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Abstract

Objective: The Scored Patient-Generated Subjective Global Assessment (PG-SGA) is a tool
for assessing nutritional status in patients were nutritional impact symptoms are revealed and
can be monitored. It is designed to be completed by both patients (PG-SGA Short Form) and
healthcare professionals (professional part). A culturally adapted and linguistically validated
version was lacking in the Norwegian setting, which was the objective of this master thesis.
The main aims were to explore the comprehensibility and difficulty of the Norwegian
translated PG-SGA Short Form as perceived by a group of cancer patients, and to explore the
comprehensibility, difficulty and relevance (content validity) of the Norwegian translated PG-
SGA as perceived by healthcare professionals (HCP).

Methods: This study was performed in concordance with the International Society for
Pharmacoeconomics and Outcomes Research (ISPOR) principles step 7 (cognitive debriefing)
and step 8 (review of cognitive debriefing and finalization). The patients were recruited from
Vardesenteret at St. Olavs hospital in Trondheim. HCP were recruited from hospitals in
several cities in Norway. The three constructs, comprehensibility, difficulty and relevance
were tested by a four-point Likert scale in separate questionnaires for each of the groups. The
scores were calculated as item and scale indices for each construct. Scale indices 0.80-0.89
were considered acceptable and > 0.90 were considered excellent. On an item level, indices
< 0.78 needed further investigation.

Results: The questionnaires were completed by 47 cancer patients and 92 HCP consisting of
nurses, clinical dietitians and physicians, preferably working with cancer patients. The PG-
SGA Short Form had excellent comprehensibility and was easy by both groups. (Scale
comprehensibility index (S-CI) = 0.99, difficulty index (S-DI) = 0.97 for the patient group. S-
Cl =0.95, S-DI = 0.92 for HCP.) Content validity for the full PG-SGA was also considered
excellent (Scale content validity index (S-CVI) = 0.99). The professional part was not
acceptable on neither comprehensibility (S-CI = 0.78) or difficulty (S-DI = 0.66). Worksheet
4 — Physical Exam was considered the most difficult and incomprehensible part.

Conclusion: The PG-SGA Short Form was considered excellent on comprehensibility and
easy to complete by both groups. The professional part was considered to be
incomprehensible and difficult, and measures for improving the translation was suggested.
Cultural adaptation and linguistical validation of the PG-SGA to the Norwegian setting
resulted in a finalized version proposed to be the official version of the Norwegian PG-SGA.
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1 Introduction

1.1 Malnutrition in cancer patients

Malnutrition is common in patients suffering from cancer. (1) The incidence of malnutrition
among cancer patients has been estimated to be ranging from 40 to 80 %. Inconsistent
malnutrition screening practises, with a variety of screening tools used, have contributed to a
poor understanding of its prevalence. (2) The prevalence is also depending on the type and
location of tumour, stage of cancer and choice of treatment. (3) Malnutrition in cancer
patients can be a result of the metabolic effects of the cancer disease itself, but it can also be a

result of the comorbidities. (4)

Patients who are malnourished have an increased risk of complications, decreased response
and tolerance to treatment. (3, 5, 6) This may affect the performance status and the outcome
of the treatment. Thus, malnutrition results in longer hospital stays, higher health-care costs, a
lower quality of life and patient satisfaction, and greater risk of morbidity and mortality. (3, 7)
It is anticipated that as many as 20 % of cancer patients die from the effects of malnutrition

rather from the malignancy of the disease itself. (8)

Early detection of malnutrition and nutritional disturbances is crucial as it can improve the
prognosis and treatment efficacy of cancer patients. In the European Society for Clinical
Nutrition and Metabolism (ESPEN) guidelines on nutrition in cancer patients it is
recommended to start the screening already from the point of the cancer diagnosis. (9) This
may lead to improvements in nutritional status, quality of life and reduced stay in hospital.
Early screening for malnutrition risk, and diagnosing malnutrition combined with appropriate
nutritional care can significantly reduce cancer patients’ postoperative morbidity and

mortality. (4)

It is essential to screen all cancer patients, assess the level of nutritional deficit, and plan an
appropriate nutrition intervention. A high BMI should not be a reason or barrier not to screen
a patient as both BMI and degree of weight loss are shown to be independently predictors of
overall survival of cancer. (10) This means that cancer patients with a high BMI can also be in
risk of detrimental outcomes of the cancer disease with a substantial degree of weight loss.

Cancer cachexia can be masked by obesity and thus lead to an under diagnosis of malnutrition



and increased mortality. (11) ESPEN recommend that each institution that treats patients with
cancer define a standard policy of operating procedures that states responsibility and
organisation of the nutrition care process. (9) ESPEN guidelines on nutritional screening
recommends that subjects at risk of malnutrition are identified by validated screening tools

and should be assessed and treated accordingly. (12)

Although there is a strong consensus among experts of the association between malnutrition
and detrimental effects in cancer patients, there is no consensus among those experts as to the
best way to assess the nutritional status. (13) Numerous nutrition screening and assessment
tools have been developed, that are both reliable and valid, suitable for the population of
cancer patients with the purpose of detecting risk for malnutrition and degree of malnutrition.
(8, 14-16) The presence of different tools available to identify malnutrition can make it
difficult to choose which one to use, and an absence of a gold standard is evident.

1.2 Screening for nutritional risk and assessing
nutritional status

Nutrition screening is the process that identifies the nutritional risk for an individual. If the
subject is malnourished, or at risk of developing a malnutrition, a nutrition assessment is
indicated. (17) A nutrition assessment is a more thorough process than the screening and can
be used to make a nutrition diagnosis. (18) The nutrition assessment is a systematic
examination of metabolic, nutritional or functional characteristics by a trained healthcare
professional — physician, clinical dietitian or nutrition nurse. It comprises an evaluation of the
functional consequences of the nutrition status, including a consideration of drugs that the
patient is currently taking, and a gastrointestinal assessment (dentition, swallowing, bowel
function etc.). (12) A nutrition assessment can collect, record and interpret the information

from the patients directly, family members or other caregivers, individuals or groups.

The nutritional assessment results in a diagnosis of the nutrition problem, and should result in
a nutrition intervention. (17) A plan to address the nutrition problem should be developed,
implemented and monitored at regular intervals. The nutrition assessment is a dynamic
process which requires continual reassessment of the patient status until the nutrition status is

optimized and the malnutrition is nonexistent. (19) The characteristics of a nutritional



assessment are parameters that are already in use by many nutritional practitioners as part of

the nutrition care process (NCP). (20)

A tool used for nutritional assessment needs to be precise and accurate, as the decisions made
based on the results has consequences both for diagnosis and treatment of malnutrition.
Measurement error and incorrect conclusions about the nutrition status of the patient can be
made with tools with low reliability and validity. (21) Reliability evaluates the degree to
which the nutritional screening or assessment tool produces a stable result. (22) The COSMIN
(COnsensus-based Standards for the selection of health Measurement INstruments) study’s
consensus on taxononomy, terminology and definitions of measurement properties for Health-
Related Patient-Reported Outcomes (HR-PRO) defines reliability as: “The degree to which
the measurement is free from measurement error”. Validity is defined as “The degree to
which an HR-PRO instrument measures the construct(s)it purports to measure”. It is
important for both reliability and validity to be present in a tool used for assessing the

nutritional status in patients. (22)

A screening and/or assessment tool used for evaluating nutritional status has to be practical,
easy and rapid to complete, standardized, non-invasive and cost-effective. (8) It should refer
to a specified protocol for action, according to the malnutrition risk detected. (22) The
Norwegian Directorate of Health recommend SGA (Subjective Global Assessment) as one of
three tools to be used in a hospital setting. (23) The other two tools: Nutritional Risk
Screening (NRS 2002) and Malnutrition Universal Screening Tool (MUST) are designed for
screening purposes only, but the SGA is both a screening and assessment tool. The original
SGA is an assessment tool for malnutrition, which was initially made for use in oncology
patients, and modified in 1996 to the Patient-Generated Subjective Global Assessment (PG-
SGA). (6) The PG-SGA has been recognized by the Oncology Nutrition Dietetic Practice
Group of the American Dietetic Association as the standard for nutritional assessment in
cancer patients. (3) In addition, a recent evidence-based practice guideline, for the nutritional
management of patients treated with radiation and/or chemotherapy recommend the use of the
PG-SGA for nutrition assessment within the oncology patient population. (24) Even though
the validated PG-SGA in its original language (English) has been in use for many years and
has a growing position as a standard for assessing nutritional status in cancer patients, a

validated translation of PG-SGA in Norwegian has not yet been accomplished.



1.3 The Scored Patient-Generated Subjective Global
Assessment (PG-SGA)

1.3.1 Development of the Scored PG-SGA

The original SGA was developed in the 1980’s and was validated as a tool to triage patients in
terms of their nutritional risk and their need for nutritional support. SGA in its original form
was not scored and designed on one page to be solely completed by the clinician. New for
PG-SGA was first the patient-generated aspect, which gives the patient an active role in the

nutritional assessment. (25)

The SGA and PG-SGA are both based on a set of factors known to be impacted by nutritional
deficit and cause malnutrition. These factors, weight loss, performance status, nutritional
intake and nutritional impact symptoms, comprises the first four sections in the PG-SGA and
were now to be answered by the patient. The remaining part, to be completed by the clinician
healthcare professional (physician, dietitian or nurse), includes disease and disease staging,
metabolic stress (sepsis, fever or corticosteroid use) and physical components (loss of

subcutaneous fat, muscle wasting and oedema or ascites). (6)

The PG-SGA identifies and assesses nutritional status and underlying risk factors for
malnutrition in patients. The PG-SGA gives the advantage of the assessing and documenting
symptoms that may adversely affect nutritional status. This exposes the symptoms of
relevance to address and improve, for example loss of appetite, vomiting, pain and diarrhoea,
and gives the opportunity to make advancement in the patients’ nutritional status. (3) It can
therefore be used for both screening as well as assessment purposes. The PG-SGA enables the
clinician to systematically assess for and monitor malnutrition and to evaluate effects of

interventions. (26)

The PG-SGA was later developed to the Scored PG-SGA to make it better suited for use in
clinical trials and a clinical setting. The scoring also facilitated monitoring changes in the
patient’s nutritional status. (26) The result of a completed Scored PG-SGA is now both a

categorical and a numerical score (see section 1.3.3).



1.3.2 The Scored PG-SGA as an assessment tool

The Scored PG-SGA is a two-paged instrument in its whole form. Page one alone is referred
to as the PG-SGA Short Form (SF) (see Figure 1) and is validated as an independent
nutritional screening tool (27). PG-SGA SF are exclusively based on patient reported
outcomes. This empowers the patient and is at the same time it both time- and cost-efficient in
relieving healthcare professionals of their time (2). In the four boxes of the PG-SGA SF, the
patients give information about their weight (Box 1), food intake (Box 2), symptoms that
impacts food intake (Box 3) and level of activity and function (Box 4). The scoring of each
box is described in more detail in section 3.3.4. These four boxes provide information about
parameters of risk for malnutrition at a certain point of time for the patient, and predict the
degree of nutritional deficit. The parameter weight loss and performance level gives prognosis

for degree and acuteness of the status. (2)

s Scored Patient-Generated Subjective Global Patient Identification Information
Assessment (PG-SGA)

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

1. Weight (See Worksheet 1) 2. Food intake: As compared to my normal intake, I would rate my
food intake during the past month as
In summary of my current and recent weight: O unchanged (

[J more than usual )

I currently weigh about kg
I 'am about cm tall 0O less than usual )
I am now taking
One month ago I weighed about kg [ normal food but less than normal amount ()
Six months ago I weighed about kg

0 little solid food ()

O only liquids )

[ only nutritional supplements ¢
O very little of anything (4

During the past two weeks my weight has:

[Jdecreased () [Jnot changed oy  [Jincreased @

Box 1 D O only tube feedings or only nutrition by vein oy Box 2 |:|
3. Symptoms: I have had the following problems that have kept me 4. Activities and Function:
from eating enough during the past two weeks (check all that apply) Over the past month, I would generally rate my activity as:

O nop roblf:ms»eatmfg © o ) - O normal with no limitations ()
D 1o appetite, just did not fel like eating ;) O vomiting gy O not my normal self, but able to be up and about with fairly

[ nauseay, O diarthea 3 normal activities 1y
O constipation (1 O dry mouth O not feeling up to most things, but in bed or chair less than
[0 mouth sores () O smells bother me 1) half the day ¢
[ things taste funny or have no taste (1 O feel full quickly ¢, [m] ablg to do little activity and spend most of the day in bed or
O problems swallowing O fatigue (1 chair ¢
O pain; where? i3 0 pretty much bed ridden, rarely out of bed 3

other (;y**

**Examples: depression, money, or dental problems Box 3 D Box 4 I:l

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

Additive Score of Boxes 1-4 DA
©FD Ottery 2005, 2006, 2015 v3.22.15

email: faithotterymdphd@aol.com or info@pt-global.o:

Figure 1: PG-SGA Short Form of the Scored PG-SGA (English version 3.22.15, www.pt-
global.org for download).
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On page two, the professional part of the PG-SGA (see Figure 2), a physician, dietitian or

nurse is to score weight loss, assess and evaluate the patient’s diagnosis (and its relation to

nutritional requirements), metabolic demands and perform a physical examination. The

components in the professional part are div

ided into five “Worksheets”, which are all a part of

the nutritional assessment, and the “Nutritional Triage Recommendations” which gives

recommendation for the nutrition intervention based on the total PG-SGA score. This part of

the PG-SGA is seen as more challenging and requires more training and experience of the

clinicians. (2)

‘Worksheet 1 — Scoring Weight Loss

Scored Patient-Generated Subjective Global Assessment (PG-SGA)

Additive Score of Boxes 1-4 (See Side 1) I:l A

To determine score, use 1-month weight data if available. Use 6-month data only if there is no
1-month weight data. Use points below fo score weight change and add one cxtra point if
paticat has lost weight during the past 2 weeks. Enter total point score in Box 1 of PG-SGA.

5.

‘Weight loss in 1 month Points ‘Weight loss in 6 months
10% or greater 4 20% or greater
5-9.9% 3 10- 19.9%
3-4.9% 2 6- 9.9%
2-2.9% 1 2. 59%
0-1.9% 0 0- 1.9%

Numerical score from Worksheet 1 D

‘Worksheet 2 — Disease and its relation to nutritional requirements:
Score is derived by adding 1 point for each of the following conditions:
O Cancer [0 Presence of decubitus, open wound or fistula

O ADs O Presence of trauma

[ Pulmonary or cardiac cachexia [] Age greater than 65

[ Chronic renal insufficiency
Other relevant diagnoses (specify)
Primary disease staging (circle if known or appropriate) I II IIl IV Other ___

Numerical score from Worksheet 2 B

6. Worksheet 3 — Metabolic Demand

Score for metabolic stress is determined by a number of variables known to increase protein

& caloric needs. Note: Score fever intensity or duration, whichever is greater. The score is additive so that a

patient who has a fever of 38.8 °C (3 points) for < 72 hrs (1 point) and who is on 10 mg of prednisone chronically (2 points) would have an additive score for this section of 5 points.

(< 10 mg prednisone
equivalents/day)

(> 10 and <30 mg
prednisone equivalents/day)

Stress none (0) low (1) moderate (2) high (3)
Fever no fever >372and <383 =383 and <388 =38.8°C
Fever duration  no fever <72 hours 72 hours > 72 hours
Corticosteroids  no corticosteroids low dose moderate dose high dose

(2 30 mg prednisone

equivalents/day) Numerical score from Worksheet 3 |:| C

7. Worksheet 4 — Physical Exam

Clinician Signature RD RN PA MD DO Other

Exam includes a subjective cvaluation of 3 aspects of body composition: fat, muscle, & fluid. Since this is subjective, cach aspect of the exam is rated for degree. Muscle deficit/loss impacts point score more than fat deficit/loss
Definition of categories: 0 =no abnormality, 1+ = mild, 2+ = moderate, 3+ = severe. Rating in these categories is not additive but are used to clinically assess the degres of deficit (or presence of excess fluid).

Muscle Status Fat Stores
S — —_ Point for the phy i1 s det d by the 11 subjects it f the
temples (temporalis muscle) 0 1+ 2+ 3+ orbital fat pads 0 1+ 2+ 3+ [:mtfrfd?iiazcu.ep&?iﬁiﬁm ;f:rlem:opimémm sy ng o1e
clavicles (pectoralis & deltoids) 0 1+ 2+ 3+ triceps skin fold 0 1+ 2+ 3+ 3 Milg Geficit_score= 1 poiat AR, muscle deficitloss
shoulders (deltoids) 0 1+ 2+ 3+ fat overlying lower ribs 0 1+ 2+ 3+ Moderate defict score =2 points | °11€* Proceiens aver *
interosseous muscles 0 1+ 2+ 3+ Global fat deficitrating 0 1+ 2+ 3+ Severe deficit  score = 3 points B
scapula (latissimus dorsi, trapezius, deltoids) 0 1+ 2+ 3+ Fluid status
thigh (quadriceps) 0 1+ 2+ 3+ ankle edema 0 1+ 2+ 3+ . |:|
calf (gastrocnemius) 0 1+ 2+ 3+ sacral edema 0 1+ 2+ 3+ Numerical Score for Worksheet 4 D
Global muscle status rating 0 1+ 2+ 3+ ascites 0 1+ 2+ 3+
Global fluid status rating 0 1+ 2+ 3+ Total PG-SGA Score (Total numerical score of A+B+C+D)

Date Global PG-SGA Category Rating (Stage A, Stage B or Stage C)

‘Worksheet 5 — PG-SGA Global Assessment Categories
Staged Stage B StageC

Category ‘Well-nourished i Severely i
Weight No weight loss = 5% loss in 1 month (=10% in 6 months) > 5% loss i 1 month (>10% in 6 months)

OR recent non-fuid wt gain_OR Progressive weight loss ‘OR Progressive weight loss
Nutrientintake Mo deficit OR Significant  Definite decrease in intake Severe deficit in intake

secent improvement
Nutrition Impact None
Symptoms (NIS) OR significant recent

Presence of NIS (Box 3 o PG-SGA) Presence of NIS (Box 3 of PG-SGA)

improvement allowing
adequate intake
Functioning ~ No deficit OR Siguificant  Moderate functional deficit Severe fimctional deficit
Tecent improvement OR Recent deterioration ‘OR Recent significant detaioration
Physical Exam  No deficit OR chronic ~ Evidence of mild to moderate loss Obvious signs of malmirition
deficit but with recent of muscle mass &/ormuscletoneon  (e.g, severe loss muscle, fat,
climical improvement ‘pelpation dlor loss of SQ fat possible sdema)

Nutritional Triage Recommendations: Additive score is used to define specific nutritional interventions including
patient & family education, symptom management including and appropriate nuirient intervention (food,
nutritional supplements, enteral, or parenteral triage).

First line nutrition intervention includes optimel symptom management.

Triage based on PG-SGA point score
0.1 No intervention required at this time. Re-assessment on foutine and regular basis during treatment.
23 Patient & family education by dietitian, nurse, or other clinician with pharmacologic intervention as

indicated by symptom survey (Box 3) and lab values as appropriate.
Requir by dietitian, in with nurse or physician as indicated by symptoms (Box 3)

Indicates a critical need for improved symptom and/or nutrient .

©FD Ottery 2005, 2006, 2015 v3.22.15
email: faithotteryvmdphd@aol.com or info@pt-global.org
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Figure 2: Professional part of the Scored PG-SGA (English version 3.22.15, www.pt-

global.org for download).
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1.3.3 The categorical and numerical scoring system

The categorical score (see Figure 3) is called the PG-SGA Global Assessment Categories and
is divided in three stages:
A: Well nourished

B: Moderate/suspected malnutrition

C: Severely malnourished

Staging nutritional status as A, B or C is done after an assessment by the clinician of the

factors weight, nutrient intake, nutrient impact symptoms, functioning and physical

examination.

PG-SGA GLOBAL ASSESSMENT CATEGORIES

Weight

Nutrient intake

Nutrient
impact
symptoms

(NIS)

Functioning

Physical exam

Stage A
‘Well nourished

No weight loss OR
recent non-fluid weight
gain

No deficit OR
significant recent
improvement

None OR significant
recent

improvement allowing
adequate intake

No deficit OR
significant recent
improvement

No deficit OR chronic
deficit but with recent

Stage B

Moderate/suspected
malnutrition

< 5% loss in 1 month

(<10% in 6 months) OR

progressive weight loss

Definite decrease in intake

Presence of NIS (Box 3 of
PG-SGA)

Moderate functional deficit
OR Recent deterioration
Evidence of mild to
moderate loss of muscle
mass &/or muscle tone on
palpation &/or loss of SQ
fat

Stage C

Severely
malnourished
5% loss in 1 month (>10%
in 6 months)
OR Progressive weight loss

Severe deficit in intake

Presence of NIS (Box 3 of
PG-SGA)

Severe functional deficit
OR Recent significant
deterioration

Obvious signs of
malnutrition (e.g., severe
loss muscle, fat,

possible oedema)

Figure 3: PG-SGA Global Assessment Categories. (From the English PG-SGA version
3.22.15, www.pt-global.org for download.)

The numerical score (see Figure 4) is the summarized total PG-SGA score (A-D) and is used

to triage the patient’s intervention in the Nutritional Triage Recommendations:

A: Boxes 1-4

B: Worksheet 2
C: Worksheet 3
D: Worksheet 4
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The boxes 1-4 (A) reflects 80-90 % of the total score (A-D). The triage cut-off score for the
whole PG-SGA is also used for the PG-SGA Short Form alone, as it has not been found a
clear indication for these cut-offs to be different. (2) Though, obviously there is a possibility
of a 10-20 % underscoring. Pt-Global (28) states that the optimal cut-off values to be used for
the triage depend on the purpose or the objectives of the team using the instrument in clinical
practice, and each organization can make its own decisions on defining which cut-off values
to be used. However, in research there are no data supporting changing the triage approach,
and it should be used as described by the developer.

NUTRITIONAL TRIAGE RECOMMENDATIONS

Triage based on PG-SGA point score:

0-1 points: No intervention required at this time. Re-assessment on routine and
regular basis during treatment.

2-3 points: Patient & family education by dietitian, nurse, or other clinician with
pharmacologic intervention as indicated by symptom survey (Box 3) and
lab values as appropriate.

4-8 points: Requires intervention by dietitian, in conjunction with nurse or physician
as indicated by symptoms (Box 3).

=9 points: Indicates a critical need for improved symptom management and/or
nutrient intervention options.

Figure 4: The Nutritional Triage Recommendations from the Scored PG-SGA. (From the
English PG-SGA version 3.22.15, www.pt-global.org for download.)

The categorical stages and the numerical score are related, but also represent independent
assessment and triaging systems. Both are used to perform a triage of the nutritional

intervention needed to address a patient’s malnourished state.

See Section 3.3.4 for a more detailed description on how to use the PG-SGA as an assessment

tool.
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1.3.4 Current status of the Scored PG-SGA

According to Pt-Global (www.pt-global.org), more than 200 studies have been published
using PG-SGA in its Short or whole form, last updated 31. July 2017. A PubMed search 10.
March 2018 gave 198 hits with the specified search term “Patient-Generated Subjective

Global Assessment”.

The population of use is extended, and in addition to the oncology setting now comprising
acute care setting, chronic obstructive pulmonary disease, dysphagia, nephrology, neurology
and elderly patients, among others. (29-34) In the oncology population, it has been used in a
wide spectre of cancer diagnoses: head and neck, colorectal, gastrointestinal, pancreatic,
oesophageal, lung, gastric, gynaecologic and breast cancer. (35-43)

The increasing use of the PG-SGA internationally, makes a need for translations to other
languages. This is now in progress in many countries worldwide, for example Italian, French,
German, Swedish and Japanese. (26) The languages Dutch, Portuguese and Thai have
recently culturally adapted, and made official translated versions of the Scored PG-SGA to
their county settings. (44-46) Availability of cross-cultural adapted and linguistically
validated versions of PG-SGA in new languages will make the use of the PG-SGA even more
increasing, both in clinical and research setting. PG-SGA can then be used as a valid tool in
different countries and the data will be comparable across nations in cross-cultural research,
in multicentre studies or meta-analyses. A linguistically validation of these translations is
important so that they maintain equivalence to the validated original English version. (26) A
cross-cultural adaptation is assumed to produce equivalent measure as the original tool. (47)
As of today, no official culturally adapted and linguistically validated version of the Scored
PG-SGA exists for the Norwegian setting. A non-validated translated PG-SGA has been in
use for some years in Norway and it is in this respect a validation of PG-SGA is about time

and of great interest.



1.4 Translation and cultural adaptation

1.4.1 Translation of a tool

Translation is the process of making a text in a document from a source language to a target
language. Translation of a tool from one language to another is a complicated process in
which both linguistic and cultural differences has to be taken into consideration. (48) The
meaning and connotation of words and concepts both in the original and new language must
be carefully considered. Two languages can also have idiomatic expressions that gives no
meaning with a direct translation. A translation based on a pure literal procedure can result in
an instrument that does not function in the same way as the original tool. Cultural and
linguistic differences between the populations in the source and target country influences their
behavior and response to the instrument. (49) Poorly translated instruments threaten the
validity of collected data and can give lacking or imprecise response. (50, 51) If the
translation of a tool is not done with high quality and appropriately adaptation to the target
country, it could lead to incorrect findings due to systematic errors of translation. (50) To

avoid this, a standardized and valid method for cross-cultural adaptation must be applied.

1.4.2 Cross-cultural adaptation and linguistic validation

Cross-cultural adaptation is the process where cultural differences between the original and
target culture is detected and adjusted accordingly, so that the two versions has the same
meaning. (47) It is imperative to achieve a balance between linguistic translation and cultural
adaptation when translating an instrument. An important aspect in the assuring of a culturally
adapted version is that the new translation should be tested for comprehensibility and
difficulty in the population where it is intended to be used. This will reveal cultural
differences that needs to be modified, and is a test of understandability, interpretation and

cultural relevance of the translation. (52)

The aim of a translation and cultural adaptation process is to systematically translate and
culturally adapt the original instrument to another culture and language setting, while
preserving conceptual, semantic and operational equivalence. (52) Conceptual equivalence is
the instrument’s ability to assess the same theoretical construct in each culture. Semantic
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equivalence is whether the meaning of each item is the same in the target cultures after
translation of the instrument. (49) Operational equivalence is referring to the method of the
instrument, whether the administration applies equally despite the cross-cultural setting.
Respondent burden, self-disclosure and literacy are factors that can be different across
cultures. (53) Caution has to be taken at this stage, not to lose each language’s uniqueness but
to respect their cultural differences, which in turn lead to target versions appropriately adapted

to the new setting that still holds the validity of the original tool. (51)

An adapted questionnaire should have the same underlying concept and properties as the
original questionnaire. (47) Content validity and cross-cultural validity (both of which is an
aspect of the measurement property of construct validity), is especially important in this
setting. Content validity of an HR-PRO (Health-Related Patient-Reported Outcomes)
instrument is defined according to the COSMIN taxonomy (54) as “the degree to which the
content of an HR-PRO instrument is an adequate reflection of the construct to be measured”.
Cross-cultural validity is defined as “the degree to which the performance of the items on a
translated or culturally adapted HR-PRO instrument are an adequate reflection of the
performance of the items of the original version of the HR-PRO instrument.” To ensure that
the original and the adapted versions have the same properties, the adapted questionnaire
should always be linguistically validated and cross-culturally adapted. This is not a simple
process, and it should be carried out in a carefully manner following a standardized and

defined method for translation and cultural adaptation.

1.4.3 Translation and cultural adaptation of the PG-SGA

The translation process of the PG-SGA to the Norwegian setting has been conducted
according to the International Society for Pharmacoeconomics and Outcomes Research
(ISPOR) guideline “Translation and Cultural Adaptation of Patient-Reported Outcomes
Measures — Principles of Good Practice” (hereby referred to as the ISPOR principles). (52)
This is a framework that describes a consensus of a translation process based on strengths and
weaknesses of existing methodologies. These principles have also been used in the translation
and cultural adaptation to the Portuguese (45), Dutch (55) and Thai (46) setting.

The steps in the translation process according to the ISPOR principles are:

11
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9.

Preparation — preliminary work before the translation can initiate

Forward translation — development of at least two independent translations in the
target language of the original version from the source language

Reconciliation — merging the independent translations into a single forward translation
Back translation — translating the new version back to the source language

Back translation review — comparing the back translated version with the original
Harmonization — comparing all the translated versions with each other and the original
Cognitive debriefing — ensuring that the translation is comprehensible in the target
population

Review of cognitive debriefing results and finalization — reviewing the cognitive
debriefing results against the original

Proofreading — ensuring correction of errors of the new translation to be approved

10. Final report — describing all translation and cultural adaptation decisions

The steps 1 to 6 of this framework have been conducted prior to the commencement of this

master thesis by the management of Lene Thoresen and Sissi Stove Lorentzen. These steps

resulted in a preliminary Norwegian translated version (Appendix 1) of the original English
metric PG-SGA (version 3.22.15).

It is of vast importance to have a validated version of the Scored PG-SGA to use in the

Norwegian setting. The preliminary version is already in use in numerous studies and theses,

and it is therefore urgent to complete the translation and adaptation process to ensure high

quality and a fully culturally adapted Norwegian PG-SGA, which results can be attributed to

the true measurements of the tool.
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2 Aim of master thesis

This master thesis is based on the ISPOR principles and continues the work from step 7 in the
project of translation and cultural adaptation of the PG-SGA to the Norwegian setting. Overall
aim of this master thesis is to perform a cultural adaptation and linguistic validation of the
Norwegian translated PG-SGA.

Specific aims of this master thesis are:

To explore the comprehensibility and difficulty of the Norwegian translated PG-SGA

Short Form as perceived by a group of cancer patients

e To explore the comprehensibility, difficulty and relevance of the Norwegian translated

PG-SGA as perceived by healthcare professionals in the target population

e To perform sub-analyses whether familiarity with or previous experience in use of the
PG-SGA form or whether the healthcare professionals’ type of profession affects the

outcome in evaluating the PG-SGA

e To describe the nutritional risk, using the Norwegian PG-SGA Short Form as a

screening tool, of the participants in the patient group (a pilot study)

e To use the information from the linguistic validation and pilot study to revise and
modify the Norwegian translated PG-SGA into a proposal for a finalized and official

version for use in the Norwegian setting
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3 Methods

3.1 Study design

The cultural adaptation and linguistic validation of the Norwegian translation of the Scored

PG-SGA has a cross-sectional design. This master thesis covers step 7 and step 8 of the

ISPOR principles. These steps were conducted using the metric PG-SGA Norwegian (version

01.18.17, see Appendix 1). Step 7 comprises cognitive debriefing of the new translation with

participants from the target population, which in this context are cancer patients and

healthcare professionals preferably working in an oncology setting. Step 7 also includes an

assessment of content validity with help from experts in the target population. The purpose of

this step is to ensure that the translation is comprehensible and cognitive corresponding to the

target population, and, in addition, ensure equivalence of the translation to the original tool.

The description of how the cognitive debriefing should be performed according to the ISPOR

principles is replicated in Table 1.

Table 1: Step 7 — Cognitive debriefing (ISPOR principles (52)).

Critical Rationale Who should do this? What are the r.'Sks
components of not doing this?
Cognitive To assess the level — The newly translated measure Missing or
debriefing of the of should be tested for cognitive inaccurate data
new translation, comprehensibility  equivalence by the key in- resulting from
usually with and cognitive country person (or another in- respondents’

patients drawn
from the target
population

equivalence of the
translation

To test any
translation
alternatives that
have not been
resolved by the
translators

To highlight any
items that may be
inappropriate at a
conceptual level

To identify any
other issues that
cause confusion

country consultant) on a
group of 5 to 8 respondents in
the target country

Respondents should be native
speakers of the target
language who adequately
represent the target population
(sex, age, education,
diagnosis)

In certain circumstances it
may be appropriate to include
healthy respondents

misunderstanding of
items
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In step 8 — Review of cognitive debriefing results and finalization — the findings of the

debriefing process are incorporated to improve the translation. These findings are to be

reviewed against the original version of the instrument to assure the cultural relevance.

Necessary modifications for improvement of the translated items may be reworded based on

the respondents’ comments. Finally, the clarification should be sought from the developer to

finalize the translation. Table 2 presents the step 8 from the ISPOR-principles. (52)

Table 2: Step 8 — Review of cognitive debriefing results and finalization (ISPOR principles

(52))

Critical
components

Rationale

Who should do this?

What are the risks
of not doing this?

Cognitive
debriefing results
are reviewed and
the translation
finalized

To incorporate
findings of the
debriefing process
to improve the
performance of the
translation

The project manager
reviews the results from
cognitive debriefing and

identifies translation

modifications necessary for
improvement. Items and
response options may be

reworded where

respondents’ comments

justify such changes

Following agreement on
changes between the project
manager and the key in-

country person, the

translation can be finalized

Translation may
include words or
phrases that are not
familiar to or
commonly used by
the respondents

Subsequent data
collected may
include a high level
of missing data, or
may be
inappropriate to
aggregate
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3.2 Participants and recruitment

3.2.1 Target population of the PG-SGA

As the PG-SGA has both a patient generated and a professional component, the target
population is both patients and healthcare professionals. This study therefore includes one
group of patients and one group of healthcare professionals. The recruitment of patients took
mainly place on Vardesenteret at St. Olavs hospital in Trondheim. Healthcare professionals
were recruited from hospitals in several cities in Norway — Trondheim, Oslo, Tromsg, Bergen

and Stavanger.

3.2.2 Patient group

The patient group consisted of patients with a cancer diagnosis to ensure a homogeneous
population. The inclusion criteria were: Patients or former patients with any diagnosis of
cancer that were Norwegian speaking and above 18 years of age. Those of which had aphasia
and cognitive impairment (score <24 on MMSE (56)) were to be excluded. To be currently
under treatment was not set as a criterion. This is because of the purpose of this master thesis
to be a cultural adaptation and linguistic validation, and not having the assessment for

malnutrition as the main aim.

The participants for the patient group were recruited between January and June 2017. The
main part of the patient group recruiting took place on Vardesenteret at St. Olavs hospital in
Trondheim. At Vardesenteret, cancer patients can meet other patients or volunteers that had
experienced cancer themselves, participate in courses or just enjoy a cup of coffee and/or a
meal without the “feeling of a hospital setting”. The recruiting at Vardesenteret was done by
the master student and discretion and caution were endeavored to avoid intruding vulnerable
people in a difficult time. The patients who visited the VVardesenteret was all (with a few

exceptions) asked to participate in this study in person by the master student.

Patients were also recruited from St. Olavs hospitals’ Cancer Clinic in Trondheim and from

other volunteers who met the inclusion criteria.
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3.2.3 Healthcare professional group

The composition of the group of healthcare professionals was attempted to be
multidisciplinary and consisting of clinical dietitians, physicians, nurses and students in these
fields. They were preferably nurses and physicians working with patients diagnosed with
cancer and clinical dietitians working in a clinical setting. It was implied that the healthcare
professionals working in Norwegian hospitals were speaking Norwegian, and therefore no

other inclusion/exclusion criteria were made.

Recruiting of healthcare professionals took place between January and August 2017. The

origin of recruitment is displayed in the illustration in Figure 5.

St. Olavs hospital, n = 51

Nurses: 25

oUS,n=14 +  Physicians: 17 UNN.n=9

Nurses: 12 ¢  Clinical dietitians: 6 Nl’n'ses: 4

Physicians: 1 +  Students, other: 1 Physicians: 3
Clinical dietitians: 1 l Clinical dietitians: 2
Haukeland, n =1 n=92 KEFF, n=3§
Clinical dietitian: 1 ¢  Nurses: 42 ¢ Clinical dietitians: 5
¢ Clinical dietitians: 26

* Physicians: 21
* Students: 3

~
Innlandet, n =2 / SUS, n=6
¢ Nurse: 1 ¢ Clinical dietitians: 6
¢ Clinical dietitian: 1 T

o1

7

AHUS,n=2

Domus Medica, n =2 Clinical dietitians: 2

Students,
clinical nutrition: 2

Figure 5: Illustration of the healthcare professional’s origin of recruitment.

OUS = Oslo Universitetssykehus (University hospital), UNN = Universitetssykehuset i Nord-
Norge (University Hospital of Northern Norway), KEFF = Kliniske ernzringsfysiologers
forbund (Association of Clinical Dietitians in Norway), SUS = Stavanger
Universitetssykehus, AHUS = Akershus Universitetssykehus.
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3.3 Variables and measurement

3.3.1 Preparation of the study

Separate questionnaires were made to assess outcome and background variables for both
groups. The “Templates for Questionnaire” for patients and professionals from Pt-Global and
Hanze University of Applied Sciences (57, 58) were used as a guideline, but the layout was
adjusted and the text was taken from the Norwegian translated PG-SGA (15-004 v01.18.17).
The PG-SGA Short Form was divided into 42 items, which was to be evaluated by both the
patient group and healthcare professionals group. The professional component on page two of
the PG-SGA was divided into 39 items. This part was only evaluated by the healthcare
professionals. The questionnaire for the healthcare professionals was tested by a cancer nurse
before the commencement of the study. See Appendices 1-4 for the Norwegian translated
PG-SGA version used in the linguistic validation and pilot study, the study information sheet
for the participants and the final questionnaires for the patient group and the healthcare

professionals group.

In the questionnaire for the patient group, data on sex, age, level of education, current
profession status, medical diagnosis, date of cancer diagnosis, type of treatment and whether
they were currently under treatment was collected in the questionnaire. From the healthcare
professionals, data on current profession, years of working experience in current profession,

and familiarity and clinical experience with the PG-SGA was collected.

3.3.2 Mini Mental Status Evaluation

The patients underwent a Mini Mental Status Evaluation (MMSE) to map their cognitive
status. This is a screening tool for assessing cognitive aspects of the mental function of a
subject where reliability and validity is documented. (56) An official revised standardized
Norwegian version of MMSE (MMSE-NR3) was used. This version consists of 20
questions/tasks the subject is to answer/perform. Maximum score is 30 points. See Appendix
5 for the MMSE-NRS3 form. A score below 24 indicates a cognitive failure, a reading- or
writing disability or other conditions that may affect the test results. The cut-off was set to 24

to exclude the participants with conditions that could interfere with understanding the PG-
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SGA form for other reasons than the language and layout itself. The cognitive evaluation was

performed one-to-one by the student in a private room.

3.3.3 The linguistic validation

Three constructs were used to evaluate the items in the Norwegian translated PG-SGA (15-
004 v01.18.17). See Table 3 for more operationalization and explanation of these constructs.

1. Comprehensibility — how clearly is the item described to the respondent?

2. Difficulty — how difficult is it to understand the item, does the respondent need more
knowledge or information to be able to answer the item?

3. Relevance (content validity) — does the respondent consider the item relevant to the

concept of malnutrition? Relevance is evaluated by only healthcare professionals.

Table 3: Operationalization of comprehensibility, difficulty and relevance. As described,
with minor modifications, in the Study Protocol Template of Pt-Global and Hanze University
of Applied Sciences. (59)

Construct Operationalization Explanation Target
population
Comprehensibility Item Low item comprehensibility Patients and
Comprehensibility  index (I-Cl) indicates the healthcare
Index (I-CI) item is not clearly described professionals
to the respondent
Scale Overall comprehensibility
Comprehensibility  level of the instrument
Index (S-CI)
Difficulty Item Difficulty A low score for the item Patients and
Index (I-DI) difficulty index (I-DI) healthcare
indicates the respondent professionals

experiences much difficulty
and is in need for more
knowledge or information
to be able to answer the

item
Scale Difficulty Overall difficulty level of
Index the instrument

(S-DI)
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Construct Operationalization Explanation Target

population
Relevance Item Content Low item content validity =~ Healthcare
Validity Index index (I-CVI1) indicates the  professionals

(I-CVI) respondent does not
consider the item very
relevant to the concept of

malnutrition
Scale Content Overall perceived relevance
Validity Index of the instrument to the
(S-CVI) concept of malnutrition

All three constructs were tested by a four-point Likert scale. This is done to avoid a neutral
midpoint and to be able to dichotomize the results for each item. The four points on the Likert

scale is displayed in Table 4.

Table 4: Likert scale points for the constructs — comprehensibility, difficulty and
relevance.

Likert scale points Comprehensibility  Difficulty Relevance
1 Very unclear Very difficult Very irrelevant
2 Unclear Difficult Irrelevant
3 Clear Easy Relevant
4 Very clear Very easy Very relevant

In the questionnaire for the patients (see Appendix 3), the Likert scale with the two constructs
comprehensibility and difficulty were separated so that the patients had to evaluate the items
in PG-SGA SF one construct at a time. An open-ended question was given at the end of each

construct section where they could further elaborate their answers and give comments.

For the healthcare professionals (see Appendix 4), all three constructs were displayed and
were to be evaluate at the same page. This was to make it as feasible and short as possible to
complete. The healthcare professionals had a comment section after every Box and
Worksheet. The healthcare professionals were to get a copy of the Norwegian translated PG-
SGA as support, in addition to the text from the PG-SGA being in the questionnaire. Forms

were distributed in person, by mail and e-mail.
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3.3.4 The pilot study of the PG-SGA Short Form

In the Norwegian translated PG-SGA (15-004 v01.18.17, Appendix 1), the patients were to

fill out Boxes 1-4 which includes weight history, information about food intake, symptoms

that potentially interferes with dietary intake, and activities and function level. The

participants were given instructions to report their status at the time of completion of the

form, even if they were not currently under treatment of cancer at the time of the study.

Description of the Boxes 1-4 and the scoring can be summarized like this:

Box 1 — Weight history: Current weight and weight history — one month and
six months ago — is reported by the patient. This box includes also the patient
reporting his/her height (for BMI calculation) and whether the weight has
decreased, increased or not changed the last two weeks (acute weight changes).

Scoring: If decreased weight last two weeks — 1 point. In addition, up to 4
points according to the weight loss, scored in Worksheet 1 of page two of the

PG-SGA, which is to be transferred and added to Box 1. Maximum 5 points.

Box 2 — Food intake: Food intake the past month is compared to the normal
intake. If the food intake is less than usual, the patients are to report what type

of food they are currently taking.

Scoring: Not additive, the box with the highest score is used. Maximum 4

points.

Box 3 — Symptoms: The patient is to check the box(es) of all the symptoms

that apply, that have had a nutritional impact over the past two weeks.
Scoring: Additive points for all the boxes checked. Maximum 24 points.

Box 4 — Activities and Function: Activity and function level the last month is
divided into five levels (based on the Eastern Cooperative Oncology Group;
ECOG — performance status) from normal with no limitations to pretty much
bed ridden.

Scoring: Points given are equal to the box checked. Maximum 3 points.
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The PG-SGA Short Form results in a total score of maximum 36 points (= score A). See

Figure 6 for a graphical description of the point scores for the PG-SGA Short Form.

If the whole PG-SGA form is used in the assessment (both Short Form and professional part),
the score from PG-SGA Short Form will make up the score A to be transferred to the next
page and added to the three scores (B, C and D) from the professional part. The scores A-D is
then summarized and makes the total PG-SGA score, for use in the nutritional triaging and

determining the nutritional intervention.

3 r j
Box 1: Weight
«  Current weight .
+  Weight one month ago 0 - 5 p()lnts
+  Weight six months ago
+  Weight change last two weeks
s| \ 2
o - ™)
O Box 2: Food intake
h + Food intake past month .
F *  Type of food currently 0 - 4 p()lnts
m taking
=1 /
= 4 N
[/ ») Box 3: Symptoms
«  All symptoms with a .
< nutritional impact last two :> 0 - 24 pOlntS
U weeks
UIJ G J
(@) " A
[« Box 4: Activities and
Function .
* Activity and function level © 0 - 3 p01nts
the past month
o J

Figure 6: PG-SGA Short Form and scoring of points. PG-SGA Short Form gives
maximum 36 points. The scoring of current weight loss (in relation to one month ago, six
months ago if weight for one month is not available) is done in Worksheet 1 of the PG-SGA
and this score is transferred to the Box 1 and added to an extra point if weight loss last two
weeks.

3.3.5 The professional part of the Scored PG-SGA

In the professional part on page two of the PG-SGA, a physician, dietitian or nurse is to assess
and evaluate the patient’s diagnosis, metabolic demands and perform a physical examination.

To complete Box 1 in the pilot study of the PG-SGA Short Form, the scoring of weight loss in
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Worksheet 1 was calculated for each of the participants in the patient group. The remaining
Worksheets (2-5) of the professional part was not performed in the patient group, but since

the healthcare professionals assessed the method, it is described for informative purposes.

The components in the professional part consists of five “Worksheets” and the “Nutritional

Triage Recommendations”:

e Worksheet 1 — Scoring Weight Loss: The patient’s reported weight data in Box 1 is
used by the healthcare professional to score weight loss. The score is based on
percentage weight loss the last month. If data for one month is missing or not

available, data for six months is used.

Scoring: This score is transferred to Box 1 on page one and added to an extra point if

weight is lost the last two weeks (=score A).

e Worksheet 2 — Diseases and its relation to nutritional requirements: The
conditions cancer, AIDS, pulmonary or cardiac cachexia, chronic renal insufficiency,
presence of decubitus, open wound or fistula, presence of trauma and/or age greater
than 65, gives each a point. Other conditions with relation to nutritional requirements
gives also a point each.

Scoring: No maximum score (= score B).

e \Worksheet 3 — Metabolic Demand: Metabolic stress is scored based on fever

intensity or duration and the use of corticosteroids.
Scoring: Maximum of 6 points (= score C).

e Worksheet 4 — Physical Exam: An evaluation of the patients’ status of several
muscles, fat stores and fluid status as perceived by the healthcare professional, results

in an overall score.
Scoring: Maximum of 3 points (= score D).

o Worksheet 5 — PG-SGA Global Assessment Categories. Evaluation based on the
characteristics of reported weight, nutrient intake, nutrition impact symptoms,

functioning and assessment of physical status.
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Categorizing: Places the patient in one of three stages (A = well-nourished, B =

moderate/suspected malnutrition and C = severely malnourished).

e The Nutritional Triage Recommendations: Gives a triage based on the total point
score of the PG-SGA. The triage is divided in four sequential stages from no
intervention required (0-1 point) to a critical need for symptom management and/or

nutrient intervention (> 9 points).

The professional part of the PG-SGA results in three numerical scores and a categorical score.
Score B from Worksheet 2, score C from Worksheet 3 and score D from Worksheet 4. These

scores (B-D) are summarized and added to the score A from PG-SGA Short Form.

The categorical score is a nutritional stage category. Stage A = well-nourished, stage B =
moderately/suspected malnourished or stage C = severely malnourished. See Figure 7 for a
graphical display of the professional part of the PG-SGA’s scoring of points and determining
of a Global Assessment Category. See Figure 3 for a further elaboration of the staging in the
PG-SGA Global Assessment Categories.

a )
Worksheet 1: Scoring weight loss

Current weight .
Weight one month ago 0 —_ S polnts
Weight six months ago

Weight change last two “’eﬁ‘k; Worksheet 5 — PG-SGA Global Assessment Categories

b

Weight * Nutrient intake « Nutrient impact

 CT—— —
Worksheet 2: Diseases and its relation symptoms

to nutritional requirements . Functioning . Physjca] Exam
+ Cancer, AIDS, pulmonary or cardiac .

cachexia, chronic renal insufficiency 0 — X polnts
+ Decubitus, open wound or fistula,

presence of trauma and/or age greater
§_than 65. Other relevant conditions. _J

> N < U ¢

‘Worksheet 3 — Metabolic Dema
»  Fever intensity or duration . Stage A Stage B Stage C
Use of corticosteroids :> 0 - S polnts Well nourished Moderate/suspected Severely

malnutrition malnourished

S v

e A
Worksheet 4 — Physical Exam

+  Muscle status .
»  Fat store status :> 0 - 3 p01nts

*  Fluid status
\ J y

PG-SGA PROFESSIONAL PART

Figure 7: PG-SGA professional part on page two and scoring of points. Weight change
last two weeks (Box 1) is added to the point score from the weight loss in Worksheet 1 and
total point score is entered in Box 1.
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3.4 Study size

The goal was to reach 100 participants in both the patient and healthcare professionals group.
This was based on the recommendation from the Study protocol template made by Pt-Global
and Hanze University of Applied Sciences were it was stated that for a linguistic validation, a

sample size of n > 100 was recommended. (59)

3.5 Data preparation and analysis

3.5.1 Statistics and data presentation

Data from the questionnaires and the pilot study of the PG-SGA Short Form were entered in
Office Excel 2016 for Windows (Microsoft, Redmond, Washington, USA) and transformed

into variables that were imported in Statistic Package for the Social Sciences (SPSS) version
24.0 for Windows (SPSS, Inc., Chicago, Illinois, USA). Statistical analyses were performed

by using SPSS. The level of statistical significance was set at a p-value of < 0.05 for all

analyses. Calculation of the index scores for the 81 items was done in Excel.

In SPSS, the “exclude cases pairwise”-option was chosen for all analyses. This excludes only
the persons who have missing data necessary for the specific analysis in question. Similarly,
patients and healthcare professionals’ non-response to items was excluded from the
calculation of the index scores item for item in Excel. This may result in a different number of

participants for the different variables and items.

Normality was tested on demographic variables using a combination of Kolmogorov-
Smirnov, Shapiro-Wilk test, histograms and normal Q-Q plots. The independent sample t-test
was used for normally distributed variables. Non-normally distributed variables, were tested
using the Mann-Whitney U test (when comparing two groups) and the Kruskal Wallis test
(when comparing more than two groups). The Mann-Whitney U test was used for comparing

variables with statistical significant results on the Kruskal Wallis test.

Continuous variables are presented as means with standard deviation (SD) and minimum and

maximum range if normally distributed or medians with interquartile range (25" and 75"
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percentile) and minimum and maximum range if not normally distributed. Categorical

variables are presented as frequencies (number) and percentage.

The linguistic validation with all item and scale indices are displayed in tables. The items are
presented in Norwegian, as they were displayed in the questionnaires and evaluated by the
participants. Missing values for each item is displayed in separate tables in Appendix 6 for

the patient group and Appendix 7 for the healthcare professionals group.

Selected comments, from the open comment sections of the questionnaires, are presented in
comment boxes to reflect and substantiate the scoring indices and give an indication of the
most prominent opinions of the Norwegian patients and healthcare professionals. The
comments are not processed or changed, they are transferred from handwritten text into
Office Word 2016 for Windows (Microsoft, Redmond, Washington, USA). All comments are
to be displayed as the participants wrote them. For all comments see Appendices 8 and 9 for
the patient group and the healthcare professionals group, respectively. The healthcare

professionals’ comments are sorted by profession.

3.5.2 Background variables

A BMI variable was calculated for the patients based on height and weight (kg/m?) reported
in the PG-SGA Short Form, and grouped after the BMI ranges of WHO. (60)

The patient’s reported diagnoses were grouped in categories based on the “Norwegian
medicinal handbook’s” classification of treatment of cancer diseases: Gastrointestinal cancer,
lung cancer, breast cancer, gynecological cancer, urological cancer, thyroid cancer, malignant
melanoma, sarcoma, leukemia, malignant lymphoma and multiple myeloma. (61) The last
three were merged into one group termed “cancer in blood cells”. In the table the number of

patients in each group is displayed.

The patient variable “time since diagnosis” was calculated as number of months after the
diagnosis, counted from the first month after the diagnosis including the month of the
completion of the questionnaire. Six patients had only a year (i.e. 2001) stated as the time of
diagnosis, and these became missing values. If they had more than one date of diagnosis, the

earliest date was used.
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3.5.3 The linguistic validation

Excel was used to calculate the indices for the three constructs comprehensibility, difficulty
and relevance. The index of each construct is calculated from the proportion of participants
rating the item as 3 or 4 on the four-point Likert scale (the proportion giving a positive
rating). Scores of 1 and 2 were recoded to 0 in Excel. Similarly, scores of 3 and 4 were
recoded to 1. The item indices were then calculated by taking the number of respondents with

the score 1 and dividing it with the number of respondents.

The scale index of each construct was calculated by averaging all the item indices for the
respective construct. The patient group evaluated only the PG-SGA Short Form, and their
scale indices is therefore referring to this part of the PG-SGA. For the healthcare
professionals, a separate scale index was calculated for PG-SGA Short Form and the

professional component, in addition to a total scale index for the whole PG-SGA.

An item index > 0.78 was considered excellent, and an item index < 0.78 requires further
analysis of the item. A scale index > 0.80 — 0.89 was considered acceptable, and a scale index

> 0.90 was considered excellent. (62)

3.5.4 The pilot study of the PG-SGA Short Form

The patients’ point scores for Box 1-4 in PG-SGA Short Form, were calculated and entered in
Excel, before they were transformed and inserted as variables in SPSS for analysis. The point
scores were entered both unadjusted and adjusted to reflect a correct use of the PG-SGA Short
Form. When adjusting the scoring points, the teaching document from Pt-Global, that gives
instructions on how the patients should complete the PG-SGA Short Form, was used. (63) For
example, the patients that reported “unchanged” or “more than usual” on food intake in Box
2, did not get any points even if they had further checked the box “normal food but less than

normal amount”.
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3.6 Ethics

This study was recognized by the regional ethical committee (Regional komité for medisinsk
og helsefaglig forskningsetikk = REK) as a quality-assuring project. Quality assurance
projects are not covered by the scope of the Health Insurance Act, and are therefore not
required to submit information to REK (2016/2027/REK sgr-gst A).

The study was performed in agreement with the ethical principles of the University of Oslo,
St. Olavs hospital and the Declaration of Helsinki. (64) It was voluntary to participate in the
study. Participants indirectly gave their informed consent by submitting the questionnaire

(patients and healthcare professionals) and completed PG-SGA Short Form (patients).

28



4 Results

4.1 Patient group characteristics

In the patient group, a total of fifty-one participants completed the questionnaire and the PG-
SGA Short Form. Due to a missing score of cognitive function (Mini Mental Status
Evaluation; MMSE), four patients were excluded. The remaining forty-seven patients had a
MMSE-score > 24 (mean 27.9) which was the chosen cut-off. As presented in Table 5, the
distribution of sexes in the patient group were 75 % women and 25 % men. The mean age
was 54.7 years, ranging from 18 to 80 years old. Median time since diagnosis was twelve
months. The patients had a mean BMI of 24.5 kg/m?. Most of the patients were in the normal
(48 %) and pre-obesity (41 %) range based on BMI. Further information about the patients’
distribution based on BMI is presented in Table 6.

Table 5: Characteristics of the patient group.

Variables Mean (SD) Range
Age, years (n = 47) 54.7 (17.1) 18 - 80
BMI, kg/m? (n = 46) 245 (4.1) 15.4-35.9
Time since diagnosis, months (n = 39) 12 (6.0, 37.0)* 2-211
MMSE-NR3 score 28 (26, 30)* 24 - 30
Sex (n =47) Number (n) Percentage (%)
Men 12 25.5
Women 35 74.5

*because of non-normality distribution median and 25th and 75th percentile is presented
BMI = Body mass index, MMSE-NR2 = Mini Mental Status Evaluation, SD = Standard deviation

Table 6: The patients categorised by BMI (n = 46).

BMI group* BMI range (kg/m?) Number (n) Percentage (%)
Underweight <185 2 4.3

Normal weight 18.5-24.9 22 47.8
Pre-obesity 25-29.9 19 41.3

Obesity class 1 30.0-34.9 2 4.3

Obesity class 11 35.0-39.9 1 2.2

Obesity class 11 >40.0 0 0

*As defined by World Health Organization (60)
BMI = Body mass index
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This is a well-educated group, with 60 % with a higher degree from college or university.
Concerning work status, 36 % of the patients were working or on sick leave from their current
employment at the time of the completion of the questionnaire and PG-SGA Short Form,

34 % were retired and the rest on disability pension, unemployed or studying. Figure 8

displays education (a) and working status (b) in the patient group.

m  Working/on sick leave
= Unemployed

®  Primary and lower secondary school m Disability pension

= Upper secondary school B Retired

®m  University and higher education ®m  Student

m  Other m  Other

Figure 8: (a) Education (n = 45) and (b) work status (n = 47) within the patient group.

The distribution of the patients’ reported cancer diagnoses in the questionnaire is graphically
presented in Figure 9. Breast cancer was the most frequent group of cancer diagnosis,
including 40 % of the patients. Second was cancer in blood cells (leukaemia, malignant
lymphoma and multiple myeloma) counting for 12 %. Less frequent diagnoses were
gastrointestinal cancer, urological cancer, gynaecological cancer, cancer in head and neck,
lung cancer, malignant melanoma, thyroid cancer and sarcoma. The cancer diagnosis of six of

the patients is unknown due to missing reporting in the questionnaire.
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Figure 9: The distribution of reported cancer diagnosis within the patient group (n =
41). Leukaemia, malignant lymphoma and multiple myeloma is merged in one group as

“Cancer in blood cells”.

At the time of the completion of the questionnaire and PG-SGA Short Form, 15 (34 %) of the
patients were currently under treatment. The most common treatment regime (previous or
current), reported by 12 (26 %) of the patients, was a triple combination of radiation therapy,
chemotherapy and surgery. Next, eight (17 %) patients reported a combination of
chemotherapy and surgery, five (11 %) with radiation therapy and chemotherapy, and two (4
%) stated radiation therapy and surgery. Furthermore, 14 (31 %) patients had/were
undergoing single treatment with either radiation therapy, chemotherapy or surgery. Only two
(4 %) of the patients had not undergone treatment at all.

4.2 Healthcare professionals group characteristics

There were 91 healthcare professionals in the study, which included nurses, clinical dietitians,

physicians and students. The mean number of years of experience within their respective
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fields was 13.8 years, with a range from 0 to 37 years. As many as 40 % of the healthcare
professionals were already familiar with the PG-SGA from literature, courses or other
sources. However, 71 % (of the healthcare professionals already familiar with the PG-SGA)
reported that they had not used it themselves in clinical practice. Further details about the

demographic variables in the healthcare professionals group are displayed in Table 7.

Table 7: Demographic variables in the healthcare professionals group.

Variables Number (n) Percentage (%)
Profession (n = 92)

Nurse 42 46

Clinical dietitian 26 28

Physician 21 23

Student, clinical nutrition 2 2

Student, other 1 1

Familiarity with PG-SGA (n = 88)

Yes, from literature 12 13.6
Yes, been on course 1 1.1
Yes, other 22 25
No 53 60.2

Experienced clinical use of PG-SGA (n =91)

Yes, on patients 5 55
Yes, observed 1 1.1
Yes, other 5 55
No 80 87.9

4.3 The cultural adaptation and linguistic validation
of the Norwegian PG-SGA

The patients evaluated the 42 items in the PG-SGA Short Form (Boxes 1-4) in terms of
comprehensibility and difficulty of the language in the form. The healthcare professionals
evaluated comprehensibility and difficulty, in addition to the relevance in terms of assessing
nutritional status in patients of all the items on both PG-SGA Short Form and the 39 items in
the professional component on page two (the Worksheets 1-5 and the Nutritional Triage

Recommendations).
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A summary of scale indices for both the PG-SGA Short Form, the professional part and total
for the whole PG-SGA are shown in Table 8. The individual indices for each of the items in
PG-SGA Short Form for both the patient group and healthcare professionals group are
presented in Table 9. For the professional part on page two, the individual item indices are
displayed in Table 10.

Table 8: Total scale indices of the PG-SGA for the patient and the healthcare

professionals group.

Patient group (n = 47*) Healthcare professionals (n = 92*)

Part of the PG-SGA S-CI S-DlI S-ClI S-DlI S-CVI
PG-SGA Short Form 0.99 0.97 0.95 0.92 0.99
Professional part** 0.78 0.66 0.92
Total scale index 0.87 0.80 0.96

*Total number of registrations for each of the items can be lower because of missing data.
**The professional part consists of Worksheets 1-5 and the Nutritional Triage Recommendations.
S-CI = Scale Comprehensibility Index, S-DI = Scale Difficulty Index, S-CVI = Scale Content Valitidy Index.

4.3.1 PG-SGA Short Form

The total comprehensibility and level of difficulty of the PG-SGA Short Form as perceived by
the patients were considered excellent (> 0.90, see Table 8). No significant differences were
found based on sex, whether they were currently under treatment, level of education or

working status in any of the items (data not shown).

The healthcare professionals’ total perceived comprehensibility, level of difficulty and
relevance of the PG-SGA Short Form were also excellent (> 0.90, see Table 8). However,
three of the individual item scores in the PG-SGA Short Form were < 0.78 in the healthcare
professionals group and needs further investigation. All item indices from the patient group
and healthcare professionals group for the PG-SGA Short Form are shown in Table 9.
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Table 9: Comprehensibility index (I-Cl), difficulty index (I-DI) and content validity index (I-CV1) for all Norwegian translated items in

the PG-SGA Short Form.

Items Patient group (n = 47*) Healthcare professionals group (n = 92%)
1-Cl 1-DlI 1-Cl 1-DlI I-CVI
Box 1: Weight
Oppsummering av min navarende og tidligere vekt 0.94 1.00 0.87 0.83 0.96
Jegveiernaca. ___ kilo 1.00 0.96 0.99 0.96 1.00
Jegerca. _ cmhgy 1.00 1.00 0.99 0.97 1.00
For én maned siden veide jegca. _ kilo 1.00 0.98 0.99 0.81 1.00
For seks maneder siden veide jegca. __ kilo 1.00 0.90 0.99 0.70 1.00
| lgpet av de siste ukene har vekten min: 1.00 0.96 0.95 0.91 0.99
gatt ned 0.98 0.96 0.99 0.92 0.98
ikke endret seq (o 0.98 0.96 0.98 0.91 0.98
gkt () 0.98 0.96 0.99 0.92 0.98
Box 2: Food intake
?izgrpneénnlé%r;tsrgﬁi mitt vanlige inntak vil jeg ansla matinntaket den 0.96 0.91 0.93 0.90 0.99
uendret () 1.00 0.92 0.98 0.95 1.00
hagyere enn vanlig 1.00 0.96 0.96 0.92 1.00
lavere enn vanlig 1.00 0.94 0.97 0.91 1.00
Jeg inntar na normal mat, 0.94 0.88 0.59 0.70 0.95
men mindre enn vanlig mengde 0.96 0.94 0.87 0.82 0.98
lite fast fade () 0.98 1.00 0.88 0.86 0.98
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Items

bare vaeske (3

bare neeringsdrikker

svert lite av noe som helst (4

kun sondeernaring eller intravengs ernaring (o

Box 3: Symptoms
Jeg har falgende problemer som har hindret meg i a spise nok i lgpet

av de siste to ukene (kryss av for alle som passer)

ingen problemer med 4 spise ()
ingen appetitt, falte ikke for & spise

kvalme

oppkast @)

forstoppelse

diaré )

sar i munnen ()

munntarrhet

ting smaker rart eller ingenting
lukter plager meg (1,

faler meg raskt mett

problemer med a svelge )

Patient group (n = 47*) Healthcare professionals group (n = 92%)

I-Cl I-DlI I-Cl I-DI I-CVI
1.00 1.00 0.92 0.93 0.99
1.00 1.00 0.97 0.97 1.00
1.00 1.00 0.90 0.92 1.00
1.00 1.00 0.97 0.98 1.00
0.96 0.98 0.95 0.93 1.00
1.00 1.00 0.96 0.94 1.00
0.98 0.96 0.97 0.98 1.00
0.98 0.98 1.00 1.00 1.00
1.00 1.00 1.00 1.00 1.00
0.98 0.98 0.99 0.98 1.00
1.00 1.00 0.99 0.99 0.99
0.98 0.98 1.00 1.00 1.00
1.00 1.00 1.00 0.99 1.00
1.00 0.98 0.92 0.96 0.98
1.00 1.00 0.97 0.97 0.98
1.00 1.00 1.00 0.98 0.99
0.98 1.00 1.00 1.00 1.00
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Items

utmattethet ;)

smerter; hvor?

annet** (,

Box 4: Activities and Function
| Igpet av den siste maneden vil jeg beskrive aktivitetsnivaet mitt som

normalt uten begrensninger (

ikke mitt vanlige jeg, men i stand til & veere oppe og gjgre normale
aktiviteter ()

faler meg ute av stand til det meste, og ligger til sengs eller sitter i en
stol mindre enn halve dagen ()

liten evne til & utfgre aktivitet, og tilbringer det meste av dagen i
sengen eller i en stol )

stort sett sengeliggende, er sjelden ute av sengen (3

Patient group (n = 47*) Healthcare professionals group (n = 92%)

I-Cl I-DlI I-Cl I-DI I-CVI
1.00 0.98 0.88 0.89 0.98
1.00 1.00 0.97 0.95 0.98
0.96 1.00 0.95 0.87 0.99
1.00 0.98 0.96 0.95 1.00
0.96 0.94 0.99 0.99 1.00
0.94 0.96 0.91 0.93 0.99
0.98 0.98 0.81 0.83 0.98
1.00 0.98 0.95 0.92 1.00
1.00 1.00 0.99 0.97 1.00

*total number of registrations for each of the items can be lower because of missing data
The items with scores less than 0.78 (marked in bold) needs further analysis.
I-Cl = Item Comprehensibility Index, I-DI = Item Difficulty Index, I-CVI = Item Content Valitidy Index
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For PG-SGA Short Form, the first item with index < 0.78, is the healthcare professionals’
perceived difficulty level of the patients’ capability of knowing their weight six months ago
(I-D1'=0.70) in Box 1. In the open comments section some healthcare professionals pointed
out that the patients usually don’t weigh themselves before they enter a “patient role” and get
weighed by healthcare personnel. They commented that reporting previous weight can
therefore be difficult and prone to error. Example of remarks by the healthcare professionals

in the open section in the questionnaire are found in the box of comments below (Comments

1).

«Mange har lite oversikt over vekten sin mnd tilbake i tid, spesielt hvis de har
veert frisk inntil nylig.»

Nurse

«Vanskelig a svare "riktig" pa 1 mnd og 6 mnd for pasienter.»

Physician

«Spm 1, oppsummering --> Er ein ute etter eit tal eller skal ein skildre med ord
vekta si?

*\/ekta til pasientane i fortida kan vere vanskelig a vite da i alle fall eg opplever

at pasientane ofte ikkje veit detta, kanskje dei ikkje har vekt heime og/eller at de

ikkje er opptekne av dette. At det er andre aspekt ved sjukdomen som opptar dei
meir.»

Nurse

Comments 1: “Box 1: Weight”. Examples of some of the remarks by healthcare
professionals in the open comment section in the questionnaire.

Further, the healthcare professionals’ item indices for both comprehensibility and difficulty
for the first part of the phrase “Jeg inntar na normal mat” were also < 0.78 (I-C1 = 0.59 and I-
D1 =0.70, respectively, see Table 9). This item is found in Box 2 of the PG-SGA Short Form.

37



The open comments section in the questionnaire for this Box reflected unclarity about using
the word “normal”. Some of the healthcare professionals suggested that the Norwegian word
“vanlig” was more suitable in this setting. Several of the healthcare professionals commented
that words, like “matinntak”, “inntar na”, “heyere”, “lavere” and “fast fode”, used in the PG-
SGA Short Form needed to be more “common language” and less technical. Examples of
such comments is presented in the box of Comments 2 below. Some of the healthcare
professionals also had remarks on the layout in “Box 2: Food intake”. One clinical dietitian
experienced in the clinical use of the PG-SGA commented that, many patients did not
understand that they were to fill out the “I am now taking”-section only if they checked the
“less than usual”-box. This clinical dietitian’s comment is presented at the bottom of

Comments 2.
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«Forslag til endring: Jeg inntar na vanlig mat, men i mindre mengde enn jeg
pleier.»

Clinical dietitian

«"hgyere enn vanlig" --> mer enn vanlig.
"lavere enn vanlig" --> mindre enn vanlig.
"Inntar normal mat" --> bedre med spiser vanlig mat.»

Clinical dietitian

«Uklart om man skal svare pa resten i Boks 2 v/ svar "uendret".»

Patient

«Det er uklart om oppfelgingsspgrsmal kun skal besvares ved redusert
matinntak. Ville skrevet "jeg spiser nd vanlig mat ..."»

Physician

«Opplever at mange ikke forstar at "normal mat, men mindre enn vanlig
mengde" bare skal krysses av hvis matinntak er "lavere enn vanlig”. Om mulig
bar det tydeliggjeres: "HVIS lavere enn vanlig" forst.»

Clinical dietitian

Comments 2: “Box 2: Food intake”. Examples of some of the remarks by one patient and
some of the healthcare professionals in the open comment section in the questionnaire.

In “Box 3: Symptoms”, all item scores were > 0.90 except from healthcare professionals’
perceived comprehensibility and difficulty in the item “utmattethet”, and perceived difficulty

of the item “annet**”. However, this was not a subject in the comment section except from
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one suggestion on replacement of “utmattethet” to “mangel pa energi”. The word “ting” in the
item “ting smaker rart eller ingenting” were remarked by several healthcare professionals to
be changed to be about food or drink.

When it comes to “Box 4: Activity and function”, the healthcare professionals perceived
comprehensibility and difficulty of the item “fgler meg ute av stand til det meste, og ligger til
sengs eller sitter i en stol mindre enn halve dagen” was markedly lower than the other items.
Here the commenting was about the difficulty to see the difference among the last three items.
Particularly the items “fgler ikke for a gjare noe serlig...” and “liten evne til & utfere
aktivitet...” was reported difficult to separate. Remarks were made on the supposedly too
direct translation of “not my normal self”. Example of these comments are displayed in the

box of Comments 3.
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«Opplever at de aller fleste svarer alternativ "ikke mitt vanlige jeg, men i stand
til & vaere oppe og gjere normale aktiviteter" terskelen er hgy for neste
alternativ “fgler meg ute av stand til det meste!! Osv". Synes de to siste

alternativene er veldig like. Kunne det gatt an a gjare alternativ "faler meg ute

av stand til det meste” litt mildere. F.eks: Redusert yteevne, tilbringer under
halve dagen i stol eller seng?»

Clinical dietitian

«Spraket ma vaere mer presist.»

Physician

«"foler meg ute av stand..." gjelder det psykisk, "liten evne til d utfore...
gjelder det fysisk. Kan veere uklar forskjell pa de to spgrsmalene.»

Nurse

«Skulle veert noe i mellom: "ikke mitt vanlige jeg..." og " fgler meg ute av
stand..."»

Patient

«Boks 4: "liten evne til & utfgre fysisk aktivitet". Skille mellom fysisk aktivitet
(funksjonsevne) og annen (mental aktivitet). Skille klart mellom lyst og evne.»

Patient

Comments 3: “Box 4: Activities and Function”. Examples of some of the comments made
by patients and healthcare professionals in the open comment section in the questionnaire.
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4.3.2 Professional part of the PG-SGA

Healthcare professionals also evaluated comprehensibility, level of difficulty and relevance of
the professional part on page two of the PG-SGA. This part, which comprises “Worksheets 1-
5” and “the Nutritional Triage Recommendations”, was divided in 41 items. The individual
indices for all the items in the professional part are shown in Table 10. All item indices for
the construct of relevance were > 0.78 and therefore considered excellent. Thus, the
healthcare professionals evaluated all items in the professional part to be highly relevant in
screening for nutritional risk and assessing nutritional status in patients. Their evaluation of
comprehensibility and difficulty, however, was markedly lower. In total, 20 items for the
construct of comprehensibility and 24 items for the construct of difficulty, had indices < 0.78.

These items require further investigation.

On a scale level, the professional part was evaluated below the cut-offs of an acceptable level
(> 0.80) for the constructs of comprehensibility (S-CI = 0.78) and difficulty (S-DI = 0.66), but
as highly relevant (S-CVI =0.92) (see Table 8).
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Table 10: Comprenensibility index (I-Cl), difficulty index (I-DI) and content validity index (I-CV1) for all Norwegian translated items

in the professional part of the PG-SGA (n = 92%).

Items 1-Cl I-DI I-CVI
Worksheet 1 — Scoring Weight Loss

Skare for vekttap: For & bestemme skaren bruker du vekttap for 1 maned, hvis tilgjengelig. Bruk data for 6 maneder kun hvis det

ikke finnes vektdata for 1 maned. Bruk poengene nedenfor for a skare vektendring. Legg til ett poeng hvis pasienten har tapt vekt i 0.73 0.67 0.98
lgpet av de 2 siste ukene. Registrer den totale skaren i Boks 1 PG-SGA.

Skare for vekttap 0.82 0.75 0.98
Worksheet 2 — Disease and its relation to nutritional requirements

Sykdom og dens pavirkning pa ernaringsbehov. Ett poeng gis for hver av de falgende tilstander 0.91 0.92 0.99
Kreft 0.97 0.97 0.98
AIDS 0.96 0.97 0.98
Pulmonal eller kardial kakeksi 0.70 0.68 0.99
Kronisk nyresvikt 0.99 0.93 0.98
Liggesar, apent sar eller fistel 0.94 0.92 0.99
Traume 0.89 0.85 0.98
Alder over 65 ar 0.99 0.98 0.93
Alle relevante diagnoser 0.75 0.73 0.94
Primeert sykdomsstadium 0.57 0.58 0.88
Worksheet 3 — Metabolic Demand

Metabolsk behov: Skare for metabolsk stress bestemmes av flere variabler som er kjent for a gke protein- og kaloribehov. NB: Ved

feber gis den hgyeste skare av feber varighet eller temperatur. Skéren legges sammen slik at en pasient som har feber pa > 38.8 °C (3

poeng) i < 72 timer (1 poeng) og er pd 10 mg prednisolon fast (2 poeng), vil f& en sammenlagt skare p& 5 poeng. 0.69 0.67 0.95
Feber 0.96 0.93 0.98
Feber varighet 0.93 0.88 0.98
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Items

Kortikosteroider

Worksheet 4 — Physical Exam

Fysisk undersgkelse: Fysisk undersgkelse omfatter 3 aspekter ved kroppssammensetning: fett, muskel og vaeske. Undersgkelsen er
subjektiv, hvert aspekt av undersgkelsen er vurdert i grader. Tap av muskelmasse pavirker poengskare mer enn tap av fettmasse.
Definisjon av grader: 0 = ingen underskudd, 1+ = lett underskudd, 2+ = moderat, 3+ = alvorlig. Skéren legges ikke sammen. Man
gjer en subjektiv klinisk vurdering av totalt underskudd, inkludert forekomst av vaskeoverskudd/edem.

Muskel status

Tinninger (temporalis muskel)
Krageben (pectoralis & deltoids)

Skulder (deltoids)

Interosseous muskler

Skapula (latissimus dorsi, trapezius, deltoids)

Lar (quadriceps)
Legg (gastrocnemius)

Skére for muskelstatus

Fettlager
Orbitalt fett

Triceps hudfold
Fett over nedre ribbein

Skare for fettunderskudd

Vaeskestatus
Ankelgdem

Sakralt gdem

I-Cl
0.88

0.60

0.61
0.72
0.72
0.51
0.68
0.75
0.73
0.64

0.51
0.65
0.65
0.60

0.83
0.69

I-DlI
0.84

0.26

0.40
0.42
0.45
0.33
0.39
0.51
0.50
0.41

0.32
0.46
0.44
0.33

0.65
0.51

I-CVI
0.96

0.93

0.82
0.84
0.84
0.80
0.85
0.87
0.89
0.86

0.80
0.85
0.85
0.86

0.93
0.87
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Items
Ascites

Skére for vaeskestatus

Worksheet 5 — PG-SGA Global Assessment Categories
PG-SGA Global Vurderingskategorier Kategori A: Velernart; Kategori B: Moderat underernaert/mistenkt
underernert; Kategori C: Alvorlig underernzert

Nutritional Triage Recommendations

Den sammenlagte skaren brukes til & definere spesifikke ernaringsintervensjoner. Dette inkluder symptombehandling og opplering
av pasienter og familie. Symptombehandling kan inkludere farmakologiske intervensjoner og/eller egnet ernzringsintervensjon
(mat, erngringstilskudd, enteral- eller parenteralernzring). Farstelinje ernaringsintervensjon inkluderer optimal
symptombehandling.

Poengskar 0 — 1 Ingen intervensjon er ngdvendig na. Ernaringsstatus ma revurderes pa rutinemessig og
regulaer basis under behandling.

Poengskar 2 — 3 Krever opplaring av pasient og familie av klinisk ernaringsfysiolog, sykepleier eller annen
klinikkmedarbeider. Farmakologisk intervensjon ved behov som indikert ved symptomene (Boks 3) eller
laboratorieverdier.

Poengskar 4 — 8 Krever intervensjon av klinisk ernzringsfysiolog i samarbeid med sykepleier eller lege som
indikert ved symptomene (Boks 3).

Poengskar > 9 Indikerer et kritisk behov for ernaringsintervensjon og forbedret symptombehandling.

I-Cl
0.81
0.72

0.87

0.81

0.95

0.80

0.89

0.92

I-DlI
0.56
0.55

0.81

0.74

0.95

0.81

0.89

0.91

I-CVI

0.92
0.90

0.98

0.98

0.99

0.98

0.96

0.96

*Total number of registrations for each of the items can be lower because of missing data.
The items with scores less than 0.78 (marked in bold) needs further analysis.
I-Cl = Item Comprehensibility Index, I-DI = Item Difficulty Index, I-CV1 = Item Content Valitidy Index.
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In Worksheet 1 — Scoring Weight Loss — the description on how to calculate the score for
weight loss was evaluated low on both difficulty (I-DI = 0.67) and comprehensibility (I-Cl =
0.73). The display of the point scores for weight loss was also considered difficult (I-DI =
0.75). The comments from the healthcare professionals reflected that the text describing how
to calculate the score for weight loss was long and difficult to understand. Many commented
on the use of the word “skére” which is not in the Norwegian language and it was stated as
“un-Norwegian”. Some healthcare professionals displayed confusion with the different
labelling of “poeng” and “numerisk skar” for the same point score and requested a more
unified term. Examples of some of the healthcare professionals’ remarks on Worksheet 1 are

found in Comments 4.

«Spm. 1: Lang tekst kan gjere at noen misforstar skaringssystemet. Har man
forstatt det riktig, er det lett & gjennomfare.»

Clinical dietitian

«Beskrivelsen kunne veert enklere. Synes den er uklar og ma leses flere ganger
fgr man forstar hva som skal gjeres.»

Nurse

«Skjgnner ikke setningen. Bruk enklere sprak, uklart.»

Nurse

Comments 4: ""Worksheet 1 — Scoring Weight Loss". Examples of some of the remarks by
healthcare professionals in the open comment section in the questionnaire.

The items “pulmonal eller kardial kakeksi” (I-CI = 0.70, I-DI = 0.68), “andre relevante
diagnoser” (I-Cl = 0.75, I-DI = 0.73) and “primaert sykdomsstadium” (I-Cl = 0.57, I-DI =
0.58) needs further investigation in Worksheet 2. The Norwegian healthcare professionals

(especially the nurses and clinical dietitians) displayed uncertainty in the open comment
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section about the diagnosis of pulmonary and cardiac cachexia. This was clearly not a term

much used, and this was pointed out by one physician.

The word “andre” (“other”) in the item “andre relevante diagnoser” was mislabelled in the
questionnaire to “alle” (“all”). Several healthcare professionals commented on this. Further,
they discussed that it is a difficult and a subjective matter to decide what relevant diagnoses
are, to know what primary disease staging is and how to use these two in the scoring of

Worksheet 2. Some remarks on Worksheet 2 is presented in the box of Comments 5.

«Andre begreper for pulmonal eller kardial kakeksi. Hvordan kan jeg vite om
det er pulmonal eller kardial kakeksi.»

Nurse

«..."Pulmonal eller kardial kakeksi..." --> kakeksi som fglge av hjerte eller
lungesykdom...»

Physician

«Hvordan males, og er det vanlig & male, pulmonal og kardial kakeksi? Er dette
en vanlig klinisk parameter a bruke i norsk helsetjeneste? Mange vet ikke
engang hva kakeksi er...»

Clinical dietitian

«Hva betyr "pulm. eller kard. kakeksi"? Ikke diagnose jeg er vant med. Hva skal
innga i andre relevante sykdommer? Hva defineres som primeert
sykdomsstadium?»

Clinical dietitian

Comments 5: “Worksheet 2 — Diseases and its relation to nutritional requirements”.
Examples of some of the remarks by the healthcare professionals in the open comment section
of the questionnaire.
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How to score metabolic stress in Worksheet 3 was evaluated low on both comprehensibility
(I-C1 =0.69) and difficulty (I-DI = 0.67). The healthcare professionals requested a better
explanation on how to score in Worksheet 3 and displayed an unclarity in how to determine
the score for corticosteroids, and remarked that fever is not always well documented. Several
also commented that the sum of points in the example is wrong (3 + 1 + 2 = 6, not 5). This
reflects that the description is (despite of the note with the specification that it is either
duration or intensity of the fever that was to be scored) not understood clearly. For examples

of the healthcare professionals’ comments on Worksheet 3, see the box of Comments 6.

«Forvirrende formulering. Forklare hvorfor sum blir 5 og ikke 6 (selv om det star
at det er hgyeste skar som velges, kan det gjerne understrekes til slutt for a fa
klarhet. Min erfaring er at dette punktet brukes lite i praksis - ser ikke noe serlig
pa det. Hva med pasienter som far kortison i forbindelse med cellegiftkur? 1 kun
noen dager. Skal man da krysse av?»

Clinical dietitian

«Forstaelse: Er skala for skaring tilgjengelig for helsepersonell? Beskriver jo
bare deler av en skala her. Kortikosteroider; uavhengig av adm. metode (krem,
per 0s, iv) og dose?»

Physician

«3 + 1 + 2 poeng gir 6 poeng, ikke 5 poeng sammenlagt. Bgr utdypes nermere.»

Nurse

Comments 6: ""Worksheet 3 - Metabolic Demand**. Examples of some of the remarks in
the open comment section of the questionnaire by the healthcare professionals.
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In Worksheet 4, nearly all items (except from ankle oedema and ascites) had an item
comprehensibility index less than 0.78 and requires further analysis. For the evaluation of
level of difficulty in this Worksheet, the healthcare professionals’ indices were < 0.78 for all
items. The comments revealed that nurses and clinical dietitians did not have much
experience in assessing the status of muscle, fat and fluid status in general. They requested a
tutorial to help with the scoring and an explanation in Norwegian for the unfamiliar muscle
names. A coherent opinion from all groups of fields of the healthcare professionals was that
they thought this part was too detailed and extensive. The box of Comments 7 displays

examples of these remarks.

«Vanskelig a gi en korrekt subjektiv vurdering av muskel/vaeske/fett status.»

Clinical dietitian

«lIkke alle musklene er nok like relevant. "Umulig" a forsta hvordan det skal
scores, hvaer 0, 1+, 2+, 3+7?»

Physician

«Noen omrader forklares de latinske uttrykk og noen steder igjen ikke. Bar vaere
konsekvent.»

Nurse

«Det er en del uttrykk som er ukjent i den daglige virke for min faggruppe.»

Nurse

Comments 7: “Worksheet 4 — Physical Exam”. Examples of some of the remarks made in
the open comment section in the questionnaire by some of the healthcare professionals.

The “PG-SGA Global Assessment Categories” in Worksheet 5 had indices > 0.78 for all three
parameters — comprehensibility, difficulty and relevance. This even though not all the
healthcare professionals had the PG-SGA form, to whom the specification of the assessing
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criteria to use in the categorizing (weight, food intake, symptoms, function level and physical

exam) is unknown.

The introducing part of the nutritional recommendations was perceived difficult (I-DI = 0.74),
but comprehensible (I-CI = 0.81) and highly relevant (I-CVI = 0.98). The triaging had
excellent indices (> 0.78) for all constructs — comprehensibility, difficulty and relevance. Box
of Comments 8 has examples of the healthcare professionals’ comments on the Worksheet 5

and the “Nutritional Triage Recommendations™.

«Hvor kommer dette med "nylig forbedring” fram i.f.t. symptomer, funksjon,
fysisk undersgkelse? Finner ikke igjen de ordene pa de respektive arbeidsark.
Samme gjelder "progressivt vekttap" og "nylig forverring". Ma det vaere bade

arb.ark. 1og A,20gB, 30gC, 40gD?NokmedA, B, C,D?

Clinical dietitian

«Vanskelig a se sammenheng her.»

Nurse

«Vanskelig/ungdvendig ekstraarbeid & fylle ut arbeidsark 5. Man har jo
allerede en score.»

Physician

Comments 8: “Worksheet 5 — PG-SGA Global Assessment Categories” and “the
Nutritional Triage Recommendations”. Examples of some of the remarks made in the open
comment section of the questionnaire by healthcare professionals.

50



4.3.3 Additional analyses

Familiarity and experience with the Scored PG-SGA

Analyses were made whether the healthcare professionals that reported in the questionnaire a
familiarity with the PG-SGA prior to this study or having used the PG-SGA in clinical
practice scored any different in perceived comprehensibility, difficulty or relevance.

In the case of familiarity, 23 items were significantly different between the healthcare
professionals familiar and unfamiliar with the PG-SGA prior to the commencement of this
study. All 23 items with respective medians, interquartile ranges and p-values are displayed in
Appendix 10. For example, healthcare professionals who were familiar with the PG-SGA
scored the item “Jeg inntar na normal mat,” lower on the construct of comprehensibility
(median 2.0) than the non-familiar (median 3.0). In the analyses of the healthcare
professionals experienced in use of the PG-SGA, 43 items were significantly different
between the inexperienced and experienced. Interestingly, the experienced healthcare
professionals scored the item “Jeg inntar nd normal mat” lower on the construct of
comprehensibility (median 2.0) than the inexperienced (median 3.0). See Appendix 11 for all

items with significant differences (p < 0.05) based on experience.

The analyses revealed a tendency for the healthcare professionals familiar and experienced in
use of PG-SGA to think of the items as less comprehensible and more difficult. This is most
evident and comprises the most items in perceived difficulty for the healthcare professionals
experienced/inexperienced with clinical use of the PG-SGA. Surprisingly, the healthcare
professionals that were experienced in use of the PG-SGA scored in total, without exception,

lower than the inexperienced healthcare professionals.

No significant differences were found in “Worksheet 4 — Physical Exam” in perceived

comprehensibility and difficulty based of familiarity and experience.

For the matter of relevance, and hence content validity, the trend was reversed. The healthcare
professionals who were familiar with and/or experienced in use of the PG-SGA tended to

score items as more relevant, especially in Worksheet 4.
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The healthcare professionals’ different professions

Tests were also made to see whether there was a difference in the healthcare professionals’
scoring based on profession. No significant differences were found between the group of
dietitians and physicians regarding perceived comprehensibility and difficulty of the PG-

SGA. In the matter of relevance, the physicians tended to score lower on several items.

Nurses scored significantly higher than dietitians on comprehensibility on the item “Jeg inntar
na normal mat”. In the evaluation of relevance, they had the same tendency as the physicians
to rate “Skar for muskelstatus™ and several of the items on muscle status and fluid status less
relevant than the dietitians. In perceived difficulty, the nurses evaluated how to determine
weight loss score in the item “Arbeidsark 1- Skare for vekttap...” as more difficult than the

dietitians.

See Appendix 12 for details of the items which came out significantly different in the
analyses of the professions.

4.4 A pilot study of the Norwegian PG-SGA Short
Form

The results of the pilot study of the Norwegian translated Scored Patient-Generated
Subjective Global Assessment (PG-SGA) Short Form in the patient group are displayed in
Table 11.

The reported weight for one month and six months ago (Box 1) did not show any significant
difference to the reported current weight (p = 0.21 and p = 0.15, respectively). Regarding the
short-term weight change, 89.1 % of the patients reported an unchanged or increased weight

the last two weeks.

In Box 2 of the PG-SGA Short Form, 12 patients checked the “less than usual” in response to
food intake the last month. Yet, as many as 23 patients responded to the “I am now taking”
section, despite the fact that this section was only meant for the 12 patients with the “less than

usual”-response.
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In Box 3, 66 % of the patients reported they had no problems eating. Five of these also

checked one or more symptoms on the list.

Reporting activity and function level in Box 4 was challenging for some of the patients. Three

wanted to give “in-between”-answers and three also gave more than one answer.

Table 11: Results from the Norwegian PG-SGA Short Form pilot study in the patient
group.

Part of PG-SGA Short Form Mean (SD) Range
Box 1: Weight (n = 46)
Weight - current (kg) 71.8 (14.4) 43 - 115
Height (cm) (n = 47) 170.8 (7.9) 159 - 189
Weight - one month ago (kg) 71.4 (14.2) 41 - 115
Weight - six months ago (kg) 73.1 (15.7) 41 -116
During the last two weeks my weight has (n =46) Number (n) Percentage (%)
decreased 5 10.9
not changed 29 63.0
increased 12 26.1

Box 2: Food intake (n = 47)
My food intake during the past month

unchanged 31 66.0
more than usual 4 8.5
less than usual 12 25.5
| am now taking (n = 23%*)
normal food but less than normal amount 22 95.7
little solid food 1 4.3
only liquids 0 0.0
only nutritional supplements 0 0.0
very little of anything 0 0.0
only tube feedings or only nutrition by vein 0 0.0
Box 3: Symptoms (n = 47) Number (n) Percentage (%)
no problems eating 31 66.0
no appetite, just did not feel like eating 5 10.6
vomiting 0 0.0
nausea 4 8.5
diarrhea 2 4.3
constipation 4 8.5
dry mouth 5 10.6
mouth sores 2 4.3
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Part of PG-SGA Short Form
smells bother me
things taste funny or have no taste
feel full quickly
problems swallowing
fatigue

pain; where?
other

Box 4: Activities and Function (n = 44**)

Over the past month, | would generally rate my
activities 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 of the day

able to do little activity and spend most of the day
in bed or chair
pretty much bed ridden, rarely out of bed

Mean (SD)

DR W W

22

15

0
1

Range
2.1
6.4

6.4

2.1
12.8

8.5
8.5

50.0
34.1
13.6

0.0
2.3

*11 patients had correctly filled out this section after reported food intake as less than usual on previous question

**all 47 patients had answered, but one patient reported between the first and second alternative and two patients reported between the

second and third alternative, and therefore they are classified as missing values

Based on the data from the PG-SGA Short Form, the patients were also scored with points on

the Boxes 1-4. The scored points were both given uncorrected and corrected for errors to

reveal a potential discrepancy of a correct use of the PG-SGA Short Form. In total, 13

corrections were made for the 47 patients. The corrections did change the median and both the

25" and 75" percentile, but not the range. The total and corrected total scores are presented in

Table 12.
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Table 12: Median, interquartile range (25" and 75 percentile) and range for the score

point from the PG-SGA Short Form in the patient group.

Part of PG-SGA Short Form Median (IQR) Range
Box 1 0(0,0) 0-4
Box 2 1(0,1) 0-2
Box 3 0(0,1) 0-10
Box 4 1(0,1) 0-3
Total score 2(1,4) 0-13
Corrected total score* 1(0,3) 0-13

*Points corrected for errors as PG-SGA Short Form was designed to be completed by the patient

IQR = interquartile range

The total and corrected scores were also used to triage the patients in the Nutritional Triage

Recommendations of the PG-SGA. Figure 10 displays the distribution in each of the four

groups of intervention recommendation, both for uncorrected and corrected total score. The

change of score points according to a correct use of the Scored PG-SGA lead to a transfer of

patients from the two groups of highest score points to the two groups with least score points.

0 - 1 point 2 - 3 points

4 - 8 points > 9 points

@ Total score @ Corrected total score

Figure 10: The patient group’s distribution in the triaging groups of the Nutritional

Triage Recommendations.
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4.5 Finalization of the Norwegian translated PG-SGA

The results of this master thesis part 4.3 The cultural adaptation and linguistic validation
of the Norwegian PG-SGA were used to finalize a culturally adapted and linguistically
validated version of the Norwegian Scored PG-SGA. The item indices and remarks from the
participants in both the patient and healthcare professional group were taken into
consideration when making improvements and modifications. The proofread and revised final
translation is displayed in Figure 11 and 12. All modifications of the preliminary Norwegian
version are marked in yellow highlights. This version was to be presented to the developers
and copyright holder for approval as the official version of the Scored PG-SGA to use in
Norway.

X L Pasient ID
Scored Patient-Generated Subjective Global Assessment (PG-SGA)
. Boks 1 - 4 skal fylles ut av pasienten
ﬂ- (Boks 1 - 4 heter PG-SGA Short Form (SF))
1. Vekt (se arbeidsark 1) 2. Matinntak: Sammenlignet med mitt vanlige inntak vil jeg ansla
matinntaket den siste maneden som
Oppsummering av min navarende og tidligere vekt O uendret (o)
Jeg veier na ca. kilo a mf:r enn vanlig ©
Jeg er ca. cm hay O mindre enn vanlig )
Jeg spiser na (hvis mindre enn vanlig)
For én maned siden veide jeg ca. kilo [ vanlig mat, men mindre mengder enn jeg pleier a spise ()
For seks maneder siden veide jeg ca. kilo .
O lite fast fade 2y
bare veske (;
I lopet av de siste to ukene har vekten min: O b . € “:i ik
[ gattned oy [ ikke endret seg oy [ okt [ bare naringsdrikker e
O svert lite av noe som helst )
Boks 1 I:I [0 bare sondeernzering eller intravenoes emzring o) Boks 2 D
3. Symptomer: Jeg har folgende problemer som har hindret meg id 4. Aktiviteter og funksjon: I lopet av den siste maneden vil jeg
spise nok de siste to ukene (kryss av for alt som passer) beskrive aktivitetsnivaet mitt som
O ingen problemer med 4 spise (o) O normalt uten begrensninger (o)

0O ingen matlyst, folte ikke for & spise ) O oppkast ) [ ikke mitt vanlige jeg, men i stand til & vere oppe og gjore

O kvalme () O diaré 3 normale aktiviteter (1)

[ forstoppelse (1 O munnterrhet (1) O feler meg ute av stand til det meste, men ligger i sengen eller
[ sér i munnen () [ lukter plager meg (1) sitter i en stol mindre enn halve dagen (2

[ mat/drikke smaker rart eller ingenting 1) [ foler meg raskt [0 liten evne til & utfore fysiske aktiviteter, og tilbringer det

[ problemer med 4 svelge 2 mett (1) meste av dagen i sengen eller i en stol (3

[ smerter; hvor?y O utmattethet ) [ stort sett sengeliggende, er sjelden ute av sengen (3,

[ annet** (i,

**Eksempler: depresjon, ekonomiske problemer, tannproblemer Boks 3 D Boks 4 I:I
Resten av dette skjemaet skal fylles ut av helsepersonell. Tusen takk! D
©FD Ottery 2008, 2006, 2015 v3.22.15 sammenlagt Skar fo]' Boks 1 - 4 A
Norwegian 15-004 v01.18.17
email: faithotter ja0l.com or Info@ptglobal.org

Figure 11: The revised proposal to the final version of the Norwegian Scored PG-SGA

Short Form.
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Scored Patient-Generated Subjective Global Assessment (PG-SGA) Sammenlagt poengskar fra Boks 1 - 4 (side 1)|:|

Arbeidsark 1 — Poengskar for vekttap
Bruk poengene nedenfor for 4 skire vektendringen ved 4 bruke vekitap for | méned, hvis

5. Arbeidsark 2 — Sykdom og dens pavirkning pa ernzringsbehov
Ent poeng gis for hver av de folgende tilstander:

tilgjengelig. Bruk data for 6 mAneder bare hvis det ikke finnes vektdata for | méned siden. Legg
til etr poeng hvis pasienten har tapt vekt i lopet av de siste 1o ukene og overfor den totale skiren
(maksimalt 5 poeng) til boks 1 (side 1).

D Kreft

O Liggesar, dpent sér eller fistel

Vekttap pi 1 mined Poengskar Vekttap pi 6 maneder D AIDS D Traume
10% eller mer 4 20% eller mer
5-99% 3 10-19.9% [ KOLS eller hjertesvikt [0 Alder over 65 ar
3-49% 2 6- 99%
2-29% 1 2- 59% [ Kronisk nyresvikt
0-19% 0 0- 19%

Andre relevante diagnoser (spesifiser)

|:| Sykdomsstadium (sett en ring rundt hvis kjent) I II IIT IV Annet
Poengskir fra Arbeidsark 2 B

Poengskir fra Arbeidsark 1

6. Arbeidsark 3 — Metabolsk behov

Poengskdr for metabolsk stress bestemmes av flere variabler som er kjent for 4 oke protein- og kaloribehov. Poengskdren for feber og kortikosteroider legges sammen (maks 6 poeng). NB: Ved feber gis
bare den hoyeste skir av febervarighet eller temperatur (maks 3 poeng). For eksempel en pasient som har feber pd > 38,8 °C (3 poeng) 1 < 72 timer (1 poeng) og er pi 10 mg prednisolon fast (2 poeng).
vil fi en sammenlagt skir pd 5 poeng.

Stress ingen (0) lavt (1) moderat (2) hoyt (3)

Feber ingen feber >3720g<383 >3830g<388 =388°C

Febervarighet ingen feber < 72 timer 72 timer =72 timer

Kortikosteroider ingen kortikosteroider lav dose moderat dose hey dose = .
(< 10 mg prednisolon- (> 100g <30 mg (> 30 mg prednisolon- Poengskar fra Arbeidsark 3 C
ekvivalenter/dag) prednisolonekvival /dag) kvival lag

7. Arbeidsark 4 — Fysisk undersokelse

Fysisk undersekelse omfatter 3 aspekier ved kroppssammensetning; fett, muskel og vaeske. Undersekelsen er subjektiv, hveri aspekt av undersokelsen er vurdert i grader. 1 tap av pavirker mer

enn underskudd/tap av fettmasse. Definisjon av grader: 0 = ingen underskudd, 1+ = lett, 2+ = moderat, 3+ = alvorlig. Skiren legges ikke sammen. Man gjgr en subjektiv klinisk vurdering av totalt underskudd, inkludert forekomst

av . Maks total p &r for fysisk underspkelse er 3 poeng. Poeagskiren for den fysiske undersokelsen bestemmes av en total subjektiv klinisk vurdening.
Muskelstatus Fettlager har sterre effekt pd skiren enn fettmasse cller vaeskestarus.
tinninger (temporalis) 0 I+ 2+ 34 orbitalt fettdepot 0 1+ Ingen underskudd 0 poeng
krageben (pektoralis & deltoid) 0 I+ 2+ 3+ triceps hudfold 0 1+ Lett underskudd 1pocag
skuldre (deltoid) 0 1+ 24 3+ fett over nedre ribben 0 1+ L‘“‘L" ““‘*“*"‘E 3 pocas
interosseus i hdnd 0 1+ 2+ 3+ Poengskar for fettunderskudd 0 1+ Ivorlig vadersku posag
skulderblad (latissimus dorsi, trapezius, deltoid) 0 1+ 2+ 3+ Vaeskestatus 2 3
lar (quadriceps) 0 1t 2+ 3+ ankeladem 0 1+ 2+ 3+ Poengskiir fra Arbeidsark 4
legg (gastrocnemius) 0 1+ 2+ 3+ sakralt edem 0 1+ 2+ 3+ o
‘Poengskir for muskelstatus 0 1+ 2+ 3+ aaciten 0 1+ 2+ 3+ Total PG-SGA poengskar (rotal numerisk skirIDrA+B+C+DD
Poengskir for veeskestatus 0 1+ 2+ 3+
PG-SGA global kategori (A, B eller C
Klinikers underskrift Yrke Dato g gori (A, )
Arbeidsark 5 — Vurdering av PG-SGA globale kategorier Ernaeringstiltak: Den sammenlagte porngskren brukes til & definere spesifikke emringstiliak. Dette inkluderer
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Figure 12: The revised proposal to the final version of the professional part of the
Norwegian Scored PG-SGA



5 Discussion

5.1 Summary of results

Both the patients’ and the healthcare professionals’ comprehensibility and difficulty indices
of the PG-SGA Short Form were excellent (indices > 0.90). The high comprehensibility score
and low difficulty score at a scale level indicates that this part of the PG-SGA is feasible to
complete. Nevertheless, two (out of 42) items in PG-SGA Short Form were classified by the
healthcare professionals as difficult and unclear. The results also indicate that healthcare
professionals evaluate both the PG-SGA Short Form and the professional part as highly

relevant.

However, the perceived difficulty and comprehensibility of the professional part as a scale
were not at an acceptable level (indices > 0.80), and as many as 24 (out of 39) items were
classified as difficult to understand and 20 (out of 39) items as unclear by the healthcare
professionals. The professional part, especially, required further investigation and measures
need to be done before it is comprehensible and easy for healthcare professionals to use. The
comments from the healthcare professionals and patients reflected to a large extent the
reasons for the low scoring of indices, and was elaborating and clarifying in terms of pointing
out the items that could be better adapted and adjusted to a Norwegian setting. The results
were used to finalize a culturally adapted and linguistically validated version of the
Norwegian Scored PG-SGA, which was to be presented for approval as the final version of

the Scored PG-SGA to use in the Norwegian setting.

5.2 Methodological considerations

5.2.1 Design and recruitment

This study has a cross-sectional study design that gives information about the variables at one
point in time. It cannot be established which variable is responsible for the observed results,
only describe that a difference exists between them. (65) It is such differences that is in this

study’s interest, and therefore it is the appropriate and chosen design. Quality of the cross-
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sectional design depends on recruiting a representative sample, a sufficiently large enough

sample size and the data collection method. (66)

Recruiting a representative sample

The target population for this study was cancer patients, even though the Scored PG-SGA
now is used for several other disease populations as well. This was to make the target
population homogenous and hence increase the strength of the sample. It was desired to
include cancer of all types to make the sample representative for the real cancer patient
population. The results show that this was quite successful in this study, even though breast

cancer was somewhat over-represented.

The recruiting of patients on Vardesenteret had some challenges. First, it was a challenge to
separate the “potential patients” from the relatives or friends that came along and other
visitors. The core value of Vardesenteret is that the patients could come here without the
feeling of a hospital setting and just be anonymous if they want to. Vardesenteret is to be
regarded as a “free zone”, and if the patients just wanted to sit alone, drink a cup of coffee and
read the newspaper, that must be respected. Second, several patients were rejecting towards
all except the “likemenn” (persons that had experienced cancer themselves) or the

professionals working on arranged courses.

Another reason for the patients to decline participation was their unwillingness to attend due
to the feeling of fragility and vulnerability because of their cancer disease. An impression of
the recruiter was also that many patients was tired of being asked to participate in studies, and
had decided not to attend, even before they got any information about the study. Nevertheless,
the fact that this study not directly was focusing on their cancer disease, which possibly gave
them a break from their reality, and the fact that they felt empowered and motivated by
“having a voice” in adapting a form to be used in patients like themselves, was for some

patients a cause to enter.

Attempts were made to expand the recruiting of patients to the city of Oslo as well, but this
turned out to be more difficult than anticipated. One possible cause for this can be the
“gatekeeper”-effect. Healthcare professionals can see themselves as “gatekeepers” wanting to
shield their patients from unnecessary stresses to protect them. (67) And when they are not

directly involved in the study themselves, their motivation to help in recruiting diminishes.
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The patients at VVardesenteret is representing the proportion of cancer patients with a high
level of functioning and that is not total bedridden. This could have led to a selection bias
towards a healthier patient group. If so, the items indices may have been evaluated better than
they would have been with a sicker patient group, because of lower cognitive functioning as a
result of the cancer treatment. (68) The results in this study shows that 16 (34 %) of the
participants in the patient group were currently under treatment, and as many as 10 (21 %)
patients had a total PG-SGA Short Form score that placed them in the two highest score
groups in the triage. This means that a nutrition intervention is required and is an indication
for a critical need for improved symptom management for these patients. And these scores are
most likely underscored with 10-20 % because of the basis only being the PG-SGA Short

Form.

However, the results that displays that the patient group is a high educated one, may be a
more potential selection bias. The fact that this study was an evaluation of language was a bit
intimidating for some of the patients, and some of the potential participants thus needed
additional information and encouragement to participate. This may have caused a selection
bias and be a part of the reason the patient group became such a well-educated one. According
to Statistics Norway, 32.9 % of the Norwegian population has education of university and
higher level. (69) In this study the percentage with higher education was as high as 60 %. This
may have biased the results from the patient group towards a higher score, and this must be

taken into consideration in interpreting the data.

The distribution of sex in the patient group was biased towards women. This is also evident in
the distribution of cancer diagnoses, where 40 % had been diagnosed with breast cancer. The
prevalence in the Norway population of cancer patients as of 31.12.2016 was at 17 % for
breast cancer. (70) Ideally the patient group should be consisting of more even amounts men
and women. This may reflect the primary user group of “Vardesenteret”, and not be fully

representative of the cancer patient population.

Recruiting of the healthcare professionals was less time consuming than the recruiting of
patients. It was not limited to one recruiter due to the cognitive evaluation (MMSE) that was
to be done of each participant in the patient group. The informational leaflets, questionnaires
and the PG-SGA forms could be distributed by several recruiters, via both e-mail and mail, in

addition to in person.
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Ideally the distribution of professions in the healthcare professional group should be evenly
among the nurses, physicians and clinical dietitians. The statistical testing in the additional
analyses would then have more power to detect true differences between the groups of
profession. Though, this was not the main aim of this master thesis, and for example the
divergent number of nurses (n = 42) against the number of physicians (n = 21) can be said to

be a better reflection of the real-life situation in hospitals.

The possibility of a selection bias in the healthcare professionals group cannot be ruled out.
Participation was voluntary, and the participants that volunteer to enter can already have a
bias. But the direction is hard to predict, and a bias towards a positive or negative direction

cannot be established. Hopefully it is of a random manner that equalizes each other.

The participants, patients or healthcare professionals, that declined was not registered, so the

reason and amount of refusal is unknown.

Study size

An attempt was made to reach a total of 100 participants in both healthcare professionals and
patient group. This was based on a recommendation (in the Study protocol template from Pt-
Global and Hanze University of Applied Sciences) that was allegedly based on experience
and a “rule of thumb”. An effort was made to confirm this recommendation without a total

success. It is therefore difficult to establish whether the size is sufficient in this study.

Other studies that explored the construct of content validity used groups of 6-10 experts (62,
71). (See Section 5.2.3 for further discussion of study size.) The translation and cultural
adaptation of the PG-SGA to the other country settings that is finished had quite small

samples in comparison to the Norwegian study. (44, 46, 72)

5.2.2 Data collection method

In the process of conducting the linguistic validation it became evident that three errors had
been made in the questionnaires. In “Box 2: Food intake”, the sentence “Jeg inntar nad normal
mat, men mindre enn vanlig mengde” was erroneously divided into two items — “Jeg inntar né

normal mat” and “men mindre enn vanlig mengde”. It should have been kept in one item, or
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more correctly, it could have been divided into “Jeg inntar na” and “normal mat, men mindre

enn vanlig mengde” as an outcome of the layout in the PG-SGA form.

The second error was an inconsistency of a Norwegian translation in “Box 4: Activities and
Function” between the questionnaire and the PG-SGA form. “Not feeling up to most things,
but in bed or chair less than half the day” was at first translated to: “foler ikke for & gjore noe
seerlig, men jeg tilbringer mindre enn halve dagen i stol eller seng”. The last review before the
linguistic validation resulted in a change in this sentence to: “fgler meg ute av stand til det
meste, og ligger til sengs eller sitter i en stol mindre enn halve dagen”. This last change was

successfully transferred to the questionnaire, but not the PG-SGA form.

Thirdly, in Worksheet 4, the sentence “Andre relevante diagnoser” was incorrectly transferred
into the questionnaire as “Alle relevante diagnoser”. This was recognized by some of the

participants, but not all.

Not all the healthcare professionals received the Norwegian translated PG-SGA in addition to
the questionnaire. This may have affected their evaluation, especially of the Worksheet 5. All
the translated text was reproduced in the questionnaire except from the explanatory text of the
stages in Worksheet 5. Here the thought was that the questionnaire provided the headlines and
the PG-SGA form gave the rest of the text. However, item indices for this Worksheet was

excellent (> 0.78) for all constructs.

5.2.3 The indices and the Likert scale

The content validity index (CV1) is the most widely used quantification of content validity.
(71, 73) To calculate this index, experts are to rate the relevance of each item on, as done in
this study, a 4-point Likert scale which is most frequently used. (71) The number of experts
needed are seen in relation to how many experts that must agree for the item to be content
valid. For example, with 9 experts, 7 of them must rate the item as relevant (3 or 4 on the
Likert scale) to reach the recommended item cut-off of 0.78. Thus, the higher number of
experts, the higher amount of disagreement is tolerated. (73) On the other hand, as the number
of experts increases, the probability of disagreement will also increase. Lynn (73) who has

been especially influential and often cited recommended a minimum of three experts, but
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stated that more than 10 was probably unnecessary. Thus, the 92 healthcare professionals in

this study should be sufficient.

On a scale level, the CVI1 is defined as the proportion of items given a rating of 3 or 4 of all
experts involved. The cut-off for an acceptable level for the scale index is 0.80. (62) A second
round of expert review should be conducted if there were major revisions after the first round.
The recommended optimal scale index is 0.90 or higher. Then the instrument can be said to
have excellent content validity. (71) And according to the results of this study, it can be
concluded that the Norwegian translated PG-SGA has excellent content validity.

In agreement with the quantification of the content validity index, the same approach was
used to determine the constructs of comprehensibility and difficulty. To the knowledge of the
master student, this has not been done except from the other translations and cultural
adaptations of the PG-SGA to other country settings — the Portuguese, Dutch and Thai
versions. The question whether this index can be directly transferred to other constructs is

likely, but can be discussed.

The item scale for the content validity index is typically on a 4-point scale, but Lynn has also
recognized that a 3-point or 5-point also can be used. (73) The advantage of having a 4-point
scale is to avoid a neutral and ambivalent midpoint, and to force the experts to take a
standpoint whether the item for example is relevant or irrelevant (as in the case for content
validity). In this study, several of the participants expressed the need for a neutral midpoint on
multiple items. This lead to missing values on some of the items. However, a neutral value
would also have been excluded from the calculation, like it was missing. And the presence of
a neutral midpoint could have made it easier for the experts to tend to answer more towards
the middle. By dichotomizing the answer options, the missing/neutral rate has presumably

decreased.
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5.3 Results discussion

5.3.1 The cultural adaptation and linguistic validation of the
Norwegian PG-SGA

PG-SGA Short Form

The linguistic validation of the preliminary Norwegian translated version (Appendix 1) of the
Scored PG-SGA has indeed highlighted several items and issues of the translated PG-SGA
that needs to be re-evaluated and revised to become an assessment tool of cognitive
equivalence with the original, and that is accessible and manageable by both patients and

healthcare professionals in Norway.

The results display that, in the healthcare professionals’ opinion, reporting weight six month
ago is difficult for patients. Several of the healthcare professionals, independent of profession,
commented that many patients are not aware of their previous weight if they have been
healthy until recently. Some of these patients are not concerned about their weight until they
enter a patient role and get weighed by the healthcare professionals. One nurse commented
that a great portion of these patients do not own a scale at home at the point of admission into
a cancer treatment plan. Interestingly, the patients evaluated the reporting of previous weight
as easy. Though, the score for six months was substantially lower (0.90) than the score for

one month (0.98) also for the patients for the construct of difficulty.

The translation and cultural adaptation process of the Scored PG-SGA to the Dutch (44) and
Portuguese (72) setting shows similar results for the patients, with difficulty index scores of
0.83 and 0.81, respectively, for reporting weight six months ago. The healthcare professionals
did not evaluate the difficulty or comprehensibility of the PG-SGA Short Form in the Dutch
and Portuguese studies. The healthcare professionals evaluated only the construct of content
validity of the PG-SGA Short Form in the Dutch setting.

The fact that the Norwegian healthcare professionals think it is difficult for the patients to
recall previous weight does not have direct implications on the assessment of the nutritional
status with the Scored PG-SGA Short Form as it is the patients that are to report their weight.
The validity of self-reported weight has been investigated in many studies. It appears that

self-reported weight and height is surprisingly accurate with actual anthropometric measures.

64



Even weight recalled from years earlier is highly valid, although there is a greater discrepancy
than for current weight. However, a slightly tendency to underestimate weight and

overestimate height is shown. (74)

The two items “Jeg inntar nd normal mat” and “men mindre enn vanlig mengde” were
supposed to be one item in the questionnaire, thus more authentic of the display in the PG-
SGA Short Form. The first part of the phrase, was rated as difficult (0.70) and
incomprehensible (0.59) by the healthcare professionals seemingly (out of the open comment
section) because of the term “normal mat”. Some of the patients also reflected on the use of
the word “normal” in this setting, and this is evident in a lower index on difficulty (0.88) for
the patients as well. Due to the separation of this phrase into two items, the data isn’t
comparable with the scores from the Dutch and Portuguese studies. Although not comparable
results and incorrectly separation of the phrase, the overall remark from the Norwegians, both
patients and healthcare professionals, was that the word “normal” in English is more correctly
translated to the word “vanlig” in Norwegian in the setting of food. This is consistent
regardless of the phrase being in one or two items. Interestingly, the clinical dietitians had the
lowest score on the item “Jeg inntar na normal mat”, and significantly lower than nurses.
Clinical dietitians have no doubt more thoughts and reflections about the concept of

(“normal”) food than most professions.

An evident trend of the results of the evaluation of comprehensibility and difficulty of the PG-
SGA Short Form is that, in several of the items, the healthcare professionals evaluates the
patients’ capability to comprehend and understand the linguistics as lower than the patients
themselves. For example, for the item “utmattethet” where patients’ comprehensibility and
difficulty indices are 1.00 and 0.98, and the healthcare professionals’ 0.88 and 0.89,
respectively. One explanation for this trend may be that the healthcare professionals goes
more deeply and seriously into the evaluation of the items than the patients. In case of the
item “utmattethet” as an example, the healthcare professionals may have a higher threshold of
defining this symptom since fatigue does not have clear diagnosis criteria. Fatigue is a
symptom that is often reported by the cancer patients, but the empirical information about this
concept is low and not consistent. (75) This can make the term fatigue more difficult to define
for healthcare professionals than patients who experience this subjectively. This trend does
not have a direct impact on the total score, since the PG-SGA Short Form is designed to be

completed by the patient. But in some cases, it may be necessary for the patient to have help
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in filling out the form, and then it is useful to have in mind that the interpretation of
healthcare professionals and then the answers to the same items will differ by the person who

fills out the form’s role and knowledge background.

Professional part of the PG-SGA

In the professional part of the PG-SGA, the descriptive part on how to score the weight loss in
PG-SGA, is both difficult and incomprehensible to the healthcare professionals. In addition,
the displaying of the point score of weight loss itself is rated as difficult. This is a clear
indication that the whole concept of scoring weight loss is hard, even for educated healthcare
professionals. Therefore, the scoring made by the healthcare professionals can be prone to
error. The descriptive text on how to score weight loss for patients need to be more precise
and clear. The nurses had the lowest scores, and differed significantly from the clinical
dietitians. Clinical dietitians have probably more training in calculating weight loss than the

nurses, and this may be a matter of training.

The healthcare professionals were in general unknown with, or uncertain on how to diagnose
pulmonary or cardiac cachexia. Their comments show that these are concepts not in use in the
Norwegian hospital setting, and it was pointed out that the term “cachexia” without the
pulmonal or cardiac aspect, was difficult enough to diagnose and establish. For the
Portuguese (72) and the Dutch (44) setting, the data for the separate conditions in Worksheet
2 was not specified and can therefore not be compared to the Norwegian study. It would have
been interesting to know whether the Portuguese or Dutch healthcare professionals had a

different practice in defining these aspects of cachexia in their hospital setting.

The physical exam in Worksheet 4 was without question the part that scored the lowest in the
constructs of comprehensibility and difficulty. All items on the construct of difficulty and
nearly all items for the construct of comprehensibility had score indices < 0.78. The
comprehensibility was consistent higher than the difficulty, meaning the physical examination
was in some cases clear, but difficult to perform. This is also in concordance with the Dutch
study results as well, but the Portuguese was evidently higher. But in contrast to the Dutch
study (44), the Norwegian healthcare professionals evaluated all items in Worksheet 4 as
highly relevant in determining the nutritional status in cancer patients. This was not the case

for the Dutch healthcare professionals.
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However, the Norwegian healthcare professionals rated all the items as relevant in relation to
the cut-off value (> 0.78) but for some of the items, the content validity index was markedly
lower compared to the rest of the professional part of the PG-SGA. The clinical dietitians
stood out as a profession and rated 13 of the items significantly higher than either one or both
other two professions (nurses and physicians). It was mainly the nurses that was evaluating
this part as not that relevant. “Ankeledem” and “ascites” were the only two terms that could
be classified as comprehensible to the healthcare professionals as a group. All the rest was
both incomprehensible and difficult to understand.

These results mean that in general this part of the PG-SGA has a massive potential for errors
and needs not only to be made more understandable and easy to complete, but improvements
also need to be made regarding coming through to the healthcare professionals on why this is
relevant for the nutritional assessment. With this in mind, it is also important to remember
that the score of this part of the PG-SGA is only 3 points of the total score. This makes less
than 8 % of the total potential score. There are perhaps other parts of the PG-SGA that have
more value, but nevertheless, the physical exam is also an important aspect of the overall

evaluation of the nutritional status of the cancer patient.

In the part of the Nutritional Triage Recommendations, the introduction was hard to
understand for the healthcare professionals. Several of the triage score-sections were
borderline comprehensible and not so easy to understand. This is a clear indication that also

this part needs to be evaluated and revised.

One would think that with sufficient training and experience one could improve perceived
difficulty of performing the assessment, but the healthcare professionals experienced in
previous use of the PG-SGA in this study showed the opposite. The Norwegian healthcare
professionals experienced in use of the Scored PG-SGA tended to score higher on difficulty
level and lower on comprehensibility than the healthcare professionals that did not have any
experience. Despite this, they also tended to rate the items as more relevant. This is a highly
interesting feature, which needs to be investigated at a higher level. The proportion of
healthcare professionals experienced in clinical use of the PG-SGA in this study was not
dominant (n = 11), but a significant trend came out of these results (see Appendix 10). A
study done by Sealy et al. (55) examined whether perceived comprehensibility and difficulty
could improve after a single training in use of the Scored PG-SGA. They found a significant
improvement in in perception of both constructs in dietitians new to the PG-SGA after only
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one day of training. They also found that in contrast to the overall results, some participants
perceived the PG-SGA as more difficult after training, despite improvements in
comprehensibility. The researchers discuss whether the reason for this is the suddenly
improvement in knowledge makes the healthcare professionals even more aware of the lack of
experience, and therefore increases the difficulty level. It can be the same reason for the

tendency evident in the case of the present study.

5.3.2 The pilot study of the Norwegian PG-SGA Short Form

The most interesting result from the pilot study was not directly based on a measurable
outcome of the PG-SGA Short Form, but instead a result of the layout and an operational
feature of the form. Surprisingly, eleven patients (23 % of the patient group) had filled out
Box 2 incorrectly. They had responded to the “I am now taking” section without having
checked the “less than usual” box, which is prerequisite for having to answer the remaining
part of Box 2. This can be a threat for the accuracy of the tool, which is in this Box, is to
reveal a lower food intake. This was the basis for suggesting the specification “(hvis mindre

enn vanlig)” in the proposal to the final version.

In this group, most of the patients did not have problems eating (66 %). Even though, several
of the patients with no eating problems checked multiple of the nutritional impact symptoms.
This was the cause for suggesting an underlining of “som har hindret meg i 4 spise nok”, to
assure that the symptoms checked in this section was relevant for the nutritional intake. Then
the score will reflect more accurately the true nutritional impact symptoms that are to be
measured by the PG-SGA. It is also a possibility that not all the patients are aware of the
symptoms being impacting their food intake, and that they are correctly checking both the
symptoms and the “no problems eating” regardless of whether they are consciously thinking

of the symptoms as a barrier of food intake.

Nevertheless, the two above mentioned incorrectly fillings of the PG-SGA Short Form, was
undoubtedly a source for over-scoring, resulting in a too high total point score and hence a
skewing of number of patients in the higher groups of the Nutritional Triage
Recommendations based on the PG-SGA SF (Figure 10). It is not in the knowledge of the

student whether other studies have investigated this and can show the same tendencies, but
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the Norwegian patients are unlikely to be the only patients to respond to the PG-SGA Short

Form in this manner.

5.4 Strengths and limitations

Different reviews of guidelines for cross-cultural translation and adaptation concludes that a
clear recommendation for translation methodologies does not exist. (47, 51) Although, the
systematic approach of following the ISPOR principles has given this study strength and
makes it comparable to the other translations and cultural adaptations of the PG-SGA to other
country settings. The ISPOR principles has generated a set of steps for the translation and
cultural adaptation of patient reported outcome (PRO) instruments, which is fit for the PG-
SGA Short Form. The professional part, however, has professional-reported outcome. Even
though, the ISPOR steps should also be able to provide an accurate translation for this part.
The steps for forward translation, reconciliation and back translation are uniform and should
be transmissible to other types of instruments, not limited to PRO instruments only. (76)

Another strength of this study is the large sample size of the healthcare professionals group.
In addition to the fact that they were recruited from different hospitals all over Norway, the
data can be considered highly valid and representative for the healthcare professional
population in Norway. The open comment section after every Box/Worksheet also provided
an exploration of the conceptual, semantic and operational equivalence of the Scored PG-
SGA. In this study the healthcare professionals also evaluated the PG-SGA Short Form. This
provided interesting discrepancies in the perception between the two groups, which can affect
the total score of the of the PG-SGA if for example the patient not fills out the first page

alone.

A potential limitation can be the sample size of the patient group. It was strived for a size
double of what was attained. Comparing this study to the other three study settings that have
been published at this time (Dutch, Portuguese and Thai), the number of participants in the
present study is still noticeably larger. The problems in finding relevant sources that could
help calculate the strength of the study size, makes it difficult to determine whether the
sample size is too small. The sample size (< 50) is also the reason for labelling the test of the

PG-SGA Short Form in the patient group a “pilot study” and not a linguistic validation. But
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because of the total number of participants, the present study is seen as a linguistic validation

as a whole (> 100).

The possibility of selection bias, has also to be considered as a limitation. In the patient group,
recruiting most of the patients from one place and gives the possibility of a convenience
sample. Also, the patient group in this study came out as a highly educated one, which may
have contributed for this group to perceive the PG-SGA Short Form as easier and more

comprehensible than the average cancer patient.
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6 Conclusion

The Norwegian translated PG-SGA SF was considered comprehensible and easy to complete
by a group of cancer patients. Healthcare professionals (nurses, clinical dietitians and
physicians) evaluated the PG-SGA (Short Form and professional part) as highly relevant.
With slightly lower indices than for the patient group, the healthcare professionals evaluated
the PG-SGA Short Form as easy to complete and comprehensible for the patient. The
healthcare professionals evaluated the professional part of the Norwegian translated PG-SGA

to be incomprehensible and difficult to complete.

Sub-analyses displayed that familiarity and previous experience in use of the PG-SGA
significantly affected the healthcare professionals’ evaluation of items concerning all
constructs — comprehensibility, difficulty and relevance. Similarly, type of profession also
affected the healthcare professionals’ evaluation of some of the items in the PG-SGA,

comprising all constructs.

The pilot study of the PG-SGA Short Form revealed some challenges in the layout to assure

accurate reports relevant to scoring the nutritional status from the patients.

The cultural adaptation and linguistic validation of the PG-SGA to the Norwegian setting has
resulted in a final version to be approved by the developers and copyright holder of the PG-
SGA. It has been successfully culturally adapted to the Norwegian setting, presenting
idiomatic and cultural equivalence, and linguistically validated by patients and healthcare

professionals in the target population.
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/ Future perspectives

The proposal for a final version of the Norwegian PG-SGA has, right before finalizing writing
this thesis, been up for approval by the developers and copyright holder of the PG-SGA. An
official validated Norwegian Scored PG-SGA is now available and ready for use in research
and clinical settings to assess nutritional status, identify nutrition impact symptom and
recommend an intervention for the nutrition care process (Appendix 13). This version still
needs further studies related to validity. In addition, it is important to also explore the

reliability.

To make the Scored PG-SGA a tool that Norwegian healthcare professionals comprehend and
thinks of as manageable in their clinical practice, a training course or guide is required.
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Appendix 1. Preliminary Norwegian translated version of the Scored PG-SGA (15-004 v01.08.17)

. @ Pasient ID
Scored Patient-Generated Subjective Global Assessment (PG-SGA)

s Boks 1 - 4 skal fylles ut av pasienten
T,
ﬂ (Boks 1 - 4 heter PG-SGA Short Form (SF))

1. Vekt (se arbeidsark 1) 2. Matinntak: Sammenlignet med mitt vanlige inntak vil jeg ansla

matinntaket den siste maneden som

Oppsummering av min naverende og tidligere vekt O uendret (o)

g . h li
Jeg veier nd ca. kilo O l gyere enn Vaf;.lg ©)
Jeg er ca. cm hgy [ lavere enn vanlig (1)

Jeg inntar na
O normal mat, men mindre enn vanlig mengde (1

O lite fast fgde (2

For én maned siden veide jeg ca. kilo
For seks maneder siden veide jeg ca. kilo

. . bare vaske (3
I Igpet av de siste to ukene har vekten min: t

b: ingsdrikk
[ gattned 1y [ ikke endret seg () O okt g P naf:nngs FEREr )
[0 svert lite av noe som helst ()
Boks 1 D [ kun sondeernaring eller intravengs ernering o) Boks 2 D
3. Symptomer: Jeg har fglgende problemer som har hindret meg i a 4. Aktiviteter og funksjon: I lgpet av den siste maneden vil jeg
spise nok i Igpet av de siste to ukene (kryss av for alt som passer) beskrive aktivitetsnivaet mitt som

O ingen problemer med 4 spise ()

: ; - ) O normalt uten begrensninger (o
O ingen-appettt, Talte dkke for.4 spise ) L oPpkast @ [ ikke mitt vanlige jeg, men i stand til a vere oppe og gjore
[ kvalme ) O diaré normale aktiviteter (i)
[ forstoppelse (1 O munntgrrhet 1 O foler ikke for & gjgre noe serlig, men jeg tilbringer mindre
[ sér i munnen () [ lukter plager meg (1) enn halve dagen i stol eller seng (2
[ ting smaker rart eller ingenting (1) O foler meg raskt O liten evne til a utfgre aktivitet, og tilbringer det meste av
[ problemer med i svelge (2 mett (1) dagen i sengen eller i en stol (3
. 4 ] . .

[ smerter; hvor?y O utmatthethet () O stort sett sengeliggende, er sjelden ute av sengen (3,
O annet**

**Eksempler: depresjon, gkonomiske problemer, tannproblemer Boks 3 Boks 4 D

Resten av dette skjemaet skal fylles ut av helsepersonell. Tusen takk!

; L]
©FD Ottery 2005, 2006, 2015 v3.22.15 Sammenlagt skir for Boks 1 - 4 A
Norwegian 15-004 v01.18.17
email: faithottervmdphd @aol.com or info@pt-global.org




Scored Patient-Generated Subjective Global Assessment (PG-SGA)

Sammenlagt skar fra Boks 1 - 4 (side 1) |:| A

Arbeidsark 1 — Skare for vekttap

For @ bestemme skaren bruker du vekttap for 1 maned, hvis tilgiengelig. Bruk data for 6 maneder kun hvis
det ikke finnes vektdata for 1 maned. Bruk poengene nedenfor for & skare vektendring. Legg til ett poeng
hvis pasienten har tapt vekt i Igpet av de 2 siste ukene. Registrer den totale skdren i Boks 1 PG-SGA.

Vekttap pa 1 maned Poeng Vekttap pa 6 maneder
10% eller mer 4 20% eller mer
5-9.9% 3 10 - 19.9%
3-49% 2 6- 9.9%
2-2.9% 1 2- 59%
0-1.9% 0 0- 1.9%

Numerisk skar fra Arbeidsark 1 D

5. Arbeidsark 2 — Sykdom og dens pavirkning pa ernzringsbehov
Ett poeng gis for hver av de fglgende tilstander:
D Kreft D Liggesar, apent sar eller fistel
D AIDS D Traume
[ Pulmonal eller kardial kakeksi ~ [] Alder over 65 ar

[0 Kronisk nyresvikt

Andre relevante diagnoser (spesifiser)
Primeart sykdomsstadium (sett en ring rundt hvis kjent) I II III IV Annet

Numerisk skar fra Arbeidsark 2 B

6. Arbeidsark 3 — Metabolsk behov

Skar for metabolsk stress bestemmes av flere variabler som er kjent for a gke protein- og kaloribehov. NB: Ved feber gis den hgyeste skar av feber varighet eller temperatur. Skéren legges sammen slik
at en pasient som har feber pd > 38.8 °C (3 poeng) i < 72 timer (1 poeng) og er pa 10 mg prednisolon fast (2 poeng), vil fi en sammenlagt skir pa 5 poeng.

Stress ingen (0) lavt (1) moderat (2) hevt (3)
Feber ingen feber >3720g <383 >3830g<38.8 >388°C
Feber varighet  ingen feber <72 timer 72 timer > 72 timer
Kortikosteroider ingen kortikosteroider lav dose moderat dose hgy dose
(< 10 mg prednisolon- (> 10 0g <30 mg (= 30 mg prednisolon-
ekvivalenter/dag) predisolonekvivalenter/dag) ekvivalenter/dag) Numerisk skar fra Arbeidsark 3 D C

7. Arbeidsark 4 — Fysisk undersgkelse

Fysisk undersgkelse omfatter

aspekter ved kroppssammensetning: fett, muskel og vaeske. Undersgkelsen er subjektiv, hvert aspekt av undersgkelsen er vurdert i grader, Underskudd/tap av muskelmasse pavirker poengskare mer

enn underskudd/tap av fettmasse. Definisjon av grader: 0 = ingen underskudd, 1+ = lett, 2+ = moderat, 3+ = alvorlig. Skdren legges ikke sammen. Man gjgr en subjektiv klinisk vurdering av totalt underskudd. inkludert forekomst

av vaeskeoverskudd/gdem. Maks total skar for fysisk underspkelse er 3 poeng.

Poengskiren for den fysiske undersgkelsen bestemmes av en total subjektiv klinisk vurdering

Muskelstatus Fettlager Muskelmasseunderskudd har stgrre effekt p poengskaren enn fe derskudd eller vaesk

tinninger (temporalis) 0 1+ 2+ 3+ orbitalt fett 0 1+ 2+ 3+ Ingen underskudd skér

krageben (pektoralis & deltoid) 0 1+ 2+ 3+ triceps hudfold 0 1+ 2+ 3+ Lett underskudd

skuldre (deltoid) 0 1+ 2+ 3+ fett over nedre ribben 0 1+ 2+ 3+ Moderat underskudd

interosseus 0 1+ 2+ 3+ Skér for fettunderskudd 0 1+ 2+ 3+ Alvorlig underskudd

skapula (latissimus dorsi, trapezius, deltoid) 0 1+ 2+ 3+ Vaeskestatus

lar (quadriceps) 0 1+ 2+ 3+ ankelgdem 0 1+ 2+ 3+ Numerisk skar fra Arbeidsark 4 DD
legg (gastrocnemius) 0 I+ 2+ 3+ sakralt gdem 0 I+ 2+ 3+

Sk g seciteg o

Sl for muskelstatus 0 1+ 2+ 3 S For vieskestatus g i: ;’; :: Total PG-SGA Skar (Total numerisk skir for A+B+C+D) |:|
Kiiikers underskif Yike e Global PG-SGA kategori skir (A, Beller©) [

Arbeidsark 5§ — PG-SGA Global vurderingskategorier

Kategori A Kategori B Kategori C
Kategori Velernwrt Moderat underernwert/ Alvorlig underernzert
mistenkt underernzert
Vekt Ingen vekitap ELLER < 5% vekttap pd | mined ELLER > 59 vekitap pi | mined ELLER
nylig vekigkning som ikke (< 10% in 6 months) ELLER (> 10% in 6 months) ELLER
skyldes vaeskeretensjon  progressivt vekttap progressivt vekitap
Matinntak Tkke redusert inntak Noe redusert inntak Sterkt redusert inntak
ELLER nylig forbedring
Symptomer Ingen ELLER nylig Symptomer (PG-SGA Boks 3) Symptomer (PG-SGA Boks 3)

forbedring som gir
adekvat matinntak

Funksjon Normalt funksjonsnivi Moderat redusert funksjonsnivi Alvorlig redusert funksjonsnivi
ELLER nylig ELLER nylig forverring ELLER nylig forverring
forbedring

Fysisk Ingen mangel ELLER Mild til moderat tap av muskelmasse Alvorlig tap av muskelmasse

undersokelse  nylig forbedring /subkutant fetmuskeltonus ved eller subkutant fett eventuelt

palpering odemer

Ernaringstiltak: Den sammenlagte skaren brukes til & definere spesifikke eraringsintervensjoner. Dette inkluder
symptombehandling og opplaering av pasienter og familie. Symptombehandling kan inkludere farmakologiske intervensjoner og/eller
egnet emaeringsintervensjon (mat, ernaringstilskudd, enteral- eller parenteralernaring).

Forstelinje ernzeringsintervensjon inkluderer optimal symptombehandling.

Erneeringstiltak basert pa poengskar for PG-SGA
0-1  Ingen intervensjon er ngdvendig nd. Emgeringsstatus m revurderes p3 rutinemessig og regulaer basis under behandling.
2-3 Krever oppleering av pasient og familie av klinisk erneeringsfysiolog, sykepleier eller annet
helsepersonell. Farmakologisk intervensjon ved behov som indikert ved symptomene (Boks 3) eller
laboratorieverdier.
4-8  Krever intervensjon av klinisk ereeringsfysiolog i samarbeid med sykepleier eller lege som indikert ved symptomene (Boks 3).
29 Indikerer et kritisk behov for ernaeringsintervensjon og forbedret symptombehandling.

©FD Ottery 2005, 2006, 2015 v3.22.16 Norwegian 15-004 v01.18.17
email: faithotterymdphd@aol.com or info@pt-global.org
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Appendix 2. The study information sheet for the participants

see ST. OLAVS HOSPITAL

@ . " .
®  Universitetssykehuset i Trondheim Ui0 ¢ Universitetet i Oslo

GENERELL INFORMASJON OM FORSKNINGSPROSJEKTET

SPRAKLIG VALIDERING AV NORSK
OVERSETTELSE AV PG-SGA

PG-SGA (Patient Generated Subjective Global Assessment) er et internasjonalt vel ansett verktgy som

brukes for a bestemme og vurdere ernzeringstilstanden til kreftpasienter. Det holder na pa a bli
oversatt fra engelsk til 14 ulike sprak over hele verden, deriblant norsk.

Det er viktig a sikre at denne oversettelsen er sa god som mulig. Feil i oversettelser kan fgre til at
man tolker opplysningene pa ulike mater i ulike land og dette kan gi ulike svar pa samme spgrsmal.
Oversettelse av slike skjema skal derfor fglge en standard prosedyre for a sikre at oversettelsen
tilsvarer originalspraket det er laget for, og at skjemaet maler det som det er ment @ male.

Dette forskningsprosjektet skal kvalitetssikre den norske oversettelsen av PG-SGA. PG-SGA-skjemaet
har en side som pasienter selv fyller ut, samt en side for helsepersonell. Studien vil derfor inkludere
bade pasienter og helsepersonell. Dette er et samarbeidsprosjekt mellom Kreftklinikken pa St. Olavs
Hospital i Trondheim, Oslo Universitetssykehus og Universitetet i Oslo. Den praktiske delen av
forskningsprosjektet vil bli utfgrt av en masterstudent i klinisk ernaering fra Universitetet i Oslo.

HVA INNEBZARER PROSJEKTET?

Pasienter skal lese og fylle ut side 1 av PG-SGA skjemaet. Deretter utfylles et skiema der pasienten
bestemmer forstaelse og vanskelighetsgrad av teksten i PG-SGA-skjemaet. | tillegg gar pasient og
masterstudent gjennom en MMSE test (Mini Mental Status Evaluering). Total tidsbruk vil vaere ca. 20
minutter.

Helsepersonell skal lese hele PG-SGA og fylle ut skjema som kartlegger vanskelighetsgrad, forstaelse
og relevans for hele skjemaet. Total tidsbruk vil vaere ca. 20 minutter.
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MULIGE FORDELER OG ULEMPER

Ved a delta i prosjektet er du med pa & kvalitetssikre og har mulighet til & pavirke et internasjonalt
verktgy for kartlegging av ernaeringsstatus, noe som vil ha betydning for kreftpasienter i fremtiden.
Det er ingen risiko eller ulemper ved a delta i prosjektet.

FRIVILLIG DELTAKELSE

Det er frivillig & delta i prosjektet. Dersom du trekker deg fra prosjektet, kan du kreve & fa slettet
innsamlede opplysninger, med mindre opplysningene allerede er inngatt i analyser eller brukt i
vitenskapelige publikasjoner. Dersom du har spgrsmal til prosjektet, kan du kontakte: Lene Thoresen
(prosjektleder), e-post lene.thoresen@stolav.no, tIf. 72 82 85 54 eller Berit K. D. Fjgseide
(masterstudent), e-post berit.kjellrun@gmail.com, tIf. 48 03 42 99.

HVA SKJER MED INFORMASJONEN OM DEG?

Informasjonen som registreres om deg skal kun brukes slik som beskrevet i hensikten med studien.
Du har rett til innsyn i hvilke opplysninger som er registrert om deg og rett til a fa korrigert eventuelle
feil i de opplysningene som er registrert. Diagnose og diagnosetidspunkt vil ogsa bli hentet ut fra
journal.

Alle opplysningene vil bli behandlet konfidensielt, uten navn og fgdselsnummer eller andre direkte
gjenkjennende opplysninger. En kode knytter deg til dine opplysninger gjennom en navneliste. Alle
som behandler disse opplysningene er helsepersonell med taushetsplikt.

Masterstudenten har ansvar for den daglige driften av forskningsprosjektet og at opplysninger om
deg blir behandlet pa en sikker mate. Informasjon om deg vil bli anonymisert eller slettet senest fem
ar etter prosjektslutt.

GODKJENNING

Prosjektet er godkjent av Kreftklinikkens Forskningskomité og er vurdert for a veere et
kvalitetssikringsprosjekt av Regional komite for medisinsk og helsefaglig forskningsetikk, saksnr. hos
REK (2016/2027).

Takk for din interesse.

Vennlig hilsen

Berit K. D. Fjgseide
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Appendix 3. Questionnaire for the patient group

ST. OLAVS HOSPITAL

Universitetssykehuset i Trondheim

& UiO ¢ Universitetet i Oslo

Spraklig validering av norsk versjon av Scored Patient-
Generated Subjective Global Assessment (PG-SGA)

Spgrreskjema til pasienter

Dato:

Nr:

1. Kjgnn
O Mann

O Kvinne

Alder: ar

3. Utdanning
Hgyeste niva av utdanning er:

o

0]
o]
0]

Grunnskole

Videregaende

Universitet og hggskole
Annet, vennligst spesifiser:

Yrke

| arbeid/sykemeldt
Arbeidsledig

Ufgretrygdet

Pensjonert

Student

Annet, vennligst spesifiser:

Mitt navaerende/tidligere yrke var:
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ST. OLAVS HOSPITAL @ UiO ¢ Universitetet i Oslo

Universitetssykehuset i Trondheim

5. Diagnose
a. Type diagnose

b. Diagnosetidspunkt (vennligst oppgi sd presist som mulig)

6. Behandling
a. Jeger for tiden under behandling
0 Ja
O Nei

b. Type behandling (vennligst kryss av for alle typer mottatte behandlinger)
O Stralebehandling
O Cellegift
O Operasjon
O Ingen behandling
O Annet, vennligst spesifiser:
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ST. OLAVS HOSPITAL

Universitetssykehuset i Trondheim

@ UiO ¢ Universitetet i Oslo

Forstaelse

Vennligst sett ring rundt det tallet som best beskriver om spgrsmalene er forstaelige.
Skalaen gar fra 1 «ikke forstaelig i det hele tatt/veldig uklart» til 4 «veldig

forstaelig/veldig klart».

Boks 1: Vekt \:E:::f et | Klart Vljladrlcg
Oppsummering av min naveerende og tidligere vekt 1 2 3 4
Jeg veier na ca. kilo 1 2 3 4
Jegerca. cm hgy 1 2 3 4
For én maned siden veide jeg ca. kilo 1 2 3 4
For seks maneder siden veide jegca. _ kilo 1 2 3 4
| Igpet av de siste ukene har vekten min: 1 2 3 4
gatt ned () 1 2 3 4
ikke endret seg (o) 1 2 3 4
okt (o) 1 2 3 4
Boks 2: Matinntak \ﬂﬁ:::f Uklart | Klart Vkefladritg
sammenlignet med mitt vanlige inntak vil jeg ansla matinntaket 1 ) 3 4
den siste méneden som

uendret (g) 1 2 3 4
hgyere enn vanlig ) 1 2 3 4
lavere enn vanlig ;) 1 2 3 4
Jeg inntar na normal mat, 1 2 3 4
men mindre enn vanlig mengde (1 1 2 3 4
lite fast fgde () 1 2 3 4
bare vaeske (3 1 2 3 4
bare naeringsdrikker ) 1 2 3 4
sveert lite av noe som helst ) 1 2 3 4
kun sondeerneering eller intravengs ernaering (o) 1 2 3 4
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ST. OLAVS HOSPITAL

Universitetssykehuset i Trondheim

% UiO ¢ Universitetet i Oslo

Boks 3: Symptomer

Veldig
uklart

Uklart

Klart

Veldig
klart

Jeg har fglgende problemer som har hindret meg i a spise nok i lgpet
av de siste to ukene (kryss av for alle som passer)

ingen problemer med a spise ()

ingen appetitt, fglte ikke for a spise @)

kvalme ()

oppkast (3

forstoppelse (1)

diaré s

sarimunnen ()

munntgrrhet (1

ting smaker rart eller ingenting (1)

lukter plager meg (1

fgler meg raskt mett (1)

problemer med a svelge ()

utmattethet 1

smerter; hvor? )

annet** ()

Rlrlr|krlr|rRrlRr|r|r|Rr|lRr|R,r|Rr|~

NN NN NN NN ININ NN NN N

Wlw | w i w| w| W w i wlw wl w|w w|w|w

B I I I N I S B e I O I N S R o R S [ SN [ SN A

**Eksempler: depresjon, gkonomiske problemer, tannproblemer

Boks 4: Aktiviteter og funksjon

Veldig
uklart

Uklart

Klart

Veldig
klart

| Igpet av den siste maneden vil jeg beskrive aktivitetsnivaet mitt
som:

normalt uten begrensninger (g

ikke mitt vanlige jeg, men i stand til & veere oppe og gj@re normale
aktiviteter (1

fgler meg ute av stand til det meste, og ligger til sengs eller sitter en
stol mindre enn halve dagen

liten evne til 4 utfgre aktivitet, og tilbringer det meste av dageni
sengen eller i en stol (3

stort sett sengeliggende, er sjelden ute av sengen )
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Universitetssykehuset i Trondheim

e« ST. OLAVS HOSPITAL @ UiO ¢ Universitetet i Oslo

Vanskelighetsgrad

Vennligst sett ring rundt det tallet som beskriver om spgrsmalene er lette  svare pa.
Skalaen gar fra 1 «veldig vanskelig» til 4 «veldig lett.

Boks 1: Vekt va:/:sliglfg Vanskelig | Lett VIeeltdtIg
Oppsummering av min naveerende og tidligere vekt 1 2 3 4
Jeg veier na ca. kilo 1 2 3 4
Jegerca. cm hgy 1 2 3 4
For én maned siden veide jeg ca. kilo 1 2 3 4
For seks maneder siden veide jegca. _ kilo 1 2 3 4
| lgpet av de siste ukene har vekten min: 1 2 3 4
gatt ned () 1 2 3 4
ikke endret seg () 1 2 3 4
okt (o) 1 2 3 4
Boks 2: Matinntak Vavne::;?l.g Vanskelig | Lett Vlee"tjtig
sammenlignet med mitt vanlige inntak vil jeg ansla

matinntaket den siste maneden som ) 2 3 4
uendret (g) 1 2 3 4
h@yere enn vanlig ) 1 2 3 4
lavere enn vanlig (1) 1 2 3 4
Jeg inntar na normal mat, 1 2 3 4
men mindre enn vanlig mengde (1) 1 2 3 4
lite fast fgde () 1 2 3 4
bare vaeske (3 1 2 3 4
bare naeringsdrikker (3 1 2 3 4
sveert lite av noe som helst ) 1 2 3 4
kun sondeernzering eller intravengs ernaering (o) 1 2 3 4




ST. OLAVS HOSPITAL ﬁ UiO ¢ Universitetet i Oslo

Universitetssykehuset i Trondheim

Boks 3: Symptomer va\/:;:;?ig Vanskelig | Lett Vleelftig
Jeg har fglgende problemer som har hindret meg i a spise

. . 1 2 3 4
nok i lppet av de siste to ukene (kryss av for alle som passer)
ingen problemer med a spise (g 1 2 3 4
ingen appetitt, fglte ikke for a spise (3 1 2 3 4
kvalme @ 1 2 3 4
oppkast () 1 2 3 4
forstoppelse (3 1 2 3 4
diaré (3) 1 2 3 4
sar i munnen () 1 2 3 4
munntgrrhet ) 1 2 3 4
ting smaker rart eller ingenting (1) 1 2 3 4
lukter plager meg ) 1 2 3 4
fgler meg raskt mett 1 2 3 4
problemer med a svelge 1 2 3 4
utmattethet ) 1 2 3 4
smerter; hvor? s 1 2 3 4
annet** 1 2 3 4

**Eksempler: depresjon, gkonomiske problemer, tannproblemer

Boks 4: Aktiviteter og funksjon Vav:::;ig Vanskelig | Lett vle;:!;g
I Igﬁpet av den siste maneden vil jeg beskrive aktivitetsnivaet 1 ) 3 4
mitt som:
normalt uten begrensninger (g 1 2 3 4
ikke mitt vanlige jeg, men i stand til & veere oppe og gjgre 1 5 3 4
normale aktiviteter )
fgler meg ute av stand til det meste, og ligger til sengs eller 1 ) 3 4
sitter en stol mindre enn halve dagen
liten evne til & utfgre aktivitet, og tilbringer det meste av 1 ) 3 4
dagen i sengen eller i en stol 3
stort sett sengeliggende, er sjelden ute av sengen 3 1 2 3 4
Har du kommentarer til noen av spgrsmalene?
OJa O Nei
Vennligst spesifiser:

Tusen takk for din deltakelse!

6
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Appendix 4. Questionnaire for the healthcare professionals group

e» ST. OLAVS HOSPITAL & UiO ¢ Universitetet i Oslo

Universitetssykehuset i Trondheim

Spraklig validering av norsk versjon av Scored Patient-
Generated Subjective Global Assessment (PG-SGA)

Sparreskjema til helsepersonell

Dato:

1. Hva er din profesjon?

O  Klinisk ernzeringsfysiolog
Lege

Sykepleier

o O O

Student, i:
O Ernzering
O Medisin

O Annet, vennligst spesifiser:

O  Annet, vennligst spesifiser:

2. Antall &r med erfaring i din profesjon: ar

4. Er du kjent med PG-SGA?
o Ja:

O Fra litteraturen, vennligst spesifiser:

O Fra et kurs om PG-SGA, vennligst spesifiser:

O Fra nettsiden til Pt- Global

O Annet, vennligst spesifiser:

O Nei

5. Har du erfaring i @ bruke PG-SGA i klinisk praksis?
O Ja, vennligst spesifiser:

O bruker PG-SGA pa pasienter selv, vennligst spesifiser:
O har sett andre jobbe med PG-SGA
O annet, vennligst spesifiser:

O Nei



Forstaelse: Vennligst sett ring rundt det tallet som best beskriver om spgrsmalene er forstaelige. Skalaen gar fra 1 «ikke forstaelig i det hele tatt/veldig uklart» til 4 «veldig

forstaelig/veldig klart».

Vanskelighetsgrad: Vennligst sett ring rundt det tallet som beskriver om spgrsmalene er lette a svare pa. Skalaen gar fra 1 «veldig vanskelig» til 4 «veldig lett».

Relevans: Vennligst sett ring rundt det tallet som best beskriver om spgrsmélene i PG-SGA er relevante for & kartlegge/beskrive pasientens ernzeringsstatus fra et

helsepersonell sitt stasted pa en skala fra 1 «veldig irrelevant» til 4 «veldig relevant».

Fgrste side av PG-SGA:

Forstaelse Vanskelighetsgrad Relevans

Boks 1: Vekt

Veldig Uklart Klart Veldig klart Veldig_ Vanskelig Lett Veldig lett | . Veldig Irrelevant  Relevant Veldig

uklart vanskelig irrelevant relevant
Qppsummenng av min naveerende og 1 7 3 4 1 ) 3 4 1 7 3 4
tidligere vekt
leg veier na ca. kilo 1 2 3 4 1 2 3 4 1 2 3 4
leg er ca. cm hgy 1 2 3 4 1 2 3 4 1 2 3 4
For én maned siden veide jeg ca. kilo 1 2 3 4 1 2 3 4 1 2 3 4
Eﬁgseks maneder siden veide jeg ca. 1 ) 3 4 1 5 3 4 1 ) 3 4
| Ippet av de siste ukene har vekten min: 1 2 3 4 1 2 3 4 1 2 3 4
gatt ned 1 2 3 4 1 2 3 4 1 2 3 4
ikke endret seg (o) 1 2 3 4 1 2 3 4 1 2 3 4
gkt (o) 1 2 3 4 1 2 3 4 1 2 3 4

0Ja O Nei
Vennligst spesifiser:

Har du kommentarer eller forslag til spgrsmal som er inkludert i Boks 1?
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Boks 2: Matinntak

Forstaelse Vanskelighetsgrad Relevans
zi:::f Uklart Klart Veldig klart vav:s,ll’iglig Vanskelig Lett Veldig lett ir:{::\]tiagnt Irrelevant  Relevant r;llzl\?aii t

sammenlignet med mitt vanlige inntak vil

jeg ansld matinntaket den siste maneden 1 2 3 4 1 2 3 4 1 2 3 4
som:

uendret (g 1 2 3 4 1 2 3 4 1 2 3 4
h@yere enn vanlig o) 1 2 3 4 1 2 3 4 1 2 3 4
lavere enn vanlig 1 2 3 4 1 2 3 4 1 2 3 4
Jeg inntar nd normal mat, 1 2 3 4 1 2 3 4 1 2 3 4
men mindre enn vanlig mengde () 1 2 3 4 1 2 3 4 1 2 3 4
lite fast fode 1) 1 2 3 4 1 2 3 4 1 2 3 4
bare vaeske (3 1 2 3 4 1 2 3 4 1 2 3 4
bare naeringsdrikker (3 1 2 3 4 1 2 3 4 1 2 3 4
sveert lite av noe som helst (4 1 2 3 4 1 2 3 4 1 2 3 4
kun sondeernzering eller intravengs 1 » 3 4 1 5 3 4 1 ) 3 4

ernaering ()

Har du kommentarer eller forslag til spgrsmal som er inkludert i Boks 27?

O Ja O Nei
Vennligst spesifiser:
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Boks 3: Symptomer

Forstaelse

Vanskelighetsgrad

Relevans

Veldig
uklart

Uklart Klart

Veldig klart

Veldig
vanskelig

Vanskelig Lett

Veldig lett

Veldig
irrelevant

Irrelevant

Relevant

Veldig
relevant

Jeg har fglgende problemer som har hindret
meg i a spise nok i Ippet av de siste to
ukene (kryss av for alle som passer)

ingen problemer med a spise (g

ingen appetitt, fglte ikke for a spise (3)

kvalme ()

oppkast (3

forstoppelse (3

diaré 3

sar i munnen (3

munntgrrhet (1

ting smaker rart eller ingenting (1)

lukter plager meg

fgler meg raskt mett ()

problemer med 4 svelge ()

utmattethet

smerter; hvor? (3

annet**

RlRr|lRkrRrlRr|RrRr|lRrRr|R,rRrR, PR~

NIRRT RN NN

Wi W w wl w wlwlw wlw w|lw| w|w|w

SIS

R e e e N = e I e e e e =N =

MR RN R NN NN NN NN
Wi w w w w wlwlw wlw w|lw| w|w|w

e N R R R R N = i B S I S I

o B [ S [ e [ W YN VS (IR QEEN (RS QAR S Y

NN RN IR NN NN NN

Wlwliw wiwi i wl i wlwlw w wi w| w|w|lw

O O I NS O IO I SO O (SO O O I O I SO I O N PN

**Eksempler: depresjon, gkonomiske
problemer, tannproblemer

Har du kommentarer eller forslag til spgrsmal som er inkludert i Boks 3?

O Ja O Nei
Vennligst spesifiser:

92



Boks 4: Aktiviteter og funksjon

Forstaelse Vanskelighetsgrad Relevans

Veldig Uklart Klart Veldig klart Veldig Vanskelig Lett Veldig lett | . Veldig Irrelevant  Relevant Veldig

uklart vanskelig irrelevant relevant
| Impe.t av de.n.5|ste m?nedgn vil jeg 1 ) 3 4 1 ) 3 4 1 ) 3 4
beskrive aktivitetsnivaet mitt som
normalt uten begrensninger () 1 2 3 4 1 2 3 4 1 2 3 4
ikke mitt vanllgg jeg, men i stanc! t-I| a 1 5 3 4 1 5 3 4 1 5 3 4
vaere oppe og gj@re normale aktiviteter (1
fgler meg ute av stand til det meste, og
ligger til sengs eller sitter en stol mindre 1 2 3 4 1 2 3 4 1 2 3 4
enn halve dagen ()
liten evne til & utfgre aktivitet, og
tilbringer det meste av dagen i sengen 1 2 3 4 1 2 3 4 1 2 3 4
elleri enstol (3
stort sett sengeliggende, er sjelden ute av 1 ) 3 4 1 ) 3 4 1 ) 3 4

sengen (3

Har du kommentarer eller forslag til spgrsmal som er inkludert i Boks 4?

OlJa O Nei
Vennligst spesifiser:
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Vennligst snu PG-SGA-skjemaet og fortsett med klassifiseringen:

Arbeidsark 1

Forstaelse

Vanskelighetsgrad

Relevans

Veldig
uklart

Uklart

Klart

Veldig klart

Veldig
vanskelig

Vanskelig Lett

Veldig lett

Veldig
irrelevant

Irrelevant

Relevant

Veldig
relevant

Arbeidsark 1 — Skare for vekttap: For a
bestemme skaren bruker du vekttap for 1
maned, hvis tilgjengelig. Bruk data for 6
maneder kun hvis det ikke finnes vektdata
for 1 maned. Bruk poengene nedenfor for &
skare vektendring. Legg til ett poeng hvis
pasienten har tapt vekt i Igpet av de 2 siste
ukene. Registrer den totale skaren i Boks 1
PG-SGA.

Skare for vekttap

1

2

3

0OJa O Nei
Vennligst spesifiser:

Har du kommentarer eller forslag til spgrsmal som er inkludert i Arbeidsark 1?
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Arbeidsark 2 Forstaelse Vanskelighetsgrad Relevans
Veldig Uklart Klart Veldig klart Veldig_ Vanskelig Lett Veldig lett | . Veldig Irrelevant  Relevant Veldig
uklart vanskelig irrelevant relevant
Arbeidsark 2 — Sykdom og dens
pavirkning pa ernaeringsbehov. Ett poeng 1 2 3 4 1 2 3 4 1 2 3 4
gis for hver av de fglgende tilstander
Kreft 1 2 3 4 1 2 3 4 1 2 3 4
AIDS 1 2 3 4 1 2 3 4 1 2 3 4
Pulmonal eller kardial kakeksi 1 2 3 4 1 2 3 4 1 2 3 4
Kronisk nyresvikt 1 2 3 4 1 2 3 4 1 2 3 4
Liggesar, apent sar eller fistel 1 2 3 4 1 2 3 4 1 2 3 4
Traume 1 2 3 4 1 2 3 4 1 2 3 4
Alder over 65 ar 1 2 3 4 1 2 3 4 1 2 3 4
Andre relevante diagnoser 1 5 3 4 1 5 3 4 1 5 3 4
Primaert sykdomsstadium 1 2 3 4 1 2 3 4 1 2 3 4

Har du kommentarer eller forslag til spgrsmal som er inkludert i Arbeidsark 2?

0O Ja O Nei
Vennligst spesifiser:
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Arbeidsark 3

Forstaelse

Vanskelighetsgrad

Relevans

Arbeidsark 3 — Metabolsk behov: Skare
for metabolsk stress bestemmes av flere
variabler som er kjent for & gke protein-
og kaloribehov. NB: Ved feber gis den
hgyeste skare av feber varighet eller
temperatur. Skaren legges sammen slik at
en pasient som har feber pa > 38.8 °C (3
poeng) i< 72 timer (1 poeng) og er pa 10
mg prednisolon fast (2 poeng), vil fa en
sammenlagt skare pa 5 poeng.

Veldig

uklart Uklart Klart

Veldig klart

Veldig
vanskelig

Vanskelig Lett

Veldig lett

Veldig
irrelevant

Irrelevant  Relevant

Veldig
relevant

Feber

1 2 3

Feber varighet

1 2 3

~

~

~

Kortikosteroider

1 2 3

Har du kommentarer eller forslag til spgrsmal som er inkludert i Arbeidsark 3?

O Ja O Nei
Vennligst spesifiser:
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Arbeidsark 4

Forstaelse

Vanskelighetsgrad

Relevans

Veldig
uklart

Uklart

Klart

Veldig klart

Veldig
vanskelig

Vanskelig Lett Veldig lett

Veldig
irrelevant

Irrelevant

Relevant

Veldig
relevant

Arbeidsark 4 — Fysisk undersgkelse: Fysisk undersgkelse
omfatter 3 aspekter ved kroppssammensetning: fett, muskel
og vaske. Undersgkelsen er subjektiv, hvert aspekt av
undersgkelsen er vurdert i grader. Tap av muskelmasse
pavirker poengskare mer enn tap av fettmasse. Definisjon av
grader: 0 = ingen underskudd, 1+ = lett underskudd, 2+ =
moderat, 3+ = alvorlig. Skaren legges ikke sammen. Man gjer
en subjektiv klinisk vurdering av totalt underskudd, inkludert
forekomst av vaeskeoverskudd/gdem.

Muskel status

Tinninger (temporalis muskel)

Krageben (pectoralis & deltoids)

Skulder (deltoids)

Interosseous muskler

Skapula (latissimus dorsi, trapezius, deltoids)

Lar (quadriceps)

Legg (gastrocnemius)

Skare for muskelstatus

L

NIRRT NN NN
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Wliwlw wlwlw|lw|lw

B IR IR A AR I B

Fettlager

Orbitalt fett

Triceps hudfold

Fett over nedre ribbein

Skare for fettunderskudd

L

NN NN

wWlw|w|w
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Veeskestatus

Ankelgdem

Sakralt gdem

Ascites

e

Skare for vaeskestatus

NN NN
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Har du kommentarer eller forslag til spgrsmal som er inkludert i Arbeidsark 4?

O Ja O Nei

Vennligst spesifiser:
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Arbeidsark 5 Forstaelse Vanskelighetsgrad Relevans

Veldig Veldig Veldig (Frelevant Relevant Veldig

Kl i
uklart Uklart art Veldig klart vanskelig irrelevant relevant

Vanskelig Lett Veldig lett

PG-SGA Global Vurderingskategorier

Kategori A: Velernzert; Kategori B: Moderat 1 5 3 4 1 P 3 4 1 P 3 4
undererneert/mistenkt undererneert; Kategori C:
Alvorlig underernaert

Erneeringstiltak: Den sammenlagte skaren brukes til
a definere spesifikke ernaeringsintervensjoner.
Dette inkluder symptombehandling og oppleering av
pasienter og familie. Symptombehandling kan
inkludere farmakologiske intervensjoner og/eller
egnet ernaeringsintervensjon (mat,
ernaringstilskudd, enteral- eller
parenteralernzering).

Forstelinje ernaeringsintervensjon inkluderer
optimal symptombehandling.

Poengskar 0 — 1 Ingen intervensjon er ngdvendig
na. Ernaeringsstatus ma revurderes pa rutinemessig 1 2 3 4 1 2 3 4 1 2 3 4
og reguler basis under behandling.

Poengskar 2 — 3 Krever opplaering av pasient og
familie av klinisk ernaeringsfysiolog, sykepleier eller
annen klinikkmedarbeider. Farmakologisk 1 2 3 4 1 2 3 4 1 2 3 4
intervensjon ved behov som indikert ved
symptomene (Boks 3) eller laboratorieverdier.

Poengskar 4 — 8 Krever intervensjon av klinisk
ernazringsfysiolog i samarbeid med sykepleier eller 1 2 3 4 1 2 3 4 1 2 3 4
lege som indikert ved symptomene (Boks 3).

Poengskar > 9 Indikerer et kritisk behov for
ernaringsintervensjon og forbedret 1 2 3 4 1 2 3 4 1 2 3 4
symptombehandling.

Har du kommentarer eller forslag til spgrsmal som er inkludert i Arbeidsark 5?

O Ja O Nei
Vennligst spesifiser:

Tusen takk for din deltakelse!




Appendix 5. MMSE-NR3 form

@ .
@z&ﬁ@ ,NAI_dnng og helse
> asjonal kompetansetjeneste

NORSK REVIDERT MINI MENTAL STATUS EVALUERING (MMSE-NR3)

Carsten Strobel & Knut Engedal, 2016

Pasient (PAS)/fadselsdato: Sprak/tolk:
Skolegang/utdanning/antall ar: Yrke:
Harsel/hgreapparat: Syn/briller: Geriatrisk leseprove:
Testleder (TL): Dato/kl: Teststed:

Er PAS testet med MMSE-NR far? Nei[] Ja[_# Nar/hvor/oppgavesett nr./skare:

Administrasjons- og skaringsveiledning

Screeningtesten MMSE-NR brukes til kognitiv utredning og forlapskontroll ved demens, hjerneslag og andre sykdommer som pavirker kognitiv
funksjon, og for & vurdere behandlingseffekt, kognitiv egnethet for bilkjering o.l. Testen alene er ikke tilstrekkelig til & diagnostisere demens.
Diagnosekriteriene for demens méa ogsa veere oppfylt. MMSE-NR supplerer annen utredning sa som somatisk undersgkelse, legemiddel-
gjennomgang, komparentintervju (med bl.a. spgrsmal om type/forlep/varighet av ev. kognitiv svikt og endret ADL-funksjon) og vurdering av
stemningsleie. Eksekutiv svikt, f.eks. etter hjerneslag og ved frontotemporal demens, kan veere vanskelig a pavise med MMSE-NR. Skare og
kvalitativ utferelse kan over tid endre seg ved flere psykiatriske og somatiske sykdomstilstander og sykdomsfaser: av og til med bedre utfgrelse
og skare, som ved behandling av depresjon eller delirium, ev. darligere, som ved progredierende demens.

TL ber ha fatt oppleering i bruk av MMSE-NR og kjenne til manualens innhold (se www.aldringoghelse.no). Gjennomfgring som ikke er i trad med
retningslinjer for administrasjon, oppfelgende spersmal og skaring, kan gi for hay eller lav skare. Dette kan fa betydning for utredning, konklusjon,
oppfelging og behandling. Felg derfor standardisert instruksjon under hver oppgave og overhold retningslinjer i manual og pa skjema. Har PAS
lav norskspraklig kompetanse og annet morsmal enn norsk, bruk fagutdannet tolk (ikke slektninger) og spraktilpasset stimulusark pa oppgave 18.

Utfer testing en-til-en uten parerende til stede. Sla av mobiltelefoner. Sgrg for at PAS ved behov bruker briller/harselshjelpemidler. Minn ev. pa
bruk underveis. Unnga at PAS ser skaring og svaralternativer pa skjema. Les uthevet tekst hoyt, langsomt og tydelig. Still samtlige sparsmal,
ogsa om PAS har besvart oppgaveledd under tidligere stilte sparsmal. All instruksjon kan gjentas med unntak av spesifiserte begrensninger
pa oppgave 12 og 17. Ikke gi hint om hvordan oppgavene kan lgses eller om svar er rett eller galt. Skriv ordrett ned svar pa hvert spgrsmal.
PAS kan pa eget initiativ korrigere svar underveis. Ved flere svar pa et sparsmal ma PAS velge hvilket svar som skal skares. Dersom PAS har
vansker med a gi adekvate muntlige svar, f.eks. ved afasi og andre talevansker, be PAS prgve & skrive svar pa eget ark. Lar heller ikke dette seg
gjennomfere, bruk tilrettelagte MMSE-NR pekeark pa aktuelle orienteringsoppgaver. Sett kryss i ruten for «0» ved feil svar og i ruten for «1» ved
rett svar. Gi aldri %z poeng. Gir PAS utrykk for ikke & klare en eller flere av oppgavene, oppfordre likevel til & gjere et forsgk. Gjenta oppfordring om
nedvendig. Er PAS ikke testbar pa en oppgave pga. ikke-kognitiv funksjonsbegrensning, notér hvorfor og sett ring rundt ruten for «0». Inkluder
likevel oppgaven i totalskaren, da totalskaren skal angis i antall poeng av 30 mulige (det er f.eks. ikke tillatt & gi 23 av 25 poeng).

Ved retesting: For & redusere lzeringseffekt fra tidligere testing, bytt il riktig oppgavesett (ordsett og starttall) som spesifisert pa oppgave 11-13.

Lavere alder og heyere utdanning gir ofte bedre skare, likesa testing utferti omgivelser som er velkjente for PAS pga. stedsorienteringsoppgavene.
Notér faktorer som kan pavirke utferelse negativt, sa som liten eller ingen skolegang, hey alder, svekket syn/manglende briller, svekket hersel,
darlig dagsform, smerter, lav oppgaveinnsats, trettbarhet, afasi, lese- og skrivevansker, dyskalkuli, ikke-kognitiv funksjonsbegrensning, skriving/
tegning med ikke-dominant hand (f.eks. ved lammelse), rusmidler (inkl. alkohol), akutt somatisk sykdom, depresjon, lav norskspraklig kompetanse,
stress og testangst. Legemiddeleffekter kan tidvis pavirke resultat negativt/positivt og krever egen vurdering. Totalskare alene gir ikke informasjon
om spesifikke kognitive sviktomrader som kan vaere diagnostisk og klinisk relevante. Journalfer derfor ogsa pafallende utferelse (lang tidsbruk,
mange korrigeringer o.l.), og hvilke oppgaver PAS ikke far til. Skaringsprofil og kvalitativ vurdering av utferelse kan i tillegg gi informasjon om
kognitive restressurser og kompenserende mestringsstrategier som kan vaere nyttige for tilrettelegging av aktivitet og samhandling.

Skaring MMSE-NR3. Journalfor oppgavesett (ordsett og starttall oppgave 11-13) bruktidag: 1|l 2l 3 4H 5B

KOMMENTARER TIL SPESIFIKKE OPPGAVELEDD:
Orientering (oppgave 1-10) /10
Umiddelbar gjenkalling (oppgave 11) 13
Hoderegning (oppgave 12) 15
Utsatt gjenkalling (oppgave 13) 13|,
Sprak og praksis (oppgave 14—19) 18 g
Figurkopiering (oppgave 20) " i
Total poengskare 130 25

Vurderer du som TL at samarbeid/motivasjon/testinnsats var uten anmerkning? Ja[] Nei[] Usikker[]

Vurderer du som TL at oppmerksomhet/bevissthetsniva/vakenhet var uten anmerkning?  Ja[] Nei[J] Usikker (]
Vurderes ikke resultat som valid/gyldig, angi arsak(er):

Merknader (atferd, bruk av pekeark, legemidler [inkl. darlig legemiddeletterlevelse] som kan pavirke kognitiv funksjon, glemt briller/hgreapparat e.l.):

Basert pa: Folstein, M.F., Folstein, S.E. & McHugh, P.R. (1975). “Mini-Mental State™: A practical method for grading the cognitive state of patients for the clinician. Journal of Psychiatric Research, 12, 189-198.
Engedal, K., Haugen, PK., Gilje, K. & Laake, P. (1988). Efficacy of short mental tests in the detection of mental impairment in old age. Compr Gerontol A, 2, 87-93.
Strobel, C. & Engedal, K. (2008). MMSE-NR. Norsk Revidert Mini Mental Status Evaluering. Revidert og utvidet manual. Oslo. Nasjonal kompetansetjeneste for aldring og helse.
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Start med spegrsmalet: Synes du hukommelsen din er blitt darligere na enn den var tidligere? Ja[] Nei[] Usikker[]
Jeg skal na stille deg noen spersmal som vi bruker for bl.a. 4 undersgke hukommelsen. Svar sa ngyaktig du kan.

ORIENTERING
Prov a unnga at PAS bruker ledetrader: ser ut av vindu (arstid, maned, sted, etasje), bruker kalender, avis, innkallingsbrev (arstall,
maned, ukedag, dato, sted), sjekker dato pa klokke, mobiltelefon e.l. Pa oppgave 8 og 9, sett ring rundt valgt stedsalternativ.

1. Hva er din fedselsdato? Dag, maned og ar ma veere rett for poeng o1
(Sa PAS kun deler av sin fedselsdato, si: Si hele fodselsdatoen med dag, maned og ar.)

2. Hvor gammel er du? (Sier PAS kun fedselsdato, si: Jeg mente, hvor mange ar er du?) o010
3. Hvilket arstall har vi na? Gi kun poeng for fullt arstall med 4 sifre od 10O
(Sa PAS kun siste 2 sifre, si: Si hele arstallet med alle tall. Hva heter det mer enn... [gjenta sifrene PAS sa]?)

4. Hvilken arstid har vi na? Ta hensyn til veer og geografiske forhold ved skaring (se manual) od 10
5. Hvilken maned har vi nd? Gi kun poeng for rett navn pa maned, ikke for nummerpamaned 0[] 1
6. Hvilken dag har vi i dag? Gi kun poeng for rett navn pa ukedag od 10
7. Hvilken dato har vi i dag? Gi poeng dersom dato for dag er rett, selv om maned eller ar er feil od 10
8. Hvilken by/kommune/bygd (e.l.) er vi i (eller: er vi like i na@rheten av) na? o 10
9. Hva heter dette stedet/sykehuset/sykehjemmet/legekontoret (e.l.)? (elle:Hvorervina?) o] 10
10. | hvilken etasje er vi na? Still sparsmalet selv der bygg kun har én etasje od 1

Avhengig av hvilken inngang PAS brukte, vil noen bygg i skranende terreng kunne ha flere poenggivende svar for samme etasje
(f.eks. under-, 1. og 2. etasje). Gi ogsa poeng om PAS med annet morsmal, i trad med sitt sprak, benevner norsk 1. etasje som
grunnplan (stuen [dansk], ground floor [engelsk]), og tilsvarende for andre etasjer (norsk 2. etasje: 1. sal [dansk], first floor [engelsk]).

UMIDDELBAR GJENKALLING
Bytt il riktig ordsett ved retesting for & redusere lzeringseffekt fra tidligere testing: 2. gang PAS testes bruk ordsett 2 (tak-banan-nal),
3. gang bruk ordsett 3 (saft-lampe-bat) osv., 6. gang bruk ordsett 1 pa nytt, 7. gang bruk ordsett 2 osv. Sett ring rundt dagens ordsett.

11. Jeg vil na si 3 ord som du skal gjenta, etter at jeg har sagt alle 3. Disse skal du preve a huske,

for jeg kommer til & sperre deg om dem litt senere. 1 sek pause etter hvert innleeringsord.

Ordene du skal gjenta er: (1 sek), {1 P — (1 sek). Veer sa god!
Repeter hele ordsettet inntil PAS gjentar alle 3 ord i samme forsgk. Maks 3 presentasjoner. Gi kun poeng for riktige ord etter
1. presentasjon, ogsa for lydlike ord (f.eks. pga. herselsvansker: mal for nal, hatt for katt). Rekkefalgen PAS sier ordene i,

er uten betydning for skaring. Antall presentasjoner: stk.

Ordsett (nr. 1-5) brukt i dag: 1 2 3 4 5

Ordene du skal gjenta er... Stol Tak Saft Katt Fly ol 101
Ekorn |Banan | Lampe | Avis Eple o 10
Tog Nal Bat Lok Sko o] 10

Etter 3 gjenkalte ord eller 3 presentasjoner, si: Husk disse ordene, for jeg vil sparre deg om hvilke de er litt senere.

Buytt til riktig starttall ved retesting: 2. gang bruk 50 osv., 6. gang bruk 80 pa nytt, 7. gang 50 osv. PAS far ikke bruke blyant og papir,
men kan pa eget initiativ telle pa fingrene. Gi poeng nar svar er minus 7 fra forrige tall, uavhengig av om forrige svar var rett eller galt.
12. Na litt hoderegning. Hvaer ........ minus 7? For 1. subtraksjon (a trekke 7 fra starttallet) kan all instruksjon gjentas.
(Gir PAS uttrykk for ikke a beherske hoderegning, oppfordre likevel til & gjere et forsgk.) Rett etter tallsvaret, si: Fortsett
med a trekke fra 7, helt til jeg sier stopp. Etter 1. subtraksjon kan kun instruksjon om a trekke fra 7 gjentas, men det er
ikke lenger tillatt & informere om starttallet og heller ikke om hvilket tall PAS var kommet til. Etter 2. subtraksjon er det heller
ikke tillatt & informere om hvor mye PAS skulle trekke fra (-7). Notér tallsvar og hvor mye PAS trakk fra (-), ev. la til (+).

Starttall (nr. 1-5) brukt i dag: 1 2 3 4 5 -7 =1 poeng

Starttall: Hva er ........ minus 7? 80 50 90 40 60 RSt B Co T

Fortsett med & trekke fra 7, 73 43 83 33 53 R od 10
helt til jeg sier stopp ——» 66 36 76 26 46 | | od 1O
Ved behov, si: Og sa videre. 59 29 69 19 39 | o 10
Ved behov, si: Og sa videre. 52 22 62 12 32 R o 10
Ved behov, si: Og sa videre. 45 15 55 5 25 | _ . o 10

Etter 5 subtraksjoner (eller feerre tallsvar hvis oppgaven ikke fullferes), si: Fint, det holder. Tell na nedover fra 100

slik som dette: 100, 99, 98, osv. til jeg sier stopp. Var sa god! Etter ca. 30 sek, si: Fint, det holder. Bruk alltid

oppgaven for a fa lang nok tid med distraksjon for a sikre reell kartlegging av langtidshukommelse fremfor arbeidshukommelse pa
oppgave 13. Distraksjonsoppgaven skares ikke, men notér ev. vansker med a telle baklengs, da dette kan gi klinisk relevant informasjon.
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UTSATT GJENKALLING
13. Hvilke 3 ord var det jeg ba deg om a huske? Ikke gi stikkordshjelp/hint, sett ring rundt dagens ordsett.

Ordsett (nr. 1-5) brukt i dag: 1 2 3 4 5
Stol Tak Saft Katt Fly o] 10
Ekorn | Banan |Lampe | Avis Eple o 100
Tog Nal Bat Lok Sko od 10

Er PAS i tvil om et ord var med, be PAS gjere et valg. Sier PAS rett ord, men sa hevder at ordet likevel ikke var med, gi O poeng. Ved
flere enn 3 ord be PAS velge hvilke 3 ord som skal vaere svaret, kun disse skares. Rekkefalgen PAS sier ordene i, er uten betydning

for skaring. Gi kun poeng for eksakt gjengitte ord fra dagens ordsett (bade best. og ubest. form entall gir poeng). Beslektet ord, méalord

i sammensatt ord, flertallsform, synonym, omskrivning: stoler, skip, pus, gnager, togbane, lokomotiv o.l. gir ikke poeng. Sa PAS lydlikt

ord pa umiddelbar gjenkalling (f.eks. pga. herselsvansker: mal for nal, hatt for katt), og samme ord gjentas pa utsatt gjenkalling, gi poeng.

BENEVNING

Ved testing og retesting bruk kun stimulusarkene i farger med skje og hammer, aldri andre objekter. OPP ~ope

Alternative poenggivende svar: ord med skje/skjei, f.eks. spiseskje/plastskjei, ord med sleiv, / o\

f.eks. gretsleiv, ord med gse/ause, f.eks. grautause, ord med hammer, f.eks. snekkerhammer. NED NED

14. Hva heter dette? Vis stimulusarket, pek pa skjeen o010
15. Hva heter dette? Vis stimulusarket, pek pa hammeren oJ 10

FRASEREPETISJON

16. Gjenta ordrett denne frasen na (si tydelig): «Aldri annet enn om og men». (Ved behov, si: Start na.)
Gi kun poeng nar hele frasen gjentas korrekt etter 1. presentasjon med alle 6 ord i riktig rekkefelge. Godta dialektvarianter.
Gjentar ikke PAS frasen korrekt, gi O poeng og si frasen inntil 2 ganger til. Antall presentasjoner: stk.

Aldri annet enn om og men ol 101

3-LEDDET KOMMANDO

Legg Ad-arket pa bordet nzermere TL enn PAS med kortsiden mot PAS. For & unnga at PAS starter far hele instruksjonen er gitt,
legger TL sin hand pa arket il all instruksjon er gitt. 1 sek pause etter hvert ledd. Gi 1 poeng for hver riktig utferte delhandling.

17. Her godt etter, for jeg skal be deg gjere 3 ting i en bestemt rekkefolge. Start forst nar all instruksjon er gitt.
Er du klar? Gi instruksjon om alle delhandlingene samlet og kun én gang: Ta dette arket med kun én hand (1 sek),
brett arket pa midten kun én gang, med én eller begge hender (1 sek), og gi arket til meg (1 sek). Ver sa god!

Tar arket med kun én hand o] 10J
Bretter arket pa midten kun én gang (med én/begge hender, brett trenger ikke vaere heltpamidteny 0[] 101
Gir arket til TL (gi ogsa poeng om arket legges pa bordet tydelig foran TL) od 10
LESNING

18. Na vil jeg at du gjer det som star pa arket. Vis stimulusarket* mens instruksjon gis.

PAS ma peke mot ansiktet sitt for poeng. Peker ikke PAS mot ansiktet sitt, gjenta instruksjon inntil 2 ganger til. Pel pd ansiktet ditt

Alle 3 presentasjoner gir mulighet for poeng. Antall presentasjoner: stk. *Bruk spraktilpasset stimulusark.

Pek pa ansiktet ditt (PAS kan bruke én eller begge hender) od 10

Legg skjemaet pa neste side med pil (|) mot PAS. Gi PAS en blyant.

19. Skriv en meningsfull setning* her. Pek pa X pa avre del av skiemaet neste side od 10
Skriver PAS kun ett ord, f.eks. en imperativform som «Spis», et subjekt som «Sngvaer» eller et egennavn, si: Skriv en

hel setning. Skriver ikke PAS noe eller tidligere gitt setning/frase, f.eks. «Pek pa ansiktet ditt», si: Skriv en setning du

lager selv. Skriver ikke PAS noe na heller, si: Skriv en setning om noe i dette rommet. *Kan vaere pa norsk eller morsmal.

For poeng ma setningen gi mening, men trenger ikke ha objekt og tidvis heller ikke subjekt eller verb. Se manualeksempler.

Stave- og grammatikalske feil er uten betydning for skaring. Gi poeng for sparresetning om kriterier ellers er innfridd.

FIGURKOPIERING %

Legg figurarket riktig vei (med pil [|] mot PAS) over gvre del av neste side (over setningen PAS skrev).

Legg et viskeleer ved siden av (skal ikke brukes som linjal). Figurarket skal forbli liggende riktig plassert til C@

PAS er helt ferdig (dette er ikke en hukommelsesoppgave). 1

20. Kopier figuren sa noayaktig du kan her. Pek pa nedre del av skjemaet neste side. PAS

Du kan bruke viskelzer. Ta deg god tid. Si fra nar du er ferdig. o] 10J

Gi poeng nar femkantene overlapper og danner en firkant: 5-4-5. Er 5-4-5 innfridd, er det uten betydning for skaring hvor de
overlapper, om det er innbyrdes sterrelsesforskjell mellom dem, rotert utferelse eller starrelsesforskjell mellom figur og kopi.

Se manualeksempler. Er PAS misforeyd med utferelse, og denne er feil (jf. 5-4-5), be PAS korrigere eller tegne figuren pa nytt.
Maks 3 forsgk. Skar beste forsgk. Er TL i tvil om poengkriterier (jf. 5-4-5) er innfridd, be PAS tegne figuren pa nytt.
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Pek pa ansiktet ditt
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OPPGAVE 19. SETNINGSGENERERING

OPPGAVE 20. FIGURKOPIERING
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Appendix 6. Missing values for the indices in the patient group

Patient group (n = 47)

1-ClI I-DlI

Count Percentage Count Percentage

Box 1: Weight
Oppsummering av min naveerende og tidligere 0 0.0 3 6.4
vekt
Jeg veier na ca. kilo 0 0,0 1 2,1
Jeg er ca. cm hgy 0 0,0 1 2,1
For én maned siden veide jeg ca. kilo 0 0,0 1 2,1
For seks maneder siden veide jeg ca. kilo 0O 0,0 1 2,1
| lgpet av de siste ukene har vekten min: 3 6,4 2 4,3
gatt ned (1) 2 4,3 3 6,4
ikke endret seqg (o) 1 2,1 2 4,3
gkt (o) 1 2,1 2 4,3
Box 2: Food intake
Sammenlignet med mitt vanlige inntak vil jeg

o . ) 3 _ 3 6,4 2 4,3
ansla matinntaket den siste maneden som:
uendret (o) 1 2,1 2 4,3
hagyere enn vanlig (o) 1 2,1 2 4,3
lavere enn vanlig (1) 2 4,3 2 4,3
Jeg inntar na normal mat, 1 2,1 2 4,3
men mindre enn vanlig mengde (1) 2 4,3 2 4,3
lite fast fade () 2 4,3 2 4,3
bare vaske (3 2 4,3 2 4,3
bare naringsdrikker (s 2 4,3 2 4,3
sveert lite av noe som helst (4) 2 4,3 2 4,3
kun sondeernaring eller intravengs ernaring (o) 2 4,3 2 4,3
Box 3: Symptoms
Jeg har fglgende problemer som har hindret
meg i a spise nok i lgpet av de siste to ukene 4 8,5 4 8,5
(kryss av for alle som passer)
ingen problemer med a spise (o) 1 2,1 2 4,3
ingen appetitt, falte ikke for & spise (3) 1 2,1 2 4,3
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I-ClI I-DI
Count Percentage Count Percentage

kvalme (1 1 2,1 2 4,3
oppkast (3) 3 6,4 3 6,4
forstoppelse (1) 2 4,3 3 6,4
diaré () 2 4,3 3 6,4
sar i munnen () 2 4,3 3 6,4
munntarrhet (1) 2 4,3 3 6,4
ting smaker rart eller ingenting (1) 1 2,1 2 4,3
lukter plager meg (1 1 2,1 2 4,3
faler meg raskt mett (1) 2 4,3 3 6,4
problemer med & svelge () 2 4,3 3 6,4
utmattethet (1) 1 2,1 2 4,3
smerter; hvor? (3) 2 4,3 3 6,4
annet** (1 1 2,1 2 4,3
Box 4: Activities and Function
I Iﬂ_pe_t av qleg siste maneden vil jeg beskrive 1 21 5 106
aktivitetsnivaet mitt som
normalt uten begrensninger (o) 2 4,3 4 8,5
ikke mitt vanlige jeg, men i stand til & vaere
: .. 0 0,0 3 6,4
oppe og gjere normale aktiviteter (1
faler meg ute av stand til det meste, og ligger til
sengs eller sitter i en stol mindre enn halve 1 2,1 4 8,5
dagen ()
liten evne til & utfgre aktivitet, og tilbringer det
. : 2 4,3 4 8,5
meste av dagen i sengen eller i en stol (3
stort sett sengeliggende, er sjelden ute av
2 4,3 4 8,5

sengen 3
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Appendix 7. Missing values for the indices in the healthcare professionals group

Healthcare professionals group (n = 91)

Count Percentage Count Percentage Count Percentage
Box 1: Weight
Oppsummering av min navarende og tidligere vekt 5 5,4 9 9,8 9 9,8
Jeg veierndca. ____ kilo 0 0,0 3 3,3 1 1,1
Jegerca._ cmhgy 0 0,0 3 3,3 2 2,2
For én maned siden veide jegca. _ kilo 0 0,0 6 6,5 2 2,2
For seks maneder siden veide jegca. ___ kilo 0 0,0 5 54 2 2,2
| lgpet av de siste ukene har vekten min: 8 8,7 13 14,1 13 14,1
gatt ned () 1 11 2 2,2 3 3,3
ikke endret seg (o 1 1,1 2 2,2 3 3,3
gkt (o) 1 11 2 2,2 2 2,2
Box 2: Food intake
Sammenlignet med mitt vanlige inntak vil jeg ansla matinntaket
den siste maneden som: 9 9,8 12 13,0 14 15,2
uendret (o) 1 1,1 5 54 5 54
hagyere enn vanlig () 2 2,2 3 3,3 5 54
lavere enn vanlig 2 2,2 4 4,3 5 54
Jeg inntar na normal mat, 7 7,6 10 10,9 11 12,0
men mindre enn vanlig mengde (, 2 2,2 4 4,3 4 4,3
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lite fast fade ()

bare vaeske (3

bare naeringsdrikker g,

sveert lite av noe som helst ()

kun sondeernaring eller intravengs ernaring (o

Box 3: Symptoms
Jeg har fglgende problemer som har hindret meg i a spise nok i
lopet av de siste to ukene (kryss av for alle som passer)

ingen problemer med 4 spise ()

ingen appetitt, falte ikke for & spise )
kvalme ()

oppkast )

forstoppelse

diaré )

sar i munnen ()

munntgrrhet (;)

ting smaker rart eller ingenting ()
lukter plager meg (i

faler meg raskt mett ()

I-Cl
Count
2

4
3
3
3

14

W W W W wWwwWwWwwWwwWw wWwwamN

Percentage
2,2

4,3
3,3
3,3
3,3

15,2
2,2
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3

1-DI
Count

17

W W W W wWwwWwwWwwWw W w w

I-CVI

Percentage Count Percentage

5,4
5,4
5,4
5,4
5,4

18,5
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3

3

3
3
3
3

14

W W W W W W wWwwWw wWwwamPN

3,3
3,3
3,3
3,3
3,3

15,2
2,2
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3
3,3
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I-ClI

Count
problemer med & svelge 3
utmattethet s 3
smerter; hvor? 4
annet** () 4
Box 4: Activities and Function
| lgpet av den siste maneden vil jeg beskrive aktivitetsnivaet mitt
som 10
normalt uten begrensninger () 3
ikke mitt vanlige jeg, men i stand til & veere oppe og gjere
normale aktiviteter 4
feler meg ute av stand til det meste, og ligger til sengs eller sitter
i en stol mindre enn halve dagen 4
liten evne til & utfgre aktivitet, og tilbringer det meste av dagen i
sengen eller i en stol ) 4
stort sett sengeliggende, er sjelden ute av sengen 3 4
Worksheet 1 — Scoring Weight Loss
Skare for vekttap: For & bestemme skaren bruker du vekttap for 1 maned, hvis
tilgjengelig. Bruk data for 6 maneder kun hvis det ikke finnes vektdata for 1
maned. Bruk poengene nedenfor for & skare vektendring. Legg til ett poeng
hvis pasienten har tapt vekt i lgpet av de 2 siste ukene. Registrer den totale
skéren i Boks 1 PG-SGA. 6

Percentage
3,3

3,3
43
43

10,9
3,3

4,3

4,3

43
43

6,5

1-DI
Count
3

3
5
6

I-CVI

Percentage Count Percentage

3,3
3,3
5,4
6,5

12,0
5,4

3,3

3,3

3,3
43

5,4

3

3
4
4

oo

3,3
3,3
4,3
4,3

8,7
3,3

3,3

3,3

3,3
3,3

7,6
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I-ClI
Count
Skare for vekttap 30

Worksheet 2 — Disease and its relation to nutritional
requirements

Sykdom og dens pavirkning pa ernaringsbehov. Ett poeng
gis for hver av de falgende tilstander

Kreft
AIDS
Pulmonal eller kardial kakeksi

[EEN
IS

Kronisk nyresvikt

Liggesar, apent sar eller fistel
Traume

Alder over 65 ar

Alle relevante diagnoser

A 0 A DN B~ DB W D>

Primaert sykdomsstadium

Worksheet 3 — Metabolic Demand

Metabolsk behov: Skare for metabolsk stress bestemmes av flere variabler som

er kjent for & gke protein- og kaloribehov. NB: Ved feber gis den hayeste skare

av feber varighet eller temperatur. Skaren legges sammen slik at en pasient som

har feber pa > 38.8 °C (3 poeng) i < 72 timer (1 poeng) og er pa 10 mg

prednisolon fast (2 poeng), vil fa en sammenlagt skare pa 5 poeng. 7

Feber 10
Feber varighet 10

Percentage
32,6

15,2
4,3
33
43
4,3
2,2
43
43
8,7
43

7,6
10,9
10,9

I-DI
Count
31

15

o oo o o1 o1 o1 o1 o1 Ol

12
12

Percentage
33,7

16,3
5,4
5,4
5,4
5,4
5,4
5,4
5,4
8,7
6,5

7,6
13,0
13,0

I-CVI
Count
31

18

© © o1 o o1 o1 o1 o O

Percentage

33,7

19,6

5,4
6,5
5,4
5,4
5,4
6,5
5,4
9,8
9,8

9,8
9,8
8,7
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I-CI I-DlI I-CVI
Count Percentage @ Count Percentage Count Percentage
Kortikosteroider 10 10,9 10 10,9 7 7,6

Worksheet 4 — Physical Exam

Fysisk undersgkelse: Fysisk undersgkelse omfatter 3 aspekter ved
kroppssammensetning: fett, muskel og veeske. Undersgkelsen er subjektiv,
hvert aspekt av undersgkelsen er vurdert i grader. Tap av muskelmasse pavirker
poengskare mer enn tap av fettmasse. Definisjon av grader: 0 = ingen
underskudd, 1+ = lett underskudd, 2+ = moderat, 3+ = alvorlig. Skéren legges
ikke sammen. Man gjar en subjektiv klinisk vurdering av totalt underskudd,

inkludert forekomst av vaeskeoverskudd/adem. 12 13,0 20 21,7 19 20,7
Muskel status

Tinninger (temporalis muskel) 9 9,8 8 8,7 9 9,8
Krageben (pectoralis & deltoids) 11 12,0 9 9,8 10 10,9
Skulder (deltoids) 10 10,9 8 8,7 10 10,9
Interosseous muskler 9 9,8 8 8,7 13 14,1
Skapula (latissimus dorsi, trapezius, deltoids) 10 10,9 8 8,7 11 12,0
Lar (quadriceps) 9 9,8 8 8,7 9 9,8
Legg (gastrocnemius) 11 12,0 10 10,9 11 12,0
Skare for muskelstatus 11 12,0 9 9,8 11 12,0
Fettlager

Orbitalt fett 9 9,8 7 7,6 11 12,0
Triceps hudfold 10 10,9 7 7,6 10 10,9
Fett over nedre ribbein 9 9,8 7 7,6 10 10,9
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Skére for fettunderskudd

Vaskestatus
Ankelgdem

Sakralt gdem

Ascites

Skare for veeskestatus

Worksheet 5 — PG-SGA Global Assessment Categories
PG-SGA Global Vurderingskategorier Kategori A: Velernert; Kategori
B: Moderat underernart/mistenkt underernzrt; Kategori C: Alvorlig
underernert

Nutritional Triage Recommendations

Den sammenlagte skaren brukes til & definere spesifikke
erngringsintervensjoner. Dette inkluder symptombehandling og
opplering av pasienter og familie. Symptombehandling kan inkludere
farmakologiske intervensjoner og/eller egnet erneringsintervensjon
(mat, ernaeringstilskudd, enteral- eller parenteralernaring). Farstelinje
erngringsintervensjon inkluderer optimal symptombehandling.

Poengskar 0 — 1 Ingen intervensjon er ngdvendig na. Ernzringsstatus ma
revurderes pa rutinemessig og regulaer basis under behandling.

Poengskar 2 — 3 Krever opplering av pasient og familie av klinisk
ernzringsfysiolog, sykepleier eller annen klinikkmedarbeider. Farmakologisk
intervensjon ved behov som indikert ved symptomene (Boks 3) eller
laboratorieverdier.

Poengskar 4 — 8 Krever intervensjon av klinisk ernaringsfysiolog i samarbeid
med sykepleier eller lege som indikert ved symptomene (Boks 3).

Poengskér > 9 Indikerer et kritisk behov for ernsringsintervensjon og forbedret
symptombehandling.

I-Cl
Count
11

11

13

Percentage
12,0

9,8
12,0
9,8
14,1

7,6

7,6

5,4

6,5
5,4

6,5

I-DI
Count

8

O O 00O

Percentage

8,7

6,5
8,7
6,5
9,8

9,8

6,5

4,3

6,5
7,6

7,6

10

Percentage
12,0

8,7
9,8
8,7
10,9

9,8

10,9

7,6

7,6
8,7

8,7
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Appendix 8. Open comments from the participants in the patient group (n = 47)

Utmattethet = SLITEN

Spm. 4 skulle hatt en boks for at aktivitet og funksjon har bedret seg.

PG-SGA: Boks 2: uendret "(men mer smaspising av snacks og sjokolade)". Appetitten er
darligst de ferste dagene etter cellegift (harde kurer), men fikk allikevel nok naring.
Smoothies/moset mat m.m. Etter hvert spiste jeg normalt og vekten holdt seg. Fikk beskjed av
lege at det er vanlig med noe vektgkning nar man er pa kur. Skylder visst ogsa medisinen og
ikke bare matinntak. For meg har det veert "behov" for salt (potetgull) m.m. Ble en del

smaspising fordi man faler for a putte noe i munnen for a dempe "kvalme", div bivirkninger.

3. Matte lese "Jeg har folgende...." to ganger for & oppfatte ngyaktig betydning. 2. Uklart om

"Jeg inntar nd"-delen er eget spm. Eller oppfalging av forrige spm.

Munntgrrhet og sar i munnen burde statt under hverandre. "Vet ikke" som svaralternativ i
Boks 1.

Boks 4: "liten evne til & utfare fysisk aktivitet". Skille mellom fysisk aktivitet (funksjonsevne)

og annen (mental aktivitet). Skille klart mellom lyst og evne.

Uklart om man skal svare pa resten i Boks 2 v/ svar "uendret".

Hva er "normale aktiviteter"?

Jeg syntes ikke spgrsmalene nadde fram til sannheten om meg sjgal; jeg ser meg sjel bedre enn

svarene kan forklare.
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Skulle veert noe i mellom: "ikke mitt vanlige jeg..." og " faler meg ute av stand..."

(P& Boks 2 har vedkommende strgket over "men mindre enn vanlig mendge" etter & ha krysset

av for normal mat.

Matinntak: Tilfgyd "gret, egg, suppe og naeringsdrikker". Aktiviteter og funksjon: normalt

med noen begrensninger

BOKS 2 Farste 3 spgrsmal gir ingen logikk i de 6 neste sparsmalene. Boks 4 (spgrrreskjema)
ordlyden samsvarer ikke med ordlyden i PG-SGA

Utmattethet burde vert gradert, eks: noe, mye osv. ikke mitt vanlige jeg .... Burde ogsd vart

gradert.

Boksene pa boks 3 ikke helt pa linje. Boks 2: Hvorfor kursiv pa "normal mat"? Boks 3: Har
hatt falgende problemer i stedet for "har". Faler i stedet for “falte ikke for & spise". Bytt plass
- kvalme + oppkast med lukter plager meg + faler meg raskt mett. Lengre linje bak smerter og
annet.

Det er litt vanskelig a definere vanlig (matinntak) Er vanlig fer jeg fikk diagnose eller far

vekta begynte & ga ned. Samme ting med boks 4.

Kommentar i skjemaet rundt ""Jeg inntar na normal mat, men mindre enn vanlig mendge" - Er
ikke dette ett spm?
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Appendix 9. Open comments from the healthcare professionals sorted by profession

Box 1: Weight

Nurses (n = 42)
"I lapet av de siste ukene har vekten..." De siste ukene, 2 uker, 5 uker?

Overskriften er grei, forstar ikke hvorfor de skal nummereres da de kun er overskrifter og ikke

sparsmal.

Farste sparsmal er jo en "overskrift" og derav vanskelig & vurdere som et spgrsmal. Som
overskrift er det veldig klart og relevant. Det samme gjelder senere spgrsmal markert med

stjerne i margen *

Spm 1, oppsummering --> Er ein ute etter eit tal eller skal ein skildre med ord vekta si?
*Vekta til pasientane i fortida kan veere vanskelig a vite da i alle fall eg opplever at pasientane
ofte ikkje veit detta, kanskje dei ikkje har vekt heime og/eller at de ikkje er opptekne av dette.
At det er andre aspekt ved sjukdomen som opptar dei meir.

Farste sparsmal er vel ikke et spgrsmal?

Mange har lite oversikt over vekten sin mnd tilbake i tid, spesielt hvis de har vart frisk inntil

nylig.

Det er jo innlysende om vekten har gatt opp eller ned sett ut fra de farste spgrsmalene.

Clinical dietitians (n = 26)
Er klare sparsmal, men vanskelighetsgrad avhengig om pas har blitt veid/malt regelmessig.

Har valgt a krysse "vanskelig" pa vanskelighetsgrad ang. vekt pga at mange pasienter ikke vet
navarende og tidligere vekt.

Ikke like relevant om vekten har endret seg siste 2 ukene, som vektutvikling siste mnd +

halvar.
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Mange pasienter veier seg sjelden eller har ikke veid seg pa lang tid (eks flere ar). Hvorvidt
vekta er "synsing" eller registrert vekt kommer ikke frem ut i fra spgrsmalene slik de i dag
star. Kanskje det burde veert spurt om pasienten har <tegnet boks> Veid seg eller <tegnet
boks> kjent pa klaerne eller <tegnet boks> fatt kommentarer pa at noe/vekten er annerledes?

*Skjemaet sier "i lgpet av de siste to ukene". Er det riktig, eller er det riktig a utelate "to"? Jeg
begynner & lure pa hva tallene i parantes betyr. Tenker at de er poeng. Det kan styre hvordan
jeg som pasient svarer? Kan poengene bare sta pa side 2? Er det pasienten selv som skal legge
sammen poengene, ma det forklares. Hvis ikke pasienten skal legge sammen, kan poengene

for alternativene heller std pa baksiden for helsepersonellet?ll

Istedenfor "normal mat"; “samme type mat som jeg spiser til vanlig/far jeg ble syk"?

Istedenfor "vaeske"; "flytende mat™?
Kilo -> kilogram. Angi (?) hgyde?

Klart og tydelig, ikke mulig & misforsta ut fra mitt stasted.

Physicians (n = 21)
Vanskelig & svare "riktig" pa 1 mnd og 6 mnd for pasienter.

Ulik tekst i linje 6 her og pa vedlagte skjema hvor det star anfert siste to ukene.

Students, clinical nutrition (n = 2)

Mange pasienter veier seg sjeldent og har vanskelig for & svare pa dette. Mange maler lengde
veldig sjeldent og bidrar ofte til feil (nar subjektiv hgyde sammenliknes med objektivt mal pa

studiested), da mange oppgir hgyde fra sesjon.
Student, other (n =1)

"Oppsummering av min navarende og tidligere vekt" er ikke et spgrsmal i seg selv, men en
slags underoverskrift. Det bgr kanskje komme bedre frem f. eks. ved kolon slik i lgpet av de

siste ukene har vekten min:"
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Box 2: Food intake

Nurses (n = 42)

Bestandig vanskelig & svare pa hva er "normalt" - til hvilken tid. Normalt for 1 maned siden, 1

ar siden, 20 ar siden? Huske hva som er "normalt".

Gjelder det samme som skrevet over. Overskriftene er veldig greie men forstar ikke hvorfor

eller hvordan jeg skal nummerere de.

"Lite fast fede™ kan kanskje erstattes med "moset mat/farsekost™ eller ""supper. "Bare vaeske"

kan kanskje erstattes med "bare drikke".

"Fast fade" er et uklart begrep - er en tykk suppe/smoothie/yoghurt fast fade? Er det relevant?

Kan det settes kryss v/ flere alternativer, og disse da summeres?

Det er lett & svare pa at matinntaket er uendret + hake av for at man spiser "normal mat, men

mindre enn vanlig mengde", noe som blir litt selvmotsigende.
Normal mat? Hva er normal mat?

Hva menes med boks 2? Uklart!

Clinical dietitians (n = 26)

Vanskelighetsgrad avhenger av hvor oppegaende pas er. Eldre kan ha prob. Med a huske om
det har skjedd endringer. Normal mat - hva er det? De fleste sier de spiser normalt, men det er

likevel veldig ulikt.

Spm: "Jeg inntar na normal mat", understreking bar flyttes ned til neste punkt for & stemme

med pasientskjema.

"hgyere enn vanlig" --> mer enn vanlig. "lavere enn vanlig" --> mindre enn vanlig. "Inntar

normal mat" --> bedre med spiser vanlig mat
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"Matinntak" er et helsepersonellbegrep. Vurder a bruke "sammenlignet med hva jeg vanligvis
spiser vil jeg ansla mengden mat jeg har spist den siste maneden som..." eller noe lignende.
Samme med "jeg inntar na...", vurder 4 bytte til "jeg spiser nd..." Vaske = flytende mat og
drikke. For noen pasienter kan det vere vanskelig a forsta at "jeg inntar na..."-avsnittet er en

forlengelse av svaralternativ 3, "lavere enn vanlig”, dette bar tydeliggjeres.
Normal mat?
"Bare" kan kanskje erstattes med "kun™? "Normal mat" kan veere uklart for enkelte.

Blir litt forvirret av at det sparres om de siste to ukene i boks 1 og 3, mens det spgrres om den
siste maneden i boks 2 og 4. Hvorfor? Kan det veere godt nok a spgrre om de to siste ukene i
alle bokser, sa en kan veare i samme tankebane gjennom alle boksene? *1kke samsvar med
hva som star pa linjene i skjemaet. Forslag: "At matinntaket er lavere enn vanlig, betyr at jeg
na inntar: Og hvert alternativ kommer som na. "Bare drikke" i stedet for "bare veaeske".

"Inntak™ er for folk flest nok litt vanskelig. Hva er "normal™ mat? Hgyere og lavere bar
erstattes med mer eller mindre. Hva er "vanlig" mengde? Hva er "vaske"? Burde det heller

veert "flytende™ kost?

Litt overlapping? Matinntak lavere enn vanlig vs. jeg inntar nd normal mat, men mindre enn

vanlig mengde.
Forslag til endring: Jeg inntar na vanlig mat, men i mindre mengde enn jeg pleier.

"Redusert appetitt” fremfor "ingen appetitt"? Man kan jo ha redusert/manglende apetitt, men

likevel klare a spise nok (?)
"Normal mat" - uklart! Sveert lite av alt (ikke "noe som helst™)
Jeg inntar na normal mat er darlig norsk. "Jeg spiser na vanlig mat".

Pa det gamle skjemaet stod det understreket at "*Jeg inntar na" kun gjelder ved endret
matinntak. Mange svarer "normal mat - mindre mengde" ved uendret matinntak fordi de tror

de ma krysse av for noe.
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Physicians (n = 21)

Matinntak hva er det? Endret naringsinnhold/berikning? Er 2. del av spgrsmalet en
fortsettelse pa "lavere enn vanlig"? Hva er forskjellene pa de 6 siste forskjellene i inntak?

Ma vel std normal mengde (eller annen spesifisering) mat. Normal mat... hva er det?
"Normal mat" erstattes med "samme type mat som far"?
Fast fade kan oppfattes som faste maltider, og ikke konsistenser pa maten.

Det er uklart om oppfelgingssparsmal kun skal besvares ved redusert matinntak. Ville skrevet

"jeg spiser na vanlig mat..."

Starre avstand mellom de 3 gverste og de 6 nederste avkrysningsmulighetene. Gjerne info:
"Sett ett kryss"

"Hgyere" enn vanlig synes jeg er litt rart - mer mat enn vanlig pga at jeg opplever det som en

mengde. "Lavere" enn vanlig - mindre?

Andre del av spersmélet ("Jeg inntar nd..." kan vel kun besvares dersom matinntaket er

"lavere enn vanlig". Dette fremgar ikke.
Hva er normal mat? Sammenligne med kostrad eller egen def? Lam ,am sette flere kryss?
Students, clinical nutrition (n = 2)

Noen krysser ofte av for uendret, og sa svarer pa neste spm. Ikke kun hvis lavere enn vanlig,

men ogsa hvis det er uendret. Noen starre skille her?

Opplever at mange ikke forstar at "normal mat, men mindre enn vanlig mengde" bare skal
krysses av hvis matinntak er "lavere enn vanlig”. Om mulig bgr det tydeliggjares: "HVIS

lavere enn vanlig" farst.
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Student, other (n =1)

Hva er "normal mat"? Er det normal i forhold til nar pasienten er frisk? Normalt i forhold til

nar pas er syk? Normalt i forhold til Norges befolkning?

Box 3: Symptoms

Nurses (n = 42)

Definere "a spise nok". Spersmalet er lett & misforstd, det er nok lett & tro at man spar

om plager, og ikke om plager som har hindret dem i a spise.

Ordet "ting" - er det ikke mat/drikke som smaker rart?

Kanskije bruke et annet ord en utmattethet. F. eks: mangel pa energi.
VELDIG BRA OVERSETTELSE, KLART OG TYDELEG =)

Det er vanskelig for mange a forsta at spgrsmalene ikke gjelder symptomer i seg selv, men
om disse symptomene har hindret pas. | & spise nok. Dessuten er “ingen problemer med &
spise™ - item forvirrende etter innledningen "jeg har fglgende problemer". Selv om

budskapet er klart, er dette darlig sprak.

"Ting" smaker rart eller ingenting. Det handler om mat, bar derfor endres til "mat smaker rart
eller ingenting".

Clinical dietitians (n = 26)
Matlyst bedre ord enn appetitt? Utmattethet?

Tilfar gjerne tyggeproblemer pa listen. Eksemplene pa "annet" kan gjerne utvides;

nedstemthet, bekymring. ..

For a tydeliggjere tidsperspektiv kan det vere lurt a streke under de to siste ukene.
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Fortsatt forvirrende at jeg skal svare pa de to siste ukene na, mens siste maneden i forrige
sparsmal. Noen kan ogsa svare pa boks 3 fer boks 2 fordi det er mest naturlig a krysse av den

veien: ||

Selv om budskapet er klart, er dette darlig sprak.

Tidsangivelse muligens utheves?

"falte ikke" -> gnsket ikke. "ting" -> mat

Gjerne skrive matlyst i stedet for appetitt?

Mat og drikke smaker rart eller smaker mindre enn vanlig. Evt. Endret smaksoppfatning.

"ting smaker rart eller ingenting™ --> endret smak. "lukter plager meg" --> luktsensitivitet.

Forslag til formuleringer.

Physicians (n = 21)

Spersmalet er lett & misforsta, det er nok lett & tro at man sper om plager, og ikke om plager

som har hindret dem i & spise.
"Ting" smaker... Upresist?

Vurder & bruke "matlyst" i stedet for "appetitt". Pasienter sier ofte at "ting smaker annerledes"

ikke "rart". "Fgler meg utmattet.”

Her har dere skrevet "Kryss av for alt som passer" som som er oppklarende. Bra med

eksempler under "annet”. Ville brukt ordet "matlyst™ istedenfor "appetitt".

Students, nutrition (n = 2)

Noen kan mistolke og svare selv om det ikke pavirker matinntaket. Understreke dette?

Ofte vanskelig a avgjere om symptom faktisk hindrer matinntak.
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Student, other (n =1)

Fint med eksempler under "annet**"'!

Box 4: Activities and function

Nurses (n = 42)

"fgler meg ute av stand..." gjelder det psykisk, "liten evne til & utfare..." gjelder det fysisk.

Kan vere uklar forskjell pa de to sparsmalene.

Bytte: "faler med ute av stand til det meste" med "liten evne til & utfere aktivitet". Gir mer

mening for meg.

"Mindre enn halve dagen" kan veaere vanskelig for de som hviler/er oppe flere ganger per dag.
Mental situasjon?

Vanskelig a skille mellom "foler meg ute av stand til..." og "liten evne til 4 utfere..."

Ser ikke helt forskijell pa de tre siste spagrsmalene.

Clinical dietitians (n = 26)
Streke under den siste mnd.

*Vanlig i motsetning til normal ... er det en motsetning? Relevans: tror ikke spgrsmalene

avmerket som 2 er irrelevante, men siden de er uklare, er det vanskelig a si at de er relevante.
Hva er "normalt"? Hva er "aktivitetsniva"?

darlig sprak

"ikke mitt vanlige jeg" -> virke oversatt

"Ikke mitt vanlige jeg" kan evt byttes til "ikke helt som normalt, men".
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Stavefeil sitter en stol? Opplever at de aller fleste svarer alternativ "ikke mitt vanlige jeg, men
i stand til & vaere oppe og gjgre normale aktiviteter” terkselen er hgy for neste alternativ "faler
meg ute av stand til det meste!! Osv". Synes de to siste alternativene er veldig like. Kunne det
gatt an 4 gjere alternativ "fgler meg ute av stand til det meste" litt mildere. F.eks: Redusert

yteevne, tilbringer under halve dagen i stol eller seng?
Physicians (n = 21)
Spraket ma veere mer presist.

Nedsatt evne til aktiviteter, men er oppe mer enn halve dagen, liten evne til & utfgre aktivitet,

og tilbringer mer enn halve dagen i seng eller stol.

Oversettelsen pa skjemaet er bedre.

Forslag til endring: "Ligger mye til sengs eller sitter i stol, men mindre enn halve dagen”.
Utfarer man ikke aktiviteter?

Heter det ikke "skar"? Fins d et bedre norsk ord enn "Arbeidsark"?

Pa foregaende spm bruker 50 % begrepet - hvorfor ikke her ogsa (kan sml med WHO -

hvorfor ikke det samme?)

Ingen beskrivelse av hva 1 og 4 innebarer av grad av vekttap?

Worksheet 1: Scoring Weight Loss

Nurses (n =42)

Litt mere forklaring.

For omfattende for pasienter.

Veldig vanskelig a forsta spm. Rart formulert.
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Skjgnner ikke setningen. Bruk enklere sprak, uklart.
Litt tungvindt nar det er prosentvis. Skulle veert f.eks 1-3 kg istede for prosent.
Regner med at side 2 er helsepersonell sin oppgave a fylle ut?

Beskrivelsen kunne vert enklere. Synes den er uklar og ma leses flere ganger far man forstar

hva som skal gjeres.
*Gar det an a stille spm. med farre ord?

Kan vere vanskelig for noen a rekne/tenke i % (prosent). Kanskije en ide a skrive et

eksempel?
Hvor mye vekttap er pr. def. vekttap?

Bar ha skjema for pas. ved siden av meg for a forsta "skare for vekttap".

Clinical dietitians (n = 26)

Spm. 1: Lang tekst kan gjere at noen misforstar skaringssystemet. Har man forstatt det riktig,

er det lett & gjennomfare.

Liker ikke ordet skare for vekttap --> skar? Rangering av vekttap? VVurdering? Vekttap pa 1

maned ikke bra --> heller vekttap siste mnd/6 mnd.

Er "data" litt fornorsket engelsk? Kanskje velge for eksempel "informasjon" i stedet? Veer
konsekvent og skriv "skar" hele veien, eller "skare" - na star de om hverandre pa side 2! Det
er ogsa fint a bruke "poengskar" i instruksen (i allefall én gang, for eksempel farste gangen
ordet skar nevnes), slik at det reflekterer oversikten over poeng som star lenger nede i
Arbeidsark 1. Var konsekvent pa bruk av tall-ord. Noen steder star det "ett", mens andre

steder star det 1 pa side 2.

Vanskelig a forsta hvordan den totale skaren skal registreres. Kunne det hjulpet med
fargekoder pa boksene; slik at skarer som skulle summeres f.eks hadde samme farge? Kan

veere lurt & presisere at maks poengsum/score er 5 poeng.
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"Tapt vekt" -> unorsk uttrykk. Skar for vekttap (ikke skare).

Er det mulig a finne et bedre ord enn "skare"?

"Skare for vekttap" er darlig norsk. Gi skar for vekttap?

Heter det "skare" for vekttap - ville tro det skulle sta "skar". Hvor i boks 1 skal den noteres?
Physicians (n = 21)

Heter det ikke "skar"? Fins d et bedre norsk ord enn "Arbeidsark"?

Pa foregaende spm bruker 50 % begrepet - hvorfor ikke her ogsa (kan sml med WHO -
hvorfor ikke det samme?)

Ingen beskrivelse av hva 1 og 4 innebearer av grad av vekttap?

Students, clinical nutrition (n = 2)

Bra at det blir spesifisert at det skal legges sammen i Boks 1 :) Virker veldig Klart.

Worksheet 2: Disease and its relation to nutritional requirements
Nurses (n = 42)

Andre begreper for pulmonal eller kardial kakeksi. Hvordan kan jeg vite om det er pulmonal

eller kardial kakeksi.

Hvem avgjer relevante diagnoser? Primart sykdomsstadium? Jobber med ulike
kreftsykdommer, stadieinndeling er sveert ulikt. (f.eks. cancer pulm. Vs follikuleert lymfom.)

Kan ikke se at primert sykdomsstadium alltid er relevant.
UAVKLART, ALTFOR MANGE SP@RSMAL!

Usikker pa hva som menes med primart sykdomsstadium. Hva skal krysses av har og
hvordan? Er dette noe pasienten selv skal fylle ut? I sa fall er det for vanskelig, for mange

medisinske ord.
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Sikker pa at det skal std AIDS og ikke HIV? AIDS er jo en dgdelig sykdomstilstand.

Jeg ble plutselig usikker pa om jeg skulle svare utifra en pasients egne vurdering eller ut fra

helsepersonells vurdering. Men svarte ut fra pasientens egen vurdering

Bra primeert sykdomsstadium er med. Viktig ta pas's forventede allmenne situasjon hvor

utbredt/langtkommen sykdommen er.

Vanskelig for pas. A forsta hva som menes med pulmonal/kardial kakeksi/traume/primeert

sykdomsstadie! Eller hva som er andre relevante diagnoser.

Ernaeringsbehov --> ernagringsinntaket.

Skjgnner ikke helt hva det spgrres om og hvem som skal svare pa spgrsmalene.
Primaert sykdomsstadium - gjelder det kreft, kols?

Utfordrende med a se pulmonal eller kardial kakeksi, kronisk nyresvikt. Vurdering i fht

traume.

Clinical dietitians (n = 26)

Andre rel. Diagnoser: Ulike helsepersonell kan vurdere ulike diagnosers relevans ulikt og

dermed fa ulik skar.

Kunne pulmonal eller kardial kakeksi blitt skrevet pa en annen mate? Evt. Statt bare kakeksi?

Alle? Relevante diagnoser burde vert --> Andre relevante diasnoer.

Hvordan males, og er det vanlig & male, pulmonal og kardial kakeksi? Er dette en vanlig
klinisk parameter a bruke i norsk helsetjeneste? Mange vet ikke engang hva kakeksi er...
"Alle relevante diagnoser" skulle statt "Andre relevante diagnoser". Hva menes med "primaert

sykdomsstadium™?
"Andre" relevante diagnoser?

Forstaelse: Uklart om legge til poeng for "andre relevante" og "primart" fordi det mangler o &
krysse av i. Vanskelighetsgrad: Usikker pa om det er lett a finne diagnosen "pulmonal eller
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kardial kakeksi". Relevans: Usikker pad om svare pa irrelevant eller relevant for kreft. Men tror
en overestimerer ved & gi automatisk poeng for kreft, nar ogsa har kakeksi som poenggivende.

Samme for alder.

o

Hva er "apent sar"?

Hvordan skal informasjon om andre relevante diagnoser og primeert sykdomsstadium benyttes

for & gi Numerisk skar fra arbeidsark 2?

Vanskelig & vurdere/diagnostisere kakeksi. "Apent sar": Bar alvorlighetsgrad av séret

presiseres? Vanskelig a vurdere hva som gar innunder "traume" i denne sammenheng.
"Sykdom og dens" -> sykdommens. Liggesar -> trykksar.

Hva betyr "pulm. Eller kard. Kakeksi"? Ikke diagnose jeg er vant med. Hva skal innga i andre

relevante sykdommer? Hva defineres som primeert sykdomsstadium?

Star det noen forslag ift det? ("Andre relevante diagnoser") Det kan tolkes pa mange mater.

Vet alle hva relevante diagnoser er?

Physicians (n = 21)

Primaert sykdomsstadium av hva? KOLS, NYHA, kreft? - Primeert er uten betydning. Aktuelt
er viktigere. -Traume er ogsa mye forskjellig. - AIDS er ogsa uklart etter hvert som god
behandling er kommet til. - Det er stor forskjell mellom irrelevant og relevant. Alder er litt

relevant, men andre faktorer er ofte viktigere (nar alle scores likt...)

Istedenfor "sykdom og dens pavirkning" --> foreslér "andre sykdommer..." eller
"komorbiditet” (hvis det er helsepersonell som skal utfylle dette). Istedenfor pulmonal/kardiell

cachexi --> hvorfor ikke kronisk hjertesvikt/kronisk lungesykdom.

1 poeng for hver annen diagnose, eller 1 totalt? Dette har nok med at jeg ikke er kjent med

skjemaet a gjare.

Pulmonal/kardial kakeksi er kanskije ikke sa mye brukt begrep?
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Forskjell om man behandler metastatisk kreft i palliativ setting --> potensielt darlig av beh.

Vs hgygradig lymfom i kurativ intensjon --> potensielt veldig god sykdomskontroll av beh.

"Arbeidsark 2 - Sykdom og dens ..." --> ...fglgende tilstandene. "Pulmonal eller kardial
kakeksi..." --> kakeksi som falge av hjerte eller lungesykdom. "Traume" --> Ma finne et

bedre norsk ord enn traume.
Hva menes med sykdomsstadium? Forskjellig fra sykdom til sykdom.

Vanskelig a vite hvor grensen gar mellom HIV-smitte og alvorlig AIDS for helsepersonell
som ikke jobber med HIV-pasienter regelmessig. Traume er darlig definert. Alt fra armbrudd.
Til multiple alvorlige skader. Sjukdomsstadium for kreft, nyresvikt og hjertesvikt kan alle

klassifiseres i stad | til V. Uklart dersom dem har f.eks. kreft + nyresvikt samtidig.

Aktiv sykdom? Under kontroll eller ukontrollert sykdom er av betydning for fex AIDS,
nyresvikt. Tidl. Kreftbehandlet, kurert men med senskader som gjar ernaring vanskelig er
noe annet en metastatisk sykdom.

Students, clinical nutrition (n = 2)

Hva er relevante diagnoser for a gi poeng her? Det kan veere uklart hvilke sykdommer dette

innebarer.

Student, other (n = 1)

| arbeidsarket star det "andre relevante diagnoser"”, og ikke "alle relevante diagnoser".

Worksheet 3: Metabolic Demand

Nurses (n = 42)
Bar utdypes narmere, bedre forklaring!

3+ 1+ 2 poeng gir 6 poeng, ikke 5 poeng sammenlagt. Bgr utdypes nermere.
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Vanskelig a regne om ulike medikamenters dosering til prednisolon f.eks fortecontin, medrol

etc.

3+ 2+ 1 poeng = 6 poeng, ikke 5.
*samme som forrige.

Uklar tekst.

Synes dette punktet var delvis uklart. Usikker hvordan den skal fylles ut. Skjema for hva som

skal krysses av. Temp pa 39 gir? Sum, prednisolon 20 mg sum? Feber i sd og sa mange timer?
Er dette noe pasienten selv skal fylle ut? | sa fall er dette alt for vanskelig a forsta.

Feber varighet --> pa norsk skal det ikke veere mellomrom.

Ngyaktig feber og varighet av feber er ikke alltid godt dokumentert.

(Poengtert ved markering at sparreskjema har ordet "skare" ikke "skar".)

Clinical dietitians (n = 26)

Ngyaktig feber og varighet av feber er ikke alltid godt dokumentert.
Feber varighet --> pa norsk skal det ikke veere mellomrom.
Febervarighet i ett ord. Gjer det enklere a forsta.

Tidsrom hvor man vurderer feber, er det siste uken/dagen/72t?

Jeg ville fjernet det om prednisolon i eksempelet over for & gjgre det med poengberegning for
feber enda klarere. Evt. lagt til et ekstra eksempel for hvordan beregne total-score for hele

arbeidsarket under.

Febervarighet i ett ord.
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Feber varierer mye. Hvordan skal man forholde seg til det? Skal kef regne pa
prednisolonekvivalenter? Dette er i sa fall nytt for meg. Ber veere komma her --> feber,

varighet

Forvirrende formulering. Forklare hvorfor sum blir 5 og ikke 6 (selv om det star at det er
hgyeste skar som velges, kan det gjerne understrekes til slutt for a fa klarhet. Min erfaring er
at dette punktet brukes lite i praksis - ser ikke noe serlig pa det. Hva med pasienter som far

kortison i forbindelse med cellegiftkur? | kun noen dager. Skal man da krysse av?

Physicians (n = 21)

Relevans her kommer veldig an pa hva det skal brukes til. Steroider og feber kan "oppheve"

hverandre.

Forstaelse: Er skala for skaring tilgjengelig for helsepersonell? Beskriver jo bare deler av en
skala her. Kortikosteroider; uavhengig av adm. Metode (krem, per os, iv) og dose?

Students, clinical nutrition (n = 2)

(Kortikosteroider kan vaere noe vanskelig. Vanskelig & vurdere de forskjellige dosene, evt.
Hvor lenge siden, osv. Etc. noen kreftpasienter far engangsdose v/ cellegift. Hva er lav vs.
hay dose nar man ser pa enkeltdoser.)

Markert setning er vanskelig a forsta. (*NB: Ved feber gis den hgyeste skare av feber varighet

eller temperatur.)

Worksheet 4: Physical Exam

Nurses (n = 42)
Regner med det blir gitt oppleering til malingene.

Usikker pa a vurdere fettlager, er ikke i stand til & si noe om relevans.
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Tror dette er vanskelig & vurdere? Mangler kanskje kunnskap, men som spl er jeg avhengig av
konkrete mal, vekt, cm (?) el lign. Vanskelig & vurdere hvor mye vektnedgang. Observerer

gdemer, lite muskler og fett, men hvordan registrere det riktig?
Litt vanskeligere dette, spes maling av fettlagre (?)

Orbitalt fett? Synes arbeidsark 4 var alt for omfattende og komplisert. Sveert tidkrevende. I en

ellers sa travel hverdag med x-antall screeninger.
*Subjektivt sett treng eg a friske opp anatomien min, spesielt mtp muskler.
Ma kjenne pasienten over tid for a vurdere kroppssammensetningen.

Ikke presist nok m/ subjektiv vurdering. Ellers veldig detaljert - gjennomfares det i praksis?
Global PG-SGA kategori skar (A, B eller C) = én av dem, eller summen? - Denne skjgnte jeg
ikke for KEF forklarte meg (trodde det gjaldt A, B, C arb. Ark 1-2-3)

Noen omrader forklares de latinske uttrykk og noen steder igjen ikke. Bgr veere konsekvent.

Vanskelig a vurdere grad av relevans fordi jeg ikke er kjent med studien og spesifikt

fagomrade.
Altfor omfattende!

Kanskje den vanskeligste delen og fylle ut, da dette ikke gar direkte pa poeng, men om klinisk
subjektiv vurdering. Men sprakmessig lett og forsta.

Det er en del uttrykk som er ukjent i den daglige virke for min faggruppe.

Clinical dietitians (n = 26)
Ingen erfaring med slik fysisk undersgkelse.

Dette vil veere veldig vanskelig & vurdere uten opplaring og trening. Hvis man kan det godt,
tror jeg det er en veldig nyttig vurdering.

Klart kun fordi jeg har gjort nettopp denne fysiske undersgkelsen i min masteroppgave. Skulle
hatt et svaralternativ for VET IKKE her.
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Vanskelig & skjenne hvordan man beregner skér her... altsd hvordan man gir en totalskar for
ark 4. Generelt: Er det rart 4 kalle boksene for "arbeidsark"? Litt for direkte oversatt fra
engelsk? Rart a skrive noen muskler pa norsk (eks "legg™) og andre er pa latin. Burde veert
hjelpefigur, eller norsk pa alle. Eks. skapula = skulderblad.

Veldig mye tekst.
Har ikke erfaring med dette.
Litt mye fremmedord? Skulle kanskje veert noen illustrasjoner e.l.?

For a gjare en totalvurdering kan man f.eks. eksemplifisere med at mest "2+" gir poeng-score
2, mest "3+" gir poeng-score 3 osv. Dersom man er i tvil, skal underskudd av muskelmasse
veie tyngre enn underskudd av fettmasse. Ma spesifiseres! --> Tinning: innsgkk ved mangel.
Kragebein: innsgkk pa hver side av kragebeinet ved mangel. Skulder: spisse kanter ved
mangel. Interosseous-muskel: muskel i overgang mellom tommel og pekefinger. Skal vere en
klump hvis normal. Skapula: Skulderblader. Spisse/utstaende/markante ved mangel. Orbitalt
fett: innhult under gynene ved mangel. Triceps skinfold: kjenner fingrene dine gjennom ->

3+. Nedre ribbein: stikker ut ved mangel.

Vanskelig & gi en korrekt subjektiv vurdering av muskel/vaeske/fett status.
Mulig a finne bedre ord enn f. eks interosseous og orbitalt?

Orbitalt fett bagr gjerne spesifiseres/annen betegnelse?

Er litt omfattende og uvisst hvordan den fysisk gjeres, vil tro at for noen kan det bli vanskelig

a vurdere tap av muskelmasse vs fettmasse?

Uklart hvordan man setter skar til slutt pa dette punkt. Burde veert et eksempel. | stedet for &
bruke romertall/bokstaver? Eller tall slik at man kan regne ut gjennomsnitt for hver av de 3

maleenhetene, samt vekting, eks. Muskelmasse: 2 og Fettlager/veeskestatus: 1.
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Physicians (n = 21)

Ikke alle musklene er nok like relevant. "Umulig" a forsta hvordan det skal scores, hva er 0,

1+, 2+, 3+7?
Vekt er vel det viktigste for veeskestatus?

Veldig detaljert for hverdagsbruk?

Worksheet 5: PG-SGA Global Assessment Categories

Nurses (n = 42)

* siste setning. (*star markert ved "Poengskar 2 - 3 Krever opplaring av pasient og
familie...")

Elektronisk ernaringsscreening blir kanskje ikke sa ngyaktig, men regner ut dette automatisk?
Viktig med arbeidsredskap som ikke krever mye bruk av tid i et sykehusmiljg/pleiepersonalet.

Vanskelig & svare pa nar man ikke vet hvordan det egentlige skjemaet ser ut.

Generelt er dette skjemaet rotete pa side 2. Bokser inn i bokser. Forklaringer bgr sta farst. Lite
plass a skrive underskrift, yrke, dato og malplassert. Kunne trengt en veileder for bruk av

skjemaet.
Generelt er dette skjemaet alt for omfattende. Uegnet for klinisk praksis!

Vanskelig & se sammenheng her.

Clinical dietitians (n = 26)

Poengscore 0-1... Ern. status ma revurderes regelmessig under beh. (rutinemessig og regulaer
basis er tungt...) Poengscore >9 --> ma veere KEF. Star ikke noe om det. "Farmakologisk

intervensjon ved behov..." --> Uklart. Resten klart.
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Heller a skrive "mistanke om underernzring" eller "risiko for underernaring" enn "mistenkt
underernzrt"? Rart sprak. Ark 4 beskriver "muskelmasse", mens det i ark 5 star
"muskelstatus” i kategori B. Bruk samme begrep? Savner "spisesituasjon” eller
"maltidssituasjon" pa ernzringstiltak. Bytte "regular” med f. eks. "regelmessig".

Hvor kommer dette med "nylig forbedring™ fram i.f.t. symptomer, funksjon, fysisk
undersgkelse? Finner ikke igjen de ordene pa de respektive arbeidsark. Samme gjelder
"progressivt vekttap" og "nylig forverring”. Ma det veere bade arb. ark. 1 og A, 2 og B, 3 og
C, 409 D? Nok med A, B, C, D?

Hva menes med "opplaring™ av pasient og familie?

Vanskelig & forsta hvor man skal fare resultatet (A, B, C brukes flere steder).
Tungt sprak.

Pkt v/ poengskar 2-3 + 4-8 -> Kan det mistolkes litt ift at begge skal inkludere kef?
Skal man si noe om nar ernaringsstatus revurderes, innen 1 uke?

1) Hvorfor kalle dette "arbeidsark 5" - nar dette er informasjon og ikke noe som skal utfgres??
Forvirrende - burde hete "informasjon" i stedet for "Arbeidsark 5". 2) Ser na at
"Erneeringstiltak™ bar sta til venstre under overskriften "Arbeidsark 5" - og "Global
vurderingskategorier” bar flyttes til hgyre under overskrift "Globale vurderingskategorier”.

Physicians (n = 21)

Scoren er mindre viktig enn de forskjellige svarene hver + kunnskap om grunnsykdom har

mtp intervensjon.
For mange kategorier.

NB - Dere har glemt a oversette "<10% in 6 months" i vurderingskategoriene. Det star ogsa

"dette inkluder symptombehandling™.

Vanskelig a se relevansen av palliative ernaringstiltak innen palliasjon.
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"Reguler" --> jevnlig?
Vanskelig/ungdvendig ekstraarbeid a fylle ut arbeidsark 5. Man har jo allerede en score.

Norsken - forstaelig. Noe vanskeligheter a forsta hvordan man skal bruke dette uten a se selve
skjemaet (hadde ikke skjema). Enkelte ting ved skjema ma endres. NB Ny versjon f.eks

kortikosteroidene. Sp.mal om pasienter skal bruke dette alene. "Normal mat" - tvetydig.

Students, clinical nutrition (n = 2)

Opplever score ikke er direkte korrelert til erngringsstatus i pasientgruppen jeg undersgker.
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Appendix 10. Medians, interquartile range (IQR) and p-values for items that differed significantly (p < 0.05) between healthcare

professionals familiar and non-familiar with the PG-SGA before the study

Construct Item Median (IQR) P-value
Comprehensibility Boxes 1-4 Unfamiliar (n =53*)  Familiar (n = 34%)
Jeg inntar na normal mat, 3.0(2.0-4.0) 2.0(2.0-3.0) 0.005
Difficulty Boxes 1-4
Jeg veierndca. __ kilo 4.0 (4.0-4.0) 4.0 (3.0 -4.0) 0.049
For én maned siden veide jegca. _ kilo 4.0 (3.0-4.0) 3.0(2.0-4.0) 0.014
For seks maneder siden veide jegca. __ kilo 4.0 (3.0-4.0) 3.0(2.0-4.0) 0.007
gatt ned (1) 4.0 (3.0-4.0) 3.0(3.0-4.0) 0.048
gkt () 4.0 (3.0-4.0) 3.0(3.0-4.0) 0.031
lite fast fade (o) 4.0 (3.0-4.0) 3.0(3.0-4.0) 0.036
sveert lite av noe som helst () 4.0 (3.0-4.0) 3.0(3.0-4.0 0.009
annet** (1 4.0 (3.0-4.0) 3.0(3.0-4.0) 0.017
Worksheets 1-5 and Nutritional Triage
Recommendations
Kronisk nyresvikt 4.0(3.0-4.0) 4.0 (3.0-4.0) 0.022
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Relevance Worksheets 1-5 and Nutritional Triage

Recommendations

Fysisk undersgkelse: Fysisk undersgkelse omfatter 3

aspekter ved kroppssammensetning: fett, muskel og vaeske.

Undersgkelsen er subjektiv, hvert aspekt av undersgkelsen
er vurdert i grader. Tap av muskelmasse pavirker

poengskare mer enn tap av fettmasse. Definisjon av grader:

0 = ingen underskudd, 1+ = lett underskudd, 2+ = moderat,
3+ = alvorlig. Skaren legges ikke sammen. Man gjer en
subjektiv klinisk vurdering av totalt underskudd, inkludert
forekomst av veeskeoverskudd/gdem.

Krageben (pectoralis & deltoids)
Skulder (deltoids)

Interosseous muskler
Skapula (latissimus dorsi, trapezius, deltoids)

Lar (quadriceps)

Legg (gastrocnemius)
Skare for muskelstatus
Skare for fettunderskudd
Ankelgdem

Ascites

Skare for vaeskestatus

Unfamiliar (n = 53%)

3.0 (3.0 - 3.0)

3.0 (3.0-3.0)
3.0 (3.0-3.0)
3.0 (2.0-3.0)

3.0(3.0-3.0)

3.0 (3.0-3.0)
3.0 (3.0-3.0)
3.0 (3.0 - 3.0)
3.0 (3.0 - 3.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)

Familiar (n = 35%)

3.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)

0.001

0.021
0.021
0.021

0.029

0.009
0.030
0.006
0.026
0.020
0.020
0.021

*Total number of participants for each of the items can be lower because of missing data.
IQR = interquartile range
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Appendix 11. Medians, interquartile range (IQR) and p-values for items that differed significantly (p < 0.05) between healthcare

professionals experienced and inexperienced in use of PG-SGA before the study

Construct Item Median (IQR) P-value
Comprehensibility  Boxes 1-4 Inexperienced (n =80*) Experienced (n = 11%)

hayere enn vanlig (o) 4.0(4.0-4.0) 3.0(3.0-4.0) 0.030
Jeg inntar na normal mat, 3.0(2.0-4.0) 2.0(2.0-3.0) 0.046
bare vaske (3) 4.0 (3.0-4.0) 3.0(2.0-4.0) 0.007
bare naeringsdrikker 3 4.0 (3.0-4.0) 3.0(3.0-4.0) 0.036
Jeg har fglgende problemer som har hindret
meg i & spise nok i lgpet av de siste to ukene 4.0 (3.0-4.0) 3.0(3.0-4.0) 0.021
(kryss av for alle som passer)
faler meg raskt mett (1 4.0(4.0-4.0) 3.0(3.0-4.0) 0.041
smerter; hvor? (3) 4.0(4.0-4.0) 3.0(3.0-4.0) 0.013
annet** (1 4.0(4.0-4.0) 3.0(3.0-4.0) 0.045
liten evne til & utfgre aktivitet, og tilbringer det

) _ 4.0 (3.0-4.0) 3.0(3.0-4.0) 0.048
meste av dagen i sengen eller i en stol (3
stort sett sengeliggende, er sjelden ute av

4.0 (4.0-4.0) 3.0(3.0-4.0) 0.011

sengen ()
Worksheets 1-5 and Nutritional Triage
Recommendations
Liggesar, apent sar eller fistel 4.0 (3.0 - 4.0) 3.0 (3.0-4.0) 0.014
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Difficulty

Boxes 1-4

Oppsummering av min navarende og tidligere vekt
For én maned siden veide jegca. __ kilo

okt ()

Jeg inntar na normal mat,

men mindre enn vanlig mengde (1

lite fast fade (o)

bare veaeske (3)

bare naringsdrikker (3

sveert lite av noe som helst (4

Jeg har falgende problemer som har hindret meg i a
spise nok i lgpet av de siste to ukene (kryss av for
alle som passer)

ingen problemer med & spise ()

ingen appetitt, falte ikke for a spise (3

kvalme (1

oppkast (3

forstoppelse (1)

diaré (3)

Inexperienced (n = 80%)

4.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
3.0 (2.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)

4.0 (3.0 - 4.0)

4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)

3.0 (2.0 - 3.0)
2.5 (2.0 - 3.0)
3.0 (3.0 - 4.0)
2.0 (2.0 - 3.0)
3.0 (2.0 - 3.0)
3.0 (2.0 - 3.0)
3.0 (2.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (2.0 - 4.0)

3.0 (2.0 - 3.0)

3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)

Experienced (n = 11*) P-value

0.017
0.001
0.05
0.037
0.005
0.026
0.027
0.017
0.050

0.001

0.008
0.032
0.012
0.012
0.011
0.009
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Difficulty

Boxes 1-4

sar i munnen (2

munntarrhet ()

ting smaker rart eller ingenting (1
lukter plager meg ()

problemer med a svelge (2)
utmattethet (1

smerter; hvor? ()

annet*™* (1

stort sett sengeliggende, er sjelden ute av sengen (3
Worksheets 1-5 and Nutritional Triage
Recommendations

Liggesar, apent sar eller fistel

Kortikosteroider

Poengskar 2 — 3 Krever opplering av pasient og
familie av klinisk erngringsfysiolog, sykepleier
eller annen klinikkmedarbeider. Farmakologisk
intervensjon ved behov som indikert ved

symptomene (Boks 3) eller laboratorieverdier.

Inexperienced (n = 80%)

4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)

4.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)

Experienced (n = 11%)

3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 3.0)
3.0 (3.0 - 3.0)
3.0 (3.0 - 3.0)
3.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)
3.0 (2.0 - 3.0)

3.0 (2.0 - 3.0)

P-value
0.021
0.033
0.014
0.023
0.008
0.020
0.010
0.022
0.033

0.029
0.022

0.049
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Relevance

Worksheets 1-5 and Nutritional Triage )
_ Inexperienced (n = 80%)
Recommendations
Fysisk undersgkelse: Fysisk undersgkelse omfatter
3 aspekter ved kroppssammensetning: fett, muskel
og vaeske. Undersgkelsen er subjektiv, hvert aspekt
av undersgkelsen er vurdert i grader. Tap av

muskelmasse pavirker poengskare mer enn tap av

o ] 3.0(3.0-4.0)
fettmasse. Definisjon av grader: 0 = ingen
underskudd, 1+ = lett underskudd, 2+ = moderat, 3+
= alvorlig. Skaren legges ikke sammen. Man gjar en
subjektiv klinisk vurdering av totalt underskudd,
inkludert forekomst av vaeskeoverskudd/gdem.
Krageben (pectoralis & deltoids) 3.0(3.0-4.0)
Skulder (deltoids) 3.0(3.0-4.0)
Skapula (latissimus dorsi, trapezius, deltoids) 3.0(3.0-4.0)

Experienced (n = 11%)

4.0 (4.0 - 4.0)

4.0 (3.0 - 4.0)

4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)

P-value

0.009

0.044

0.044
0.050

*Total number of participants for each of the items can be lower because of missing data.

IQR = interquartile range

141



Appendix 12. Items that differed significantly (p < 0.05) based on type of profession within the healthcare professionals group

Construct Item Median (IQR) P-value
Comprehensibility Boxes 1-4 Clinical dietitians Physicians Nurses (n = 42%)
(n = 26%) (n=21%)

Jeg inntar nd normal mat, 2.0(2.0-3.0) 3.0(2.0-4.0) 4.0 (2.0-4.0) 0.009

men mindre enn vanlig mengde () 4.0 (3.0-4.0) 3.0(3.0-4.0) 4.0 (3.0-4.0) 0.039

Worksheets 1-5 and Nutritional

Triage Recommendations

Primeert sykdomsstadium 3.0(2.0-4.0) 2.0 (2.0-3.0) 3.0(2.0-4.0) 0.013

Interosseous muskler 2.0(2.0-3.0) 2.0(2.0-3.0) 2.0(1.0-3.0) 0.043

Orbitalt fett 3.0(2.0-3.0) 3.0(2.0-4.0) 2.0(2.0-3.0) 0.043

Triceps hudfold 3.0(3.0-4.0) 3.0(2.0-4.0) 3.0(2.0-3.0) 0.007
Difficulty Wc_)rksheets 1-5and N_utritional

Triage Recommendations

Skére for vekttap: For & bestemme SO (-2l 30(30-40) 20 (20 - ) 0.006

skaren bruker du vekttap for 1 maned,

hvis tilgjengelig. Bruk data for 6

maneder kun hvis det ikke finnes

vektdata for 1 maned. Bruk poengene

nedenfor for & skére vektendring. Legg

til ett poeng hvis pasienten har tapt vekt

i lgpet av de 2 siste ukene. Registrer den

totale skaren i Boks 1 PG-SGA.

Skare for vekttap 3.0(3.0-4.0) 3.0(3.0-4.0) 3.0(2.0-3.0) 0.010

Alle relevante diagnoser 3.0(2.0-4.0) 3.0(2.0-3.0) 3.0(3.0-4.0) 0.015
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Relevance

Boxes 1-4

For seks maneder siden veide jeg ca.
kilo

lukter plager meg (1
faler meg raskt mett (1

utmattethet (1

smerter; hvor? (3)

Worksheets 1-5 and Nutritional
Triage Recommendations

Skare for vekttap: For & bestemme
skaren bruker du vekttap for 1 maned,
hvis tilgjengelig. Bruk data for 6
maneder kun hvis det ikke finnes
vektdata for 1 maned. Bruk poengene
nedenfor for & skére vektendring. Legg
til ett poeng hvis pasienten har tapt vekt
i lgpet av de 2 siste ukene. Registrer den
totale skaren i Boks 1 PG-SGA.

Primaert sykdomsstadium

Clinical dietitians

(n = 26%)
4.0 (4.0 - 4.0)

4.0 (4.0 - 4.0)
4.0 (4.0 - 4.0)
4.0 (4.0 - 4.0)

4.0 (4.0 - 4.0)

4.0 (4.0 - 4.0)

3.0 (3.0 - 4.0)

Physicians
(n=21%)
4.0 (3.0-4.0)
4.0 (3.0-4.0)
4.0 (3.0-4.0)
4.0 (3.0-4.0)

4.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)

3.0 (2.0 - 4.0)

Nurses (n = 42%)

4.0 (4.0 - 4.0)
4.0 (4.0 - 4.0)
4.0 (4.0 - 4.0)
4.0 (4.0 - 4.0)

4.0 (4.0 - 4.0)

4.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)

0.007

CD/P: 0.035
P/N: 0.017

CD/P: 0.042
P/N: 0.022

CD/P: 0.041
P/N: 0.024

0.009

0.006

0.033
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Relevance

Worksheets 1-5 and Nutritional Triage Clinical dietitians

Recommendations

Fysisk undersgkelse: Fysisk
undersgkelse omfatter 3 aspekter ved
kroppssammensetning: fett, muskel og
vaeske. Undersgkelsen er subjektiv, hvert
aspekt av undersgkelsen er vurdert i
grader. Tap av muskelmasse pavirker
poengskare mer enn tap av fettmasse.
Definisjon av grader: 0 = ingen
underskudd, 1+ = lett underskudd, 2+ =
moderat, 3+ = alvorlig. Skaren legges
ikke sammen. Man gjar en subjektiv
Klinisk vurdering av totalt underskudd,
inkludert forekomst av
veeskeoverskudd/gdem.

Krageben (pectoralis & deltoids)
Skulder (deltoids)
Interosseous muskler

Skapula (latissimus dorsi, trapezius,
deltoids)

Lar (quadriceps)
Legg (gastrocnemius)

Skare for muskelstatus

Skére for fettunderskudd
Ankelgdem

(n = 26%)
4.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)

Physicians
(n=21%)
3.0(3.0-4.0)

3.0 (3.0 - 3.0)
3.0 (3.0 - 3.0)
3.0 (3.0-3.0)
3.0 (3.0-3.0)
3.0 (3.0 - 3.0)
3.0 (3.0-3.0)
3.0 (3.0 - 3.0)

3.0 (3.0-3.0)
3.0 (3.0 - 3.0)

Nurses (n = 42%)

3.0 (3.0 - 4.0)

3.0 (3.0 - 3.0)
3.0 (3.0 - 3.0)
3.0 (2.0 - 4.0)
3.0 (3.0-3.0)
3.0 (3.0 - 4.0)
3.0 (3.0-3.0)
3.0 (3.0 - 4.0)

3.0 (3.0 - 3.0)
3.0 (3.0 - 4.0)

0.027

0.045
0.045
0.037
0.025

CD/P: 0.044
CD/N: 0.030

CD/P: 0.034
CD/N: 0.027

CD/P: 0.018
CD/N: 0.017

0.035
0.048

144



Relevance
Recommendations

Sakralt gdem

Ascites

Skare for vaeskestatus

Poengskar 4 — 8 Krever intervensjon av
klinisk ernaringsfysiolog i samarbeid
med sykepleier eller lege som indikert
ved symptomene (Boks 3).

Poengskar > 9 Indikerer et kritisk behov
for ernaringsintervensjon og forbedret
symptombehandling.

Worksheets 1-5 and Nutritional Triage Clinical dietitians

(n = 26%)
4.0 (3.0 - 4.0)

4.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)

4.0 (4.0 - 4.0)

4.0 (4.0 - 4.0)

Physicians
(n=21%)
3.0(3.0-3.0)
3.0(3.0-3.0)

3.0 (3.0 - 4.0)
3.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)

Nurses (n = 42%)

3.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)

3.0 (3.0 - 4.0)
4.0 (3.0 - 4.0)

4.0 (3.0 - 4.0)

CD/P: 0.016
CD/N: 0.038

CD/P: 0.039
CD/N: 0.044

0.041
0.005

0.020

*Total number of participants for each of the items can be lower because of missing data

CD =clinical dietitian, P = physician, N = nurse

145



Appendix 13. The official approved and validated Norwegian Scored PG-SGA

Pasient ID
Scored Patient-Generated Subjective Global Assessment (PG-SGA)
ﬁ Boks 1 - 4 skal fylles ut av pasienten
(Boks 1 - 4 heter PG-SGA Short Form (SF))
1. Vekt: 2. Matinntak: Sammenlignet med mitt vanlige inntak vil jeg ansla
matinntaket den siste maneden som
Oppsummering av min navarende og tidligere vekt O uendret (o)
L . O mer enn vanlig o)
Jeg veier na ca. kilo . ;
Jeg er ca. o hey [0 mindre enn vanlig
Jeg spiser na
For én méned siden veide jeg ca. kilo [ vanlig mat, men mindre mengder enn jeg pleier & spise (1)
For seks maneder siden veide jeg ca. kilo

O lite fast fode (2

. ) [ bare vaske 3)
I lopet av de siste to ukene har vekten min:

bare naringsdrikker
[ ettned 1y [ ikke endret seg oy [ okt o ¢ o

[ svert lite av noe som helst 4)

(Se arbeidsark 1) Boks 1 D [ bare sondeernaring eller intravenes ernaring (o) Boks 2 D
3. Symptomer: Jeg har folgende problemer som har hindret meg i a 4. Aktiviteter og funksjon: I lopet av den siste maneden vil jeg
spise nok de siste to ukene (kryss av for alt som passer) beskrive aktivitetsnivaet mitt som

O ingen problemer med 4 spise (o)

[0 normalt uten begrensninger (o)
[0 ingen matlyst, folte ikke for a spise (3) O oppkast 3

[ ikke mitt vanlige jeg, men i stand til & vare oppe og gjere

O kvalme O diaré ) normale aktiviteter (1
[ forstoppelse (1) O munnterrhet (1 [ foler meg ute av stand til det meste, men ligger i sengen eller
[ sri munnen () [ lukter plager meg (1) sitter i en stol mindre enn halve dagen (2
[ mat/drikke smaker rart eller ingenting 1) [J foler meg raskt [ liten evne til & utfore aktiviteter, og tilbringer det meste av
O problemer med & svelge () mett (1 dagen i sengen eller i en stol (3
[ smerter; hvor?y O utmattethet (1) [ stort sett sengeliggende, er sjelden ute av sengen (3
[ annet** ()

**Eksempler: depresjon, ekonomiske problemer, tannproblemer Boks 3 Boks 4 D

J

Resten av dette skjemaet skal fylles ut av helsepersonell. Tusen takk! D
©FD Ottery 2005, 2006, 2015 v3.22.15 Sammenlagt skar for Boks 1 -4 A
Norwegian 18-004 v03.06.18

email: faithottervmdphd@aol.com or info@ pt-global.org
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Scored Patient-Generated Subjective Global Assessment (PG-SGA) Sammenlagt poengskar fra Boks 1 - 4 (side 1) I:l

Arbeidsark 1 — Poengskar for vekttap

Bruk poengene nedenfor for & skire vektendringen ved a bruke vekttap for | maned, hvis
tilgjengelig. Bruk data for 6 maneder bare hvis det ikke finnes vektdata for 1 maned siden. Legg
til ett poeng hvis pasienten har tapt vekt i lopet av de siste to ukene og overfer den totale skiren
(maksimalt 5 poeng) til boks 1 (side 1).

Vekttap pa 1 méned Poengskar Vekttap pi 6 maneder
10% eller mer 4 20% eller mer
5-9,9% 3 10-19.9%
3-49% 2 6— 9,9%
2-29% 1 2—- 59%
0-1,9% 0 0- 1,9%

Poengskar fra Arbeidsark 1 D

5. Arbeidsark 2 — Sykdom og dens pavirkning pé ernzringsbehov
Ett poeng gis for hver av de felgende tilstander:

D Kreft

[ ams

D Liggesar, apent sar eller fistel
D Traume

[J Pulmonal eller kardial kakeksi ~ [] Alder over 65 ar

D Kronisk nyresvikt

Andre relevante diagnoser (spesifiser)
Stadium av hovedsykdom (sett en ring rundt hvis kjent) T II TIT TV Annet

Poengskir fra Arbeidsark 2 B

6. Arbeidsark 3 — Metabolsk behov

Poengskar for metabolsk stress bestemmes av flere variabler som er kjent for & eke protein- og kaloribehov. Poengskaren for feber og kortikosteroider legges sammen (maks 6 poeng). NB: Ved feber gis
bare den hoyeste skér av febervarighet eller temperatur (maks 3 poeng). For eksempel en pasient som har feber pa > 38,8 °C (3 poeng) i < 72 timer (1 poeng) og er pd 10 mg prednisolon fast (2 poeng),

vil fd en sammenlagt skir pd 5 poeng.

Stress ingen (0) lavt (1) moderat (2) hevt (3)

Feber ingen feber >3720g<383 >3830g<388 >38.8°C

Febervarighet ingen feber <72 timer 72 timer > 72 timer

Kortikosteroider ingen kortikosteroider lav dose moderat dose hoy dose
(< 10 mg prednisolon- (=10 0g <30 mg (=30 mg prednisolon- Poengskar fra Arbeidsark 3 D C
ekvivalenter/dag) prednisolonekvivalenter/dag) ekvivalenter/dag)

7. Arbeidsark 4 — Fysisk undersekelse

Fysisk undersgkelse omfatter 3 aspekter ved kroppssammensetning: fett, muskel og vaeske. Undersgkelsen er subjektiv, hvert aspekt av undersgkelsen er vurdert i grader. Underskudd/tap av muskel pavirker poengskdre mer enn
underskudd/tap av fettmasse. Definisjon av grader: 0 = ingen underskudd, 1+ = lett, 2+ = moderat, 3+ = alvorlig. Skaren legges ikke sammen. Man gjgr en subjektiv klinisk vurdering av totalt underskudd, inkludert forekomst av

vaeskeoverskudd/gdem. Maks total poengskar for fysisk undersgkelse er 3 poeng.

Muskelstatus Fettlager
tinninger (temporalis) 0 1+ 2+ 3+ orbitalt fettdepot
krageben (pektoralis & deltoid) 0 I+ 2+ 3+ triceps hudfold
skuldre (deltoid) 0 I+ 2+ 3+ fett over nedre ribben
interosseus i1 hand 0 1+ 2+ 3+ Vurdering fettunderskudd
skulderblad (latissimus dorsi, trapezius, deltoid) 0 1+ 2+ 3+ Vaskestatus
1ar (quadriceps) 0 I+ 2+ 3+ ankelgdem
legg (gastrocnemius) 0 1+ 2+ 3+ sakralt gdem

Vurdering muskelstatus 0 1+ 2+ 3+ ascites

Vurdering veeskestatus

Klinikers underskrift Yrke Dato

0 1+
0 I+
0 1+
0 1+
0 1+
0 1+
0 1+
0 1+

Poengskaren for den fysiske undersokelsen bestemmes av en total subjektiv klinisk vurdering.

Muskelstatus har stgrre effekt pa poengskaren enn fettmasse eller vaeskestatus.
2+ 3+ Ingen underskudd 0 poeng
2+ 3+ Lett underskudd 1 poeng
2+ 3+ Moderat underskudd 2 poeng
2+ 3+ Alvorlig underskudd 3 poeng
o 3t Poengskar fra Arbeidsark 4 |:|
2+ 3+
2 4t Total PG-SGA poengskar (Total numerisk skir for A+B+C+D) I:]

+ 3+
PG-SGA global kategori (A, B eller C) I:]

Arbeidsark 5 —PG-SGA globale kategorier
Kategori A Kategori B

Kategori Velernwert Moderat underernwmrt/
mistenkt underernzert
Vekt Ingen vekttap ELLER < 5% vekitap pA | mned
vektekning som ikke pd 6 mineder) ELLER
skyldes vaeskeretensjon N

Kategori C

Alvorlig underernzrt

> 5% vekttap pé | mined
(> 10% pé 6 maneder) ELLER
progressivt vekitap

Matinntak Ikke redusert inntak Sterkt redusert inntak
ELLER nylig forbedring
Symptomer  Ingen ELLER nylig Symptomer (PG-SGA Boks 3) Symptomer (PG-SGA Boks 3)

forbedring som gir
adekvat matinntak

Funksjon Normalt funksjonsnivé Moderat redusert funksjonsnivi Alvorlig redusert funksjonsniva
ELLER nylig ELLER nylig forverring ELLER nylig forverring
forbedring

Fysisk Ingen mangel ELLER Mild til moderat tap av muskelmasse Alvorlig tap av muskelmasse
undersokelse nylig forbedring /subkutant fett/muskeltonus ved eller subkutant fett eventuelt
palpering odemer

Ernasringstiltak: Den sammenlagte poengskaren brukes til @ definere spesifikke ernaeringstiltak. Dette inkluderer
symptombehandling og opplaering av pasienter og familie. Symp behandling kan inkludere farmakologisk behandling og/eller egnet
ernzeringstiltak (mat, ernaringstilskudd, sonde- eller intravengs ermaering).

Fprstelinje ernzaeringstiltak inkluderer optimal symptombehandling.

Ernaeringstiltak basert pa poengskar for PG-SGA

0-1
2-3

Ingen tiltak er ngdvendig na. Ernaeringsstatus ma revurderes regelmessig under behandling,

Krever oppleering av pasient og familie av klinisk ernaeringsfysiolog, sykepleier eller annet

helsepersonell. Farmakologisk behandling ved behov som indikert ved symptomene (Boks 3) eller

laboratorieverdier.

Krever tiltak av klinisk ernzeringsfysiolog i samarbeid med sykepleier eller lege som indikert ved symptomene (Boks 3).
Indikerer et kritisk behov for ernzerii ak og forbedret symptc ling
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