaker S, Mendelson
RA, Jeejeebhoy KN. What is subjective global assessment of
nutritional status?. Journal of parenteral and enteral nutrition.
1987 Jan; 11(1):8-13.
8. Stenvinkel P, Heimbürger O, Paultre F, Diczfalusy U, Wang
T, Berglund L, Jogestrand T. Strong association between
malnutrition, inflammation, and atherosclerosis in chronic
renal failure. Kidney international. 1999 May 1; 55(5):1899911.
9. Ottery FD. Rethinking nutritional support of the cancer
patient: the new field of nutritional oncology. In seminars in
Oncology. 1994 Dec 21, (6):770-778.
10. Bauer J, Capra S, Ferguson M. Use of the scored PatientGenerated Subjective Global Assessment (PG-SGA) as a
nutrition assessment tool in patients with cancer. European
journal of clinical nutrition. 2002 Aug; 56(8):779.

7

Neelesh Kumar Maurya. Int. Res. J. Pharm. 2018, 9 (11)
11. Gupta D, Lis CG, Lammersfeld CA, Burrows JL, Walker SM,
Grutsch JF. The role of the patient-generated subjective
global assessment (PG-SGA) in nutritional evaluation for
advanced colorectal cancer, 2006 April; 64(7): 322.
12. Olmos MM, Vázquez MM, López EM, del Campo Pérez V.
Nutritional status study of inpatients in hospitals of Galicia.
European journal of clinical nutrition. 2005 Aug; 59(8):938.
13. Maicá AO, Schweigert ID. Avaliação nutricional em
pacientes graves. Rev Bras Ter Intensiva. 2008 Sep;
20(3):286-95.
14. Barbosa-Silva MC, Barros AJ. Indications and limitations of
the use of subjective global assessment in clinical practice: an
update. Current Opinion in Clinical Nutrition & Metabolic
Care. 2006 May 1; 9(3):263-69.
15. Mohammed FA, Farhood HF, AtheemWtwt MA. Prediction
of malnutrition using modified subjective global assessmentdialysis malnutrition score in patients on chronic
hemodialysis. J Community Med Health Educ. 2014;
4(3):291.
16. Ottery FD. Definition of standardized nutritional assessment
and interventional pathways in oncology. Nutrition. 1996 Jan
1; 12(1):15-19.
17. Ryu SW, Kim IH. Comparison of different nutritional
assessments in detecting malnutrition among gastric cancer
patients. World Journal of Gastroenterology: WJG. 2010 Jul
14; 16(26):3310.
18. Gabrielson DK, Scaffidi D, Leung E, Stoyanoff L, Robinson
J, Nisenbaum R, Brezden-Masley C, Darling PB. Use of an
abridged scored Patient-Generated Subjective Global
Assessment (abPG-SGA) as a nutritional screening tool for
cancer patients in an outpatient setting. Nutrition and cancer.
2013 Feb 1; 65(2):234-239.
19. Vázquez DL, Stein K, Vásquez GE, Kumazawa IM, Troyo
SR, Salcedo FA, Sánchez ZF. Patient-Generated Subjective
Global Assessment of nutritional status in pediatric patients
with recent cancer diagnosis. Nutricion hospitalaria. 2017 Oct
24; 34(5):1050.
20. Niyongabo T, Melchior JC, Henzel D, Bouchaud O, Larouzé
B. Comparison of methods for assessing nutritional status in
HIV-infected adults. Nutrition. 1999 Oct 1; 15(10):740-43.
21. Mokori A, Kabehenda MK, Nabiryo C, Wamuyu MG.
Reliability of scored patient generated subjective global
assessment for nutritional status among HIV
infected
adults in TASO, Kampala. African health sciences. 2011;
11(3):86-92.
22. Esfahani A, Ghoreishi Z, Abedi Miran M, Sanaat Z,
Ostadrahimi A, Eivazi Ziaei J, Ghayour Nahand M, Asghari
Jafarabadi M, Sorusheh Y, Esmaili H. Nutritional assessment
of patients with acute leukemia during induction
chemotherapy: association with hospital outcomes. Leukemia
& lymphoma. 2014 Aug 1; 55(8):1743-50.
23. Miyata S, Tanaka M, Ihaku D. Subjective global assessment
in patients with pulmonary tuberculosis. Nutrition in Clinical
Practice. 2011 Feb; 26(1):55-60.
24. Bigogno FG, Fetter RL, Avesani CM. Applicability of
subjective global assessment and malnutrition inflammation
score in the assessment of nutritional status on chronic kidney
disease. Jornal Brasileiro de Nefrologia. 2014 Jun; 36(2):23640.

25. Jadeja YP, Kher V. Protein energy wasting in chronic kidney
disease: An update with focus on nutritional interventions to
improve outcomes. Indian Journal of Endocrinology and
metabolism. 2012 Mar; 16(2):246.
26. Kato A, Takita T, Furuhashi M, Maruyama Y, Hishida A.
Comparison of serum albumin, C‐reactive protein and carotid
atherosclerosis as predictors of 10‐year mortality in
hemodialysis patients. Hemodialysis International. 2010 Apr;
14(2):226-32.
27. Kalantar-Zadeh K, Cano NJ, Budde K, Chazot C, Kovesdy
CP, Mak RH, Mehrotra R, Raj DS, Sehgal AR, Stenvinkel P,
Ikizler TA. Diets and enteral supplements for improving
outcomes in chronic kidney disease. Nature Reviews
Nephrology. 2011 Jul; 7(7):369.
28. Enia G, Sicuso C, Alati G, Zoccali C, Pustorino D, Biondo A.
Subjective global assessment of nutrition in dialysis patients.
Nephrology Dialysis Transplantation. 1993 Jan 1;
8(10):1094-1098.
29. Cooper BA, Bartlett LH, Aslani A, Allen BJ, Ibels LS,
Pollock CA. Validity of subjective global assessment as a
nutritional marker in end-stage renal disease. American
journal of kidney diseases. 2002 Jul 1; 40(1):126-132.
30. Pifer TB, Mccullough KP, Port FK, Goodkin DA, Maroni BJ,
Held PJ, Young EW. Mortality risk in hemodialysis patients
and changes in nutritional indicators: DOPPS. Kidney
international. 2002 Dec 1; 62(6):2238-2245.
31. Grootendorst Diana C Boeschoten Elisabeth W Brandts Hans
van Manen Jeannette G Krediet Raymond T Dekker Friedo
W. Subjective global assessment of nutritional status is
strongly associated with mortality in chronic dialysis patients.
The American journal of clinical nutrition. 2009 Jan 14;
89(3):787-793.
32. Windahl K, Irving GF, Almquist T, Lidén MK, van de
Luijtgaarden M, Chesnaye NC, Voskamp P, Stenvinkel P,
Klinger M, Szymczak M, Torino C. Prevalence and Risk of
Protein-Energy Wasting Assessed by Subjective Global
Assessment in Older Adults with Advanced Chronic Kidney
Disease: Results from the EQUAL Study. Journal of Renal
Nutrition. 2018 May 1; 28(3):165-174.
33. Campbell KL, Ash S, Bauer JD. The impact of nutrition
intervention on quality of life in pre-dialysis chronic kidney
disease patients. Clinical nutrition. 2008 Aug 1; 27(4):53744.
34. Kalantar-Zadeh K, Kopple JD, Block G, Humphreys MH. A
malnutrition-inflammation score is correlated with morbidity
and mortality in maintenance hemodialysis patients. American
journal of kidney diseases. 2001 Dec 1; 38(6):1251-63.
35. Jones CH, Newstead CG, Will EJ, Smye SW, Davison AM.
Assessment of nutritional status in CAPD patients: serum
albumin is not a useful measure. Nephrology, dialysis,
transplantation: official publication of the European Dialysis
and Transplant Association-European Renal Association. 1997
Jul 1; 12(7):1406-13.
Cite this article as:
Neelesh Kumar Maurya. Patient-generated subjective global
assessment (PG-SGA): A review. Int. Res. J. Pharm.
2018;9(11):5-8 http://dx.doi.org/10.7897/2230-8407.0911248

Source of support: Nil, Conflict of interest: None Declared
Disclaimer: IRJP is solely owned by Moksha Publishing House - A non-profit publishing house, dedicated to publish quality research, while
every effort has been taken to verify the accuracy of the content published in our Journal. IRJP cannot accept any responsibility or liability for
the site content and articles published. The views expressed in articles by our contributing authors are not necessarily those of IRJP editor or
editorial board members.

8

