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Esophageal cancer patients are at a high risk of malnutrition. Both the disease itself and chemoradiother-
apy will lead to the deterioration of nutritional status. The development of nutritional oncology promotes
the application of enteral nutrition in tumor patients. Through nutritional support, prognosis is improved
and the incidence of adverse chemoradiotherapy reactions is reduced, especially in those with head and
neck or esophageal cancer. This review summarizes enteral nutritional support in esophageal cancer pa-
tients undergoing chemoradiotherapy in recent years, including a selection of nutritional assessment tools,
the causes and consequences of malnutrition in esophageal cancer patients, types of access and effects
of enteral nutrition. More patients with esophageal cancer will benefit from the development of enteral
nutrition technology in the future.
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Esophageal cancer is one of the most common gastrointestinal tumors in China. Its morbidity ranks 4th among all
malignant tumors in men and 6th among women [1]. Because of its occult onset, most patients are diagnosed in
the middle or late stage. For patients with unresectable locally advanced esophageal cancer, chemoradiotherapy is
the preferred treatment and can effectively reduce local recurrence and distant metastasis, with a prolongation of
survival [2]. However, mechanical obstruction caused by the tumor can lead to dysphagia, and radiation esophagitis
causes pain when swallowing. In addition, gastrointestinal reactions to chemotherapeutic drugs result in symptoms
of anorexia and vomiting, which lead to a lack of nutritional intake in patients [3]. Studies have shown that at
least 60% of patients with esophageal cancer are suffering from malnutrition [4], causing decreased radiotherapy
tolerance, delay or interruption of treatment. European Society for Clinical Nutrition and Metabolism guidelines
suggest that oral nutritional supplements or tube feeding be considered to compensate for deficiencies in normal
food intake. For patients with head and neck or esophageal cancer undergoing chemoradiotherapy, tube feeding can
be used when swallowing is difficult. Because of inflammation of the oral and esophageal mucous membranes caused
by radiotherapy, a percutaneous endoscopic gastrostomy (PEG) will be the first option [5]. Adequate nutritional
support, especially enteral nutrition, plays an important role in maintaining organ function, improving immunity,
reducing the incidence of complications and improving the prognosis of patients. This article briefly summarizes
the enteral nutritional support in patients undergoing chemoradiotherapy for esophageal carcinoma.

Nutrition screening & assessment
At present, the commonly used nutritional screening tools in clinical practice are the Patient-Generated Sub-
jective Global Assessment (PG-SGA), Mini Nutritional Assessment and Nutrition Risk Screening 2002 (NRS-
2002) [6]. PG-SGA is recommended by the American Society of Parenteral Enteral Nutrition and has been used to
evaluate other nutritional assessment tools. Patients with scores of 0–1 are well nourished, patients with scores of
2–3 are suspected to be malnourished, patients with scores of 4–8 have moderate malnutrition and patients with
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scores above 9 are considered to have severe malnutrition. Nutritional intervention is required when the score is
higher than 4, and emergency nutritional intervention is required with a score ≥9 [7–9]. PG-SGA includes a patient
self-assessment and a medical staff assessment and is composed of seven parts: body mass, food intake, symptoms,
activity and physical function, illness, stress state and physical examination. The first four parts are evaluated by the
patients themselves, and the last three are evaluated by the medical staff. PG-SGA is used by clinicians, professional
dietitians and patients and is highly specialized, sensitive and specific [10,11]. PG-SGA has the unique advantage
of unifying a qualitative assessment and quantitative assessment, which distinguishes it from other nutritional
assessment tools. However, its assessment workload is large and requires professionals and patients to carry out the
assessment together; it is also highly subjective.

The Mini Nutritional Assessment is a nutritional status evaluation method established and developed in the
early 1990s. The evaluation includes anthropometric measurements, including height, weight and weight loss;
an overall evaluation, including lifestyle, medical treatment and disease status (digestive function status, etc.); a
dietary questionnaire, including appetite, food quantity, meal times, nutrient intake and whether there are ingestion
disorders; and a subjective evaluation, including subjective testing of health and nutritional status. This method is
simple and feasible and has a good linear correlation with traditional human nutrition evaluation and human body
composition evaluation methods [12]. However, it is less sensitive and requires patients to assess their own nutritional
status, so it is not suitable for people with a lack of communication skills or those in developing countries with
generally low educational attainment. The Mini Nutritional Assessment is suitable for nutritional risk screening in
people over 65 years of age, but is not an appropriate tool for patients who cannot provide a reliable self-assessment,
such as those with mental disorders, severe aphasia or severe acute illnesses such as pneumonia [13].

The NRS-2002 focuses on the nutritional status of patients and the severity of disease to assess the impact
of nutritional interventions on clinical outcomes. The Chinese Society of Clinical Oncology expert committee
on nutritional oncology has recommended NRS-2002 as the preferred tool for hospital admission nutritional
screening. Its evaluation content mainly includes 3 aspects: malnutrition degree (0–3 points), severity of disease
(0–3 points) and age ≥70 years old (0–1 point). The NRS-2002 has a higher positive detection rate of patients with
nutritional risk than other methods and a higher specificity than PG-SGA and can be used as a reliable nutritional
screening tool [14–16]. The total score of the NRS-2002 is between 0 and 7, and a score ≥3 indicates nutritional
risk. Some foreign reports also indicate that lowering the nutritional risk score to ≥2 may be more beneficial for
the nutritional treatment of patients with head and neck tumors [17].

In the opinion of the authors, NRS-2002 and PG-SGA can be flexibly applied to assess patients with unresectable
locally advanced esophageal cancer. Most of these patients have significant dysphagia, which cannot be effectively
alleviated in the short term under chemoradiotherapy treatment, and gastrointestinal reactions due to chemotherapy
and radiation esophagitis due to radiation therapy further increase the difficulty of food intake and lead to
malnutrition. Therefore, we should pay more attention to the deterioration of patients’ nutritional status during
treatment and implement nutritional interventions when necessary. When NRS-2002 is used to assess nutritional
status, the patient’s disease and age factors are available, and changes in height, weight or albumin can be recorded
to provide a quick and intuitive response to any changes in nutritional status [17]. It should be noted that NRS-
2002 can only judge whether there is nutritional risk, and the score does not determine the degree of nutritional
risk. However, a high or low PG-SGA score can indicate the severity of malnutrition, and its assessment is more
comprehensive and includes changes in body weight, food intake, symptoms, performance status and physical
examination, which are highly correlated with a patient’s prognosis [8]. Previous studies have shown that PG-SGA is
associated with objective measures of nutritional assessment, prognosis and quality of life in advanced cancer [9,18–

20]. When a patient’s NRS-2002 score is ≥3, it indicates that the patient is at risk of malnutrition. If PG-SGA
assessment conditions are available, such as professional personnel and clinical instruments, the PG-SGA score can
be calculated to determine the severity of a patient’s malnutrition so that appropriate nutritional interventions can
be taken before or during treatment.

Malnutrition in esophageal cancer
Mechanisms of malnutrition
The mechanisms of malnutrition in patients with esophageal cancer are varied and include the disease itself and the
secondary malnutrition caused by chemoradiotherapy. In terms of the impact of the disease, first of all, esophageal
stenosis due to the presence of the tumor usually causes difficulty swallowing, which leads to special dietary
requirements (patients can only eat a soft and semi-liquid diet), which reduces nutritional intake. Second, the
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Table 1. Comparison of enteral nutrition access.
Access Benefits Risks Suitable patients Ref.

SEMS • Safe and effective
• Provide immediate relief from dysphagia

• Stent migration
• Chest pain
• Gastroesophageal reflux

Patients suffering from dysphagia due to
esophageal stenosis, except those receiving
chemoradiotherapy

[31,32]

NG • Noninvasive
• Convenient
• Economical
• Can operate at any time as needed

• Reflux esophagitis
• Nausea and vomiting
• Risk of tube blockage
• Complications such as nasopharyngeal
ulcers, bleeding, aspiration pneumonia

Malnourished patients during chemoradiotherapy
using the NG tube shorter than 30 days

[6,33]

PEG/PRG • Comfortable
• Less interference with patients’ lives
• Large diameter, which can accommodate
homogenate and is not easy to block

• Wound infection
• Minor bleeding
• Necrotizing fasciitis and peritonitis

Malnourished patients suffering from oral and
esophageal mucosal inflammation due to
radiation therapy

[5,34–36]

NG: Nasogastric; PEG/PRG: Percutaneous endoscopic gastrostomy/percutaneous radiologic gastrostomy; SEMS: Self-expandable metal stents.

cancer itself consumes a lot of nutrients in the process of development, and the basal metabolic rate of cancer
patients is increased [21]. Third, systemic proinflammatory processes are activated, resulting in metabolic disorders
of glucose, protein and fat. Systemic inflammatory responses are thought to be responsible for appetite and weight
loss and may promote tumor development [5,6]. In terms of the impact of chemoradiotherapy, chemotherapy will
cause gastrointestinal reactions, resulting in poor appetite and possibly vomiting, affecting the normal diet. In
addition, toxic effects of radiation therapy, such as esophagitis, can cause or aggravate dietary disorders [22].

Consequences of malnutrition
Malnutrition results in poor adherence to treatment and reduces sensitivity to chemoradiotherapy. In addition, it
affects short-term efficacy and prognosis, increases the toxicity of treatment, reduces quality of life and extends the
length of hospital stays [5,23,24]. Malnutrition also causes sarcopenia, which is defined as a loss of skeletal muscle
mass and strength [25]. Sarcopenia has been reported as an adverse prognostic factor for various cancers, including
esophageal cancer [26,27].

Enteral nutrition access
Enteral nutrition is a way of providing nutrients and nutritional support for a patient’s metabolic needs through
the gastrointestinal tract. Nasogastric, PEG and percutaneous radiologic gastrostomy tubes are commonly used for
enteral feeding. Self-expandable metal stents are also used to relieve dysphagia [28–30]. In clinical use, it is necessary
to choose appropriate enteral nutrition access according to the patient’s disease status so as to alleviate malnutrition
and not affect treatment. A comparison between the three types of access is shown in Table 1.

Esophageal stent
In general, an unexpanded stent is placed under fluoroscopy about 3 cm above the tumor. When the stent is
expanded, a patient’s symptoms of dysphagia often immediately improve [31]. This can be used in patients with a
strong desire for oral food. However, undergoing radiotherapy or chemotherapy after stent implantation increases
the risk and severity of adverse reactions. Therefore, although self-expandable metal stent insertion can relieve
obstructive symptoms, it should be avoided in patients who are likely to benefit from additional treatment with
radiation or chemotherapy [37]. Some complications associated with stenting are also inevitable. This includes
movement of the stent, incomplete expansion of the stent and excessive tumor growth and pain [32]. In addition,
stents can cause gastroesophageal reflux. These common complications may make oral food intake more difficult,
and recurrent dysphagia due to stent migration, tumor overgrowth or impaction of food can interfere with nutritional
support. Studies have shown that when esophageal cancer patients use esophageal stents in the chemoradiotherapy
process, chest pain is more intense and lasts longer, quality of life is poorer and albumin level is lower. Therefore,
esophageal stents are mainly used for palliative treatment of dysphagia and are not suitable for tumors near the
esophageal sphincter [34,38].

Nasogastric tube
If patients have severe dysphagia or progressive dysphagia before or during chemoradiotherapy, nasogastric tube
insertion to avoid delay or interruption of cancer treatment can usually be performed. This method has a high success
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rate and less procedure-related complications. Because the nasogastric tube is placed in the patient’s nasopharynx, it
can make it difficult to cough up sputum. Catheterization can also cause reflux esophagitis, and stomach stimulation
due to the presence of the tube in the pharynx can increase the incidence of nausea, vomiting and aspiration [6]. A
nasogastric feeding tube is thin and can admit only fluid, so it is not sufficient for nutrition. Therefore, it is mainly
used for short-term nutritional support (generally <30 days) [33]. After each infusion, the tube should be rinsed
with normal saline to prevent blockage. Patients with nasogastric feeding tubes have a relatively poor quality of life
due to pain.

Percutaneous gastrostomy feeding
For patients whose treatment lasts longer than 30 days, a PEG can be selected. A PEG also interferes less with
patients’ lives and is more comfortable. Grilo et al. reported that the nutritional status of patients with unresectable
upper esophageal cancer after enterostomy was basically stable, with few complications and no surgically related
mortality [34]. In recent years, percutaneous radiologic gastrostomy has been developed as an alternative to PEG for
esophageal cancer patients. Using computed tomography to guide percutaneous radiologic gastrostomy has several
advantages. It accurately determines the position of the stomach and its position relative to the transverse colon or
left lobe of the liver [39]. Computed tomography–guided percutaneous gastrostomy is also safer and leads to less
trauma [40]. A patient can be fed 24 hours after the operation, and the gastrostomy fistula has a large diameter,
which can accommodate homogenate and is not easy to block, so patients can be fed quickly and easily. In addition,
a gastrostomy tube can be left indwelling for an extended period of time, so it can meet a patient’s long-term
feeding needs. At the same time, enteral nutrition through a gastrostomy tube avoids nasopharyngeal stimulation
and reduces the occurrence of nausea, vomiting and esophageal reflux. Moreover, it increases the tolerance of enteral
nutritional support and effectively improves the nutritional status of patients [41]. Previous studies have shown that
gastrostomy has a low incidence of complications and improves survival with radiotherapy or chemotherapy but
does not reduce obstructive symptoms or allow patients to take in enough food orally after the tube is removed [37].
In addition, gastrostomy is an invasive operation with a high cost and is difficult for patients to accept, and there may
be complications, such as fistula infection [35,36].

Choice of enteral nutrition pathway
Each enteral nutrition pathway has advantages and disadvantages. In making the choice, we need to consider
disease stage, degree of dysphagia and psychological and social factors. Therefore, decisions should be made with
all members of the multidisciplinary nutrition team. Patients’ needs for specific enteral nutrition pathways may
change during different radiotherapy periods. It is important that doctors and dietitians make appropriate and
timely adjustments to nutritional intake based on close monitoring of radiation toxicity, food intake and nutritional
status [6].

Enteral nutrition effects
Previous studies have suggested that poor nutritional status is associated with chemotherapy-related myelosuppres-
sion. Patients with poor nutrition are more prone to hematologic toxicity, such as leukopenia [42]. At the same
time, because of abnormal protein metabolism in patients with tumors, the synthesis of various proteins – albumin,
prealbumin, transferrin, among others – in the liver is reduced, with these indicators being decreased to varying
degrees [43]. Serum albumin level is a well-known indicator of nutritional status [44]. It is also a strong prognostic
factor in patients with locally advanced esophageal squamous cell carcinoma [45,46]. Gibbs et al. pointed out that
hypoalbuminemia can aggravate metabolic disorders, increase infection complications and prolong hospital stay,
which is directly related to poor prognosis of patients and is an independent risk factor affecting prognosis [47].
Weight is the simplest, most direct and reliable indicator for nutritional assessment. Weight loss, which reflects
changes in the balance of energy and protein, is common in esophageal cancer patients undergoing chemoradio-
therapy. Jiang et al. found that 40.3% of patients with esophageal cancer lost ≥5% weight during radiotherapy, and
weight loss was significantly correlated with the prognosis of patients with esophageal cancer undergoing chemora-
diotherapy [48]. Therefore, clinical research involving enteral nutrition usually chooses height, body weight, BMI
and blood nutrition indexes, such as serum albumin, prealbumin, hemoglobin and total lymphocyte count, as
study endpoints [49–51].

Radiation esophagitis, pneumonia and myelosuppression are the most common side effects of chemoradiotherapy
for esophageal cancer and seriously affect the tolerance and completion of treatment. Studies have shown that
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supplementing nutrients can protect the integrity of gastrointestinal epithelium in patients undergoing radiotherapy,
promote the proliferation of bone marrow, reduce the occurrence of high-level myelosuppression and reduce adverse
reactions to radiotherapy [23,52].

Many studies have strongly confirmed the positive effects of nutritional interventions in improving the nutritional
status of patients with esophageal cancer, reducing hematologic toxicity and gastrointestinal reactions and improving
treatment tolerance and immune function. Sun et al. conducted a prospective study of 118 patients with unresectable
advanced or metastatic esophageal cancer [53]. The patients were randomly divided into a nutrition group (received
enteral nutritional support in addition to chemotherapy) and a control group (received chemotherapy alone).
The results showed that the body weight, BMI and hemoglobin of the control group decreased significantly
after chemotherapy (p < 0.001), whereas the nutrition group did not experience significant changes, except in
hemoglobin. The incidence of grade 3–4 hematologic toxicity after chemotherapy in the nutrition group (15.4%)
was significantly lower than that seen in the control group (42.1%; p = 0.004). Qiu et al. explored the effect
of whole-course nutrition management on the prognosis and complications of concurrent chemoradiotherapy in
patients with esophageal cancer [23]. Ninety-six patients were randomly divided into an intervention group (treated
with whole-course nutrition management by the nutritional support team) and a control group (received general
nutritional treatment). The results showed that there were significant differences in serum albumin and total
protein between the two groups before and after treatment (p < 0.05). The differences in complications (such
as radiation esophagitis, skin symptoms) and quality of life were statistically significant (p < 0.05). This study
suggested that whole-course nutrition management is beneficial in patients with esophageal cancer undergoing
chemoradiotherapy. Cong et al. reported that the prealbumin, transferrin and albumin parameters of patients in a
nutritional support group were significantly better than those seen in patients treated with radiotherapy alone (p
< 0.01), and the incidence of bone marrow suppression (20 vs 48%; p = 0.037) and infection (12 vs 44%; p = 0.012)
was significantly lower than that seen in the control group [54]. In addition, only one patient in the nutritional
support group did not complete the planned radiotherapy, whereas six patients in the control group interrupted or
delayed radiotherapy. This study suggests that nutritional support may improve tolerance of chemoradiotherapy.

Conclusion & future perspective
A large number of studies have shown that the incidence of malnutrition in patients with malignant tumors is
as high as 40–80%, and both the tumor itself and the therapeutic measures used to address the tumor can lead
to the occurrence of malnutrition. About 40% of tumor patients die from malnutrition or its complications.
Previous studies have pointed out that during concurrent chemoradiotherapy, patients with esophageal cancer can
lose 5–10 kg of body weight [55]. Malnutrition in patients with esophageal cancer is prevalent, so it is necessary
to improve the nutritional status of patients through nutritional support to ensure the successful completion of
treatment and improve patients’ quality of life. Nutritional therapy is the most basic and necessary treatment for
cancer patients and is an important part of comprehensive treatment. European Society for Clinical Nutrition and
Metabolism guidelines recommend that patients with esophageal cancer undergoing chemoradiotherapy receive
enteral nutritional support to prevent treatment interruption [5]. Enteral nutritional support can relieve the suffering
of patients, and it conforms to the physiological process. It also stimulates secretion of digestive juices, prevents
intestinal dysbiosis and helps maintain mucous membrane structure and barrier function integrity. With the aid
of enteral nutrition, the body’s immunity is improved, which reduces the incidence of adverse reactions, and
the treatment completion rate is improved. Therefore, enteral nutrition should become a method of enhanced
nutritional support for patients with esophageal cancer.

With the development of nutritional intervention in clinical practice, oncologists have begun to pay attention to
nutritional support for patients with tumors, especially head and neck tumors and esophageal cancer. In addition to
nutritional support during treatment, home enteral nutrition has become common in Western countries, indicating
that the concept of enteral nutrition has gradually been accepted by patients. Clinical nutrition research, including
the relationship between nutritional support and prognosis and the application value of specific nutrients, is
becoming a hot spot. In the next 5–10 years, more clinical studies of nutrition in oncology will be reported, which
will provide more evidence for nutritional support in esophageal cancer patients undergoing chemoradiotherapy.
At the same time, enteral nutrition technology will continue to develop, and patients will feel more comfortable
with the treatment process, with better treatment effect and fewer side effects. More cancer patients will benefit
from this, increasing their survival time and improving their quality of life.
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Executive summary

Background
• Esophageal cancer patients undergoing chemoradiotherapy are at a high risk of malnutrition. European Society

for Clinical Nutrition and Metabolism guidelines state that patients with head and neck or esophageal cancer may
receive nutritional supplements such as tube feeding. Enteral nutrition plays an important role in maintaining
organ function, improving immunity, reducing the incidence of complications and improving prognosis.

Nutrition screening & assessment
• The commonly used nutritional screening tools in clinical practice are the Patient Generated-Subjective Global

Assessment (PG-SGA), Mini Nutritional Assessment and Nutrition Risk Screening 2002 (NRS-2002).
• PG-SGA includes a patient self-assessment and a medical staff assessment. Nutritional status deteriorates as the

score increases. PG-SGA has the unique advantage of unifying a qualitative assessment and a quantitative
assessment, which distinguishes it from other nutritional assessment tools.

• The Mini Nutritional Assessment is simple and feasible and has a good linear correlation with traditional human
nutrition evaluation and human body composition evaluation methods. It is less sensitive and not suitable for
people with mental disorders or a lack of communication skills.

• NRS-2002 is recommended by the Chinese Society of Clinical Oncology expert committee on nutritional oncology
as the preferred tool for hospital admission nutritional screening. Its evaluation content includes malnutrition
degree, severity of disease and age. The total score of the NRS-2002 is between 0 and 7, and a score ≥3 indicates
nutritional risk.

• NRS-2002 and PG-SGA can be flexibly applied to assess patients with unresectable locally advanced esophageal
cancer. When the NRS-2002 score is ≥3, the PG-SGA score can be calculated to determine the severity of the
patient’s malnutrition so as to take appropriate nutritional interventions before or during treatment.

Malnutrition in esophageal cancer
• The mechanisms of malnutrition in patients with esophageal cancer are varied and include the disease itself and

the secondary malnutrition caused by chemoradiotherapy.
• Malnutrition results in poor adherence to treatment and reduces sensitivity to chemoradiotherapy. In addition, it

affects short-term efficacy and prognosis, increases the toxicity of treatment, reduces quality of life and extends
the length of hospital stays.

Enteral nutrition pathways
• Enteral nutrition pathways include nasogastric, percutaneous endoscopic gastrostomy and percutaneous

radiologic gastrostomy. Self-expandable metal stents are also used to relieve dysphagia.
• Self-expandable metal stent insertion can immediately improve symptoms of dysphagia but is not suitable for

patients receiving chemoradiotherapy. Complications associated with stenting are stent migration, chest pain and
gastroesophageal reflux.

• A nasogastric tube can be used shorter than 30 days for nutritional support in malnourished patients before or
during the chemoradiotherapy. Complications such as nasopharyngeal ulcers, bleeding and aspiration pneumonia
may occur due to tube insertion.

• Percutaneous endoscopic gastrostomy and percutaneous radiologic gastrostomy avoid stimulating the
nasopharynx and reduce the occurrence of nausea, vomiting and esophageal reflux. A gastrostomy tube can
remain indwelling for an extended period of time, so it can meet a patient’s long-term feeding needs. However,
gastrostomy is an invasive operation with a high cost and is difficult for patients to accept.

• Each enteral nutrition pathway has advantages and disadvantages. In making the choice, we need to consider
disease stage, degree of dysphagia and psychological and social factors. Patients’ needs for specific enteral
nutritional pathways may change during different radiotherapy periods.

Enteral nutrition effects
• Common nutritional assessment indicators include height, body weight, BMI and blood nutrition indexes, such as

serum albumin, prealbumin, hemoglobin and total lymphocyte count.
• Radiation esophagitis, pneumonia and myelosuppression are the most common side effects of

chemoradiotherapy for esophageal cancer.
• Many studies have strongly confirmed the positive effects of nutritional interventions in improving the

nutritional status of patients with esophageal cancer, reducing hematologic toxicity and gastrointestinal
reactions and improving treatment tolerance and immune function.
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13. Bauer JM, Vogl T, Wicklein S, Trögner J, Mühlberg W, Sieber CC. Comparison of the Mini Nutritional Assessment, Subjective Global
Assessment, and Nutritional Risk Screening (NRS 2002) for nutritional screening and assessment in geriatric hospital patients. Z.
Gerontol. Geriatr. 38(5), 322–327 (2005).

14. Ye XJ, Ji YB, Ma BW et al. Comparison of three common nutritional screening tools with the new European Society for Clinical
Nutrition and Metabolism (ESPEN) criteria for malnutrition among patients with geriatric gastrointestinal cancer: a prospective study in
China. BMJ Open 8(4), e019750 (2018).

15. Almeida AI, Correia M, Camilo M, Ravasco P. Nutritional risk screening in surgery: valid, feasible, easy! Clin. Nutr. 31(2), 206–211
(2012).

16. Ryu SW, Kim IH. Comparison of different nutritional assessments in detecting malnutrition among gastric cancer patients. World J.
Gastroenterol. 16(26), 3310–3317 (2010).

17. Orell-Kotikangas H, Osterlund P, Saarilahti K, Ravasco P, Schwab U, Makitie AA. NRS-2002 for pre-treatment nutritional risk
screening and nutritional status assessment in head and neck cancer patients. Support. Care Cancer 23(6), 1495–1502 (2015).

18. Thoresen L, Fjeldstad I, Krogstad K, Kaasa S, Falkmer UG. Nutritional status of patients with advanced cancer: the value of using the
subjective global assessment of nutritional status as a screening tool. Palliat. Med. 16(1), 33–42 (2002).

19. Gupta D, Lammersfeld CA, Vashi PG, Burrows J, Lis CG, Grutsch JF. Prognostic significance of Subjective Global Assessment (SGA) in
advanced colorectal cancer. Eur. J. Clin. Nutr. 59(1), 35–40 (2005).

20. Kwang AY, Kandiah M. Objective and subjective nutritional assessment of patients with cancer in palliative care. Am. J. Hosp. Palliat.
Care 27(2), 117–126 (2010).

21. Lloyd S, Chang BW. Current strategies in chemoradiation for esophageal cancer. J. Gastrointest. Oncol. 5(3), 156–165 (2014).

22. Rietveld SCM, Witvliet-van Nierop JE, Ottens-Oussoren K, van der Peet DL, de van der Schueren MAE. The prediction of deterioration
of nutritional status during chemoradiation therapy in patients with esophageal cancer. Nutr. Cancer. 70(2), 229–235 (2018).

23. Qiu Y, You J, Wang K et al. Effect of whole-course nutrition management on patients with esophageal cancer undergoing concurrent
chemoradiotherapy: a randomized control trial. Nutrition 69, 110558 (2020).

• Different from previous studies, this compared the whole-course nutrition management of patients with general nutrition
treatment of esophageal cancer undergoing concurrent chemoradiotherapy.

future science group www.futuremedicine.com 2955



www.manaraa.com

Special Report Wang, Jiang, Tian & Geng

24. Correia MI, Waitzberg DL. The impact of malnutrition on morbidity, mortality, length of hospital stay and costs evaluated through a
multivariate model analysis. Clin. Nutr. 22(3), 235–239 (2003).

25. Arends J, Baracos V, Bertz H et al. ESPEN expert group recommendations for action against cancer-related malnutrition. Clin.
Nutr. 36(5), 1187–1196 (2017).

26. Mayanagi S, Tsubosa Y, Omae K et al. Negative impact of skeletal muscle wasting after neoadjuvant chemotherapy followed by surgery
on survival for patients with thoracic esophageal cancer. Ann. Surg. Oncol. 24(12), 3741–3747 (2017).

27. Reisinger KW, Bosmans JW, Uittenbogaart M et al. Loss of skeletal muscle mass during neoadjuvant chemoradiotherapy predicts
postoperative mortality in esophageal cancer surgery. Ann. Surg. Oncol. 22(13), 4445–4452 (2015).

28. Miller KR, Bozeman MC. Nutrition therapy issues in esophageal cancer. Curr. Gastroenterol. Rep. 14(4), 356–366 (2012).

29. Evans JA, Early DS, Chandraskhara V et al. The role of endoscopy in the assessment and treatment of esophageal cancer. Gastrointest.
Endosc. 77(3), 328–334 (2013).

30. Spaander MC, Baron TH, Siersema PD et al. Esophageal stenting for benign and malignant disease: European Society of
Gastrointestinal Endoscopy (ESGE) clinical guideline. Endoscopy 48(10), 939–948 (2016).

31. Battersby NJ, Bonney GK, Subar D, Talbot L, Decadt B, Lynch N. Outcomes following oesophageal stent insertion for palliation of
malignant strictures: a large single centre series. J. Surg. Oncol. 105(1), 60–65 (2012).

32. Mao-de-Ferro S, Serrano M, Ferreira S et al. Stents in patients with esophageal cancer before chemoradiotherapy: high risk of
complications and no impact on the nutritional status. Eur. J. Clin. Nutr. 70(3), 409–410 (2016).

33. Lin CH, Liu NJ, Lee CS et al. Nasogastric feeding tube placement in patients with esophageal cancer: application of ultrathin transnasal
endoscopy. Gastrointest. Endosc. 64(1), 104–107 (2006).

34. Grilo A, Santos CA, Fonseca J. Percutaneous endoscopic gastrostomy for nutritional palliation of upper esophageal cancer unsuitable for
esophageal stenting. Arq. Gastroenterol. 49(3), 227–231 (2012).

35. Blomberg J, Lagergren J, Martin L, Mattsson F, Lagergren P. Complications after percutaneous endoscopic gastrostomy in a prospective
study. Scand. J. Gastroenterol. 47(6), 737–742 (2012).

36. Keung EZ, Liu X, Nuzhad A, Rabinowits G, Patel V. In-hospital and long-term outcomes after percutaneous endoscopic gastrostomy in
patients with malignancy. J. Am. Coll. Surg. 215(6), 777–786 (2012).

37. Kakuta T, Kosugi SI, Ichikawa H et al. Palliative interventions for patients with incurable locally advanced or metastatic thoracic
esophageal carcinoma. Esophagus 16(3), 278–284 (2019).

• Discusses palliative intervention for patients with advanced esophageal cancer, suggesting we should choose appropriate
nutritional interventions based on patient situation.

38. Yu FJ, Shih HY, Wu CY et al. Enteral nutrition and quality of life in patients undergoing chemoradiotherapy for esophageal carcinoma: a
comparison of nasogastric tube, esophageal stent, and ostomy tube feeding. Gastrointest. Endosc. 88(1), 21–31 (2018).

• Compared the effects of three enteral nutrition interventions and their advantages and disadvantages.

39. Sofue K, Takeuchi Y, Tsurusaki M et al. Value of percutaneous radiologic gastrostomy for patients with advanced esophageal cancer. Ann.
Surg. Oncol. 23(11), 3623–3631 (2016).

40. Jiang XY, Bertrand AS, Li G et al. CT-guided percutaneous gastrostomy without preliminary placement of a nasogastric tube. J. Vasc.
Interv. Radiol. 30(6), 915–917 (2019).

41. Min YW, Jang EY, Jung JH et al. Comparison between gastrostomy feeding and self-expandable metal stent insertion for patients with
esophageal cancer and dysphagia. PLoS ONE 12(6), e0179522 (2017).

42. Prado CM, Baracos VE, McCargar LJ et al. Body composition as an independent determinant of 5-fluorouracil-based chemotherapy
toxicity. Clin. Cancer Res. 13(11), 3264–3268 (2007).

43. Gupta D, Lis CG. Pretreatment serum albumin as a predictor of cancer survival: a systematic review of the epidemiological literature.
Nutr. J. 9, 69 (2010).

44. Cederholm T, Bosaeus I, Barazzoni R et al. Diagnostic criteria for malnutrition – an ESPEN consensus statement. Clin. Nutr. 34(3),
335–340 (2015).

45. Cox S, Powell C, Carter B, Hurt C, Mukherjee S, Crosby TD. Role of nutritional status and intervention in oesophageal cancer treated
with definitive chemoradiotherapy: outcomes from SCOPE1. Br. J. Cancer 115(2), 172–177 (2016).

46. Yokota T, Ando N, Igaki H et al. Prognostic factors in patients receiving neoadjuvant 5-fluorouracil plus cisplatin for advanced
esophageal cancer (JCOG9907). Oncology 89(3), 143–151 (2015).

47. Gibbs J, Cull W, Henderson W et al. Preoperative serum albumin level as a predictor of operative mortality and morbidity: results from
the National VA Surgical Risk Study. Arch. Surg. 134(1), 36–42 (1999).

48. Jiang N, Zhao JZ, Chen XC et al. Clinical determinants of weight loss in patients with esophageal carcinoma during radiotherapy: a
prospective longitudinal view. Asian Pac. J. Cancer Prev. 15(5), 1943–1948 (2014).

49. Li B, Lu Z, Wang S et al. Pretreatment elevated prognostic nutritional index predicts a favorable prognosis in patients with prostate
cancer. BMC Cancer 20(1), 361 (2020).

2956 Future Oncol. (2020) 16(35) future science group



www.manaraa.com

Enteral nutritional support in patients undergoing chemoradiotherapy for esophageal carcinoma Special Report

50. Xia LJ, Li W, Zhai JC et al. Significance of neutrophil-to-lymphocyte ratio, platelet-to-lymphocyte ratio, lymphocyte-to-monocyte ratio
and prognostic nutritional index for predicting clinical outcomes in T1–2 rectal cancer. BMC Cancer 20(1), 208 (2020).
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