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ABSTRACT

Background: Frailty is defined by a reduction in physiological reserve and an increased vulnerability to stressors. In oncology,
frailty is highly prevalent and has been consistently associated with a worse prognosis. The aim of this manuscript is to under-
stand the interaction between frailty and cancer to optimise therapeutic decision-making and improve patient-centred outcomes.
Methods: A narrative literature review was conducted using the PubMed database, with articles published up to July 2025
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included. The search terms used included "frailty”, "oncology”, "cancer”, "malignancy”, "diagnosis”, "optimisation”, "treatment”
and "prognosis”. In accordance with the protocol, the following documents were prioritised: clinical guidelines, systematic and
narrative reviews, observational studies, and randomised clinical trials.

Results: Frailty has been shown to independently predict postoperative morbidity, chemotherapy toxicity, functional de-
cline, and mortality. This can result in both undertreatment and overtreatment. Consequently, frailty assessment has emerged
as a cornerstone of personalised oncology, enabling treatment individualisation beyond tumor characteristics alone. While a
Comprehensive Geriatric Assessment remains the gold standard for frailty evaluation, screening tools should be used to facilitate
risk stratification in routine practice. Incorporating frailty into decision-making processes has been shown to reduce inappropri-
ate undertreatment and overtreatment, improve treatment tolerance, and facilitate shared decision-making. Multimodal, patient-
centred interventions, such as exercise, nutritional support, medication optimisation, psychosocial care, and early palliative
integration, mitigate frailty, enhance quality of life, and support adherence to individualised therapeutic plans. Oncogeriatric
models of care further operationalise personalised medicine by coordinating these interventions within multidisciplinary teams.
Conclusion: It is crucial to acknowledge frailty as a pivotal clinical variable, rather than considering it a contraindication to can-
cer treatment. Health systems should promote structured frailty evaluation, professional training, and institutional pathways to
ensure equitable, patient-centred management of frail individuals with cancer. Integrating frailty into oncology clinical practice
operationalises personalised medicine by shifting the focus from treating the disease to treating the whole patient.

1 | Introduction patients have a reduced ability to adapt to disturbing factors

such as acute illness, injury, or stress [1]. Frailty is particularly
Frailty is defined as a recognizable clinical state of increased relevant in cancer patients since they tend to be older adults with
vulnerability resulting from a decline in the physiological re- multiple comorbidities, polypharmacy, and compromised func-
serves and functions of multiple systems in the body. Frail tional status [2].
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The presence of frailty negatively affects the clinical outcomes
and quality of life of cancer patients, as it increases the rate of
side effects from chemotherapy, postoperative complications,
and mortality [3]. Frailty can also influence the selection of
patients who are eligible for certain treatments [4]. Optimizing
cancer patients prior to surgery or chemotherapy can reduce
frailty, improving prognosis after treatment [5].

This narrative review examines the relationship between frailty
and cancer from pathophysiological, clinical, and therapeutic
perspectives. It examines the prognostic influence of frailty on
cancer management and suggests strategies to optimize care for
frail patients. The goal is to create more personalized medicine
based on each patient's needs. To conduct this review, a litera-
ture search was performed in the PUBMED database for arti-
cles published in English up to July 2025. The following terms
were used to conduct the search: “frailty,” “oncology,” “malig-
nancy,” “cancer,” “diagnosis,” “optimization,” “treatment,” and
“prognosis.” The review primarily includes clinical guidelines,
systematic and narrative reviews, observational studies, and
randomized clinical trials. The scale for the assessment of narra-
tive review articles (SANRA) was used to guide this review [6].

”
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2 | Physiology of Aging and Frailty

Frailty is a condition closely linked to aging. However, not all
older adults are frail. Therefore, it is important to understand
the pathophysiological mechanisms linking frailty to aging:

« Musculoskeletal changes: sarcopenia, defined as the pro-
gressive loss of muscle mass, strength, and physical per-
formance, is a fundamental component of frailty. This
condition is influenced by various factors, including mi-
tochondrial dysfunction, ongoing inflammation (a phe-
nomenon termed “inflammaging”), hormonal deficiencies
(particularly in testosterone and IGF-1), insulin resistance,
and decreased physical activity. Sarcopenia is associated
with worse outcomes in cancer patients, such as lower tol-
erance to chemotherapy, greater toxicity, and reduced sur-
vival [7-9].

« Immunosenescence and immunological alterations:
immunological aging is characterized by a decrease in
adaptive immunity and an increase in basal systemic in-
flammation. This creates a double vulnerability, resulting
in an increased risk of infection and decreased immune
surveillance against tumor cells. This dysfunction is fur-
ther exacerbated by cancer and immunomodulatory treat-
ments [10, 11].

+ Cardiovascular, respiratory, and neuroendocrine changes:
arterial stiffness, ventricular hypertrophy, and endothelial
dysfunction lead to reduced hemodynamic reserve. There
is also a bidirectional relationship between cardiovascu-
lar disease and frailty, resulting in a vicious cycle. At the
pulmonary level, decreased elasticity, forced expiratory
volume, and diffusion capacity affect the body's response
to exertion and increase surgical risk. Dysfunction of the
hypothalamic-pituitary-adrenal axis and resistance to
anabolic hormones directly influence metabolism and
functional status. Metabolic syndrome and sarcopenia are

interrelated through insulin resistance, adipose tissue, and
vitamin D deficiency [12-15].

« Neurological and cognitive changes: brain aging can impair
executive function, processing speed, and motor coordina-
tion. Mild cognitive impairment and dementia are more
frequent in frail patients and are associated with poorer
treatment adherence, greater dependence, and increased
complications. The concept of “cognitive frailty” has been
proposed as a complementary entity to physical frailty, with
the understanding that cognitive frailty is not to be con-
fused with cognitive ability [16, 17].

In addition to the characteristics associated with aging, frailty can
be induced or accelerated by the presence of a malignant tumor.
Cachexia-anorexia syndrome, tumor inflammation, functional
obstruction, and the toxicity of cancer treatments can trigger or
worsen a state of frailty [18, 19]. Similarly, frailty and related patho-
physiological conditions become more significant in the context of
active cancer [20]. It is essential to understand these mechanisms
to effectively address frailty in a preventive and comprehensive
manner. Conversely, immunological, epigenetic, and metabolic
dysfunctions in a patient with a compromised immune system
could lead to a more rapid development of cancer.

3 | Assessment of Frailty in Cancer Patients

There are two widely accepted models for assessing frailty: the
phenotypic model and the deficit accumulation index. The phe-
notypic model identifies five clinical criteria (weight loss, weak-
ness, slowness, exhaustion, and low physical activity), and the
deficit accumulation index quantifies comorbidities, functional
impairments, and geriatric syndromes to generate a continuous
index [21]. Both models have demonstrated predictive value in
cancer patients. Systematic frailty assessment in cancer patients
has emerged as a key strategy in personalized medicine for older
adults. The following tools have proven useful in assessing
frailty in cancer patients:

« Comprehensive Geriatric Assessment (CGA): considered
the gold standard, the CGA covers multiple domains, in-
cluding comorbidities, functionality (basic and instrumen-
tal activities of daily living), cognition, nutritional status,
polypharmacy, emotional state, and social situation. The
CGA can predict the onset of postoperative complications,
oncological toxicity, and short- and long-term mortality, as
well as changes in the therapeutic plan [22-24].

» Screening Instruments: G8 and Vulnerable Elderly Survey
(VES-13). Since it may be impractical to apply a CGA to all
patients in routine clinical practice, other tools are used to
determine which patients would benefit from a more com-
prehensive assessment [25, 26]:

o G8: this is a quick, validated tool consisting of eight
items focused on nutritional status, mobility, polyphar-
macy, cognition, and age. A score of 14 or lower suggests
arisk of frailty and the need for a CGA.

o VES-13: the 13-item scale includes age, self-perceived
health, and functional limitations. A score of 3 or higher
indicates vulnerability. The scale has been validated in
geriatric and oncology settings.
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« Clinical Frailty Scale (CFS): this visual and functional tool
classifies patients into one of nine levels, ranging from
“very fit” to “very frail.” It is useful in settings with limited
clinical time, is based on clinical judgment, and is easy to
apply. The scale has been validated for predicting adverse
outcomes after surgery, chemotherapy treatment, and hos-
pitalization for cancer patients [27, 28].

« Edmonton Frailty Scale: This scale has been shown to reli-
ably identify frailty in surgical patients, even when admin-
istered by staff without formal geriatric training, through
the assessment of various factors: polypharmacy, sphincter
continence, cognition, general health, self-reported health,
functional independence, performance, social support, and
mood [21].

» Modified Frailty Indices (mFI-11, mFI-5, and mFI-6): de-
spite being concise and quick to apply, mFI-11 and mFI-5
are able to predict the occurrence of adverse postoperative
outcomes in all surgical specialties [21]. For patients un-
dergoing cancer surgery, the mFI-5 has been shown to be
the most effective predictor of adverse events [29]. So, as a
significant proportion of cancer patients undergo surgery,
these user-friendly scales could be highly beneficial for this
population. mFI-6 adds serum albumin to the traditional
mFI-5. For patients undergoing chemotherapy, the mFI-6
has been shown to be useful in predicting who will be able
to complete their treatment, anticipating serious adverse
events and identifying those who could benefit from pre-
ventive interventions before treatment begins [30]. This
confirms the link between frailty, nutritional status, and
therapeutic adherence.

« Specific scales used for cancer patients:

o Cancer and Aging Research Group Score (CARG): this
tool integrates clinical, functional, and sociodemo-
graphic variables to predict chemotherapy toxicity in pa-
tients over 65years. It has been widely validated and is
useful in outpatient settings [31].

o Chemotherapy Risk Assessment Scale for High-Age
Patients (CRASH): this scale combines clinical, func-
tional, and laboratory factors. It estimates the risk of he-
matological and non-hematological toxicity. Although it
is time-consuming and requires resources, it offers high
prognostic accuracy [32].

o Multidimensional Oncological Frailty Scale (MOFS):
this innovative tool is designed to assess multiple dimen-
sions relevant to oncogeriatrics, including physical func-
tion, sarcopenia, comorbidities, and dependency. Recent
studies have shown that it correlates better with overall
survival than the G8 or VES-13 [33].

The incorporation of these evaluation instruments into the on-
cology treatment plan facilitates the prediction and mitigation of
adverse effects and hospital readmissions, enhances adherence
to treatment regimens, facilitates the organization of preventive
measures (e.g., nutrition, exercise, psychology), fosters patient
autonomy and shared decision-making, optimizes healthcare re-
sources, and ensures a more personalized management [34, 35].
The selection of the appropriate tool depends on the clinical
objective (screening vs. diagnosis), the time available, and in-
stitutional resources. It is generally recommended that, in the

event of a detected vulnerability, a screening instrument (G8 or
VES-13) be applied, followed by CGA. To determine the most ef-
fective systemic treatments, it is recommended to utilize CARG
or CRASH in conjunction with functional scales such as CFS.

Clinical tools can be supplemented with epigenetic and metabo-
lomic biomarkers, as they capture different aspects of biological
aging [36]. Plasma proteomic signatures have been developed
as frailty indices. A proteomic analysis of older adults revealed
multiple plasma proteins associated with inflammation, lipid
metabolism, and cellular senescence. These proteins were asso-
ciated with existing frailty and the future risk of developing it
[37]. Frailty indices have been developed using blood biomark-
ers, either as standalone tools or alongside clinical measures.
The Canadian Longitudinal Study on Aging developed a 23-item
frailty index (FI-Blood) based on blood-based biomarkers, which
has been shown to have independent prognostic value for mor-
tality [38]. Other predictive models use combinations of labora-
tory markers such as C-reactive protein, hemoglobin, albumin,
25-hydroxyvitamin D, and free testosterone. These models have
been shown to consistently predict frailty status and adverse
events [39]. Biomarker-based indices reflect the multi-systemic
nature of frailty, may improve risk stratification and monitoring,
and reveal potential biological pathways for prevention.

4 | Impact of Frailty on Cancer Prognosis

Frailty affects the administration of treatments. Among older
women with breast cancer, frailty is associated with a lower
likelihood of receiving adjuvant radiotherapy, chemotherapy, or
surgical intervention. This leads to a significant decrease in sur-
vival. Furthermore, among frail patients who undergo surgery,
they are more likely to undergo a mastectomy than more con-
servative surgery [40, 41]. A study of patients over 70years of age
with solid tumors (in which colorectal cancer was the most com-
mon diagnosis, accounting for 39% of cases) found an associa-
tion between increased frailty markers and recommendations
for “palliative treatments,” while the absence of frailty markers
was linked to standard treatments [42]. Consequently, while age
should not constitute a contraindication for radical rectal restor-
ative surgery, frailty and functional capacity of patients should
be judiciously evaluated when formulating a major surgical plan
for rectal cancer [43], due to the increased risk of postoperative
complications associated with frailty. For low-risk, localized
prostate cancer, frailty can guide the decision to pursue active
surveillance or hormonal therapy instead of radical surgery
or radiotherapy. Thus, the International Society of Geriatric
Oncology (SIOG) recommends comprehensive functional as-
sessments to tailor the therapeutic approach to each patient [44].
Due to the high morbidity and mortality associated with radical
cystectomy, the SIOG also proposes evaluating alternatives such
as transurethral resection or hypofractionated chemotherapy
in frail patients with bladder cancer [25]. Although few stud-
ies have adjusted for patient frailty in colorectal or lung cancer
surgeries, age has been associated with a lower likelihood of re-
ceiving treatment and lower survival rates compared to younger
patients [45].

Frailty is an independent risk factor associated with higher
postoperative mortality rates, increased complications,
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longer hospital stays, and the need for post-discharge care [46].
However, many factors contribute to undertreating cancer pa-
tients, such as chronological age, physicians' beliefs, age bias,
and the presence of comorbidities [45]. A panel of experts agreed
that it is unethical to recommend treatment without first assess-
ing the patient's frailty and giving them the opportunity to share
their values, goals, and preferences. Although the panel failed
to reach a consensus on the relationship between justice as a
bioethical principle and overtreatment or undertreatment, they
concluded that justice was related to undertreatment when an
oncologist denied treatment solely based on the patient's age [47].
This emphasizes the importance of including frailty in the as-
sessment of elderly cancer patients to determine the most appro-
priate treatment that aligns with their needs and expectations.

Cancer treatment is associated with frailty prevalence rates of
up to 35%. Various factors, including advanced tumor stage,
frequent chemotherapy cycles, anemia, leukopenia, comorbid-
ities, and malnutrition, increase the risk of developing frailty
during treatment [48]. Besides, the degree of frailty in frail pa-
tients may worsen during treatment, with partial recovery in
some cases and persistence in others, which increases mortal-
ity and decreases quality of life [49]. Thus, although frailty is
typically associated with age, it can also affect younger cancer
patients. Both cancer and its treatments can reduce physiolog-
ical reserves and make patients more vulnerable to stressors,
regardless of their age. Rates of frailty and muscle mass decline
in young adult cancer survivors have been found to be compara-
ble to those of much older populations without cancer, reflecting
accelerated aging and impaired resilience attributable to cancer
and its treatment [50, 51].

5 | Cancer Treatment in Frail Patients

The treatment of frail cancer patients requires a person-centered,
multidisciplinary approach tailored to their functional abilities,
preferences, and life expectancy. According to international
guidelines, CGA should be incorporated to evaluate the benefits
and risks of treatment and to prevent or minimize complications
resulting from cancer treatment [52]. Surgery is the main treat-
ment for many solid tumors, but it can lead to higher morbidity
and mortality in frail patients [53]. Less invasive techniques,
such as laparoscopy and robot-assisted surgery, and Enhanced
Recovery After Surgery (ERAS) protocols can reduce postop-
erative complications and speed up patient recovery [54, 55].
In addition, postoperative monitoring of these patients should
be increased to detect early signs of potential complications.
This would allow for early treatment and prevent the compli-
cation from worsening and affecting the patient's postoperative
evolution.

Frail patients are at greater risk of experiencing secondary che-
motherapy toxicity (CTT), which, if not managed correctly, can
lead to undertreatment of cancer. The most common CTT events
are gastrointestinal, lymphatic/hematological, and skin-related
[56]. Most older patients can benefit from cancer treatment to
the same extent as younger patients. Only a small percentage
of patients should be excluded due to reduced tolerance [57].
Although frail patients may have a poorer quality of life initially,
they experience less decline in overall, physical, and emotional

quality of life after chemotherapy than non-frail patients do.
This is likely because frail patients have lower expectations
about their quality of life during treatment [58].

Other treatments, such as hormone therapy for breast and pros-
tate cancer, are generally well tolerated and may be an effective
alternative for frail patients who are not candidates for chemo-
therapy or surgery. However, it has been suggested that androgen
deprivation therapy is more likely to cause significant morbidity
or even death in frail patients. Therefore, active surveillance is
recommended to inform therapeutic decisions and compare the
risks of worsening frailty with the risks of cancer progression
[59]. Immunotherapy has also demonstrated efficacy in treating
multiple tumors, including those of the lung, kidney, and mela-
noma. However, further evidence is needed regarding its use in
frail patients due to the risk of immune-mediated toxicities [60].
In cases of advanced tumors, immunotherapy can also be used
as a type of palliative treatment. It has been shown to improve
quality of life for patients, control their symptoms effectively,
and reduce the risk of deterioration caused by the side effects of
chemotherapy [61].

Even at extreme doses, radiotherapy may not worsen frailty
and may have the potential to reduce it in suitable patients.
Therefore, it can be safely administered to these patients [62].
Additionally, a combination of immunotherapy and intensity-
modulated image-guided radiotherapy, or other radiotherapy
techniques, may be beneficial for patients with locally advanced
cancer who are not candidates for chemotherapy [63]. Palliative
radiotherapy plays a crucial role in controlling symptoms and
improving quality of life.

Palliative care should be integrated early on for patients with ad-
vanced frailty. This includes symptom management, emotional
support, and decision-making centered on life goals. Providing
palliative care early on improves quality of life, reduces hospi-
talizations and expenses, avoids unnecessary interventions,
and helps focus treatment on the patient's goals. This approach
has the potential to enhance clinical outcomes while reducing
costs [64]. Thus, the therapeutic approach for frail cancer pa-
tients should be guided by an extensive evaluation of risks and
adaptation of treatments, while always considering the patient'’s
preferences. Shared decision-making and teamwork are key to
providing humane and effective cancer care.

6 | Useful Interventions for Frail Cancer Patients

Frailty is a dynamic and malleable process. Interventions have
been shown to affect its assessment and are useful for all patients
[65]. Therefore, especially in cancer patients, strategies aimed at
improving functional reserve in frail individuals must be imple-
mented alongside cancer treatment. However, cancer therapies
should never be delayed. These interventions cover areas such
as physical exercise, nutrition, pharmacological optimization,
psychosocial support, and geriatric rehabilitation:

« Exercise programs offer several clinically relevant benefits
and have positive effects on health-related quality of life,
physical functioning, social functioning, and fatigue [66].
They also have a variety of side effects related to cancer
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treatment and physical, functional, and psychosocial out-
comes. These results are more pronounced with moder-
ate- to vigorous-intensity exercise programs than with
low-intensity programs [67]. Both aerobic and resistance
exercises positively affect self-esteem, physical fitness, body
composition, and the ability to complete chemotherapy with
no significant adverse effects [68]. However, the safety, fea-
sibility, and benefits of exercise depend on the type of cancer
and the desired outcome. Since there is no one-size-fits-all
approach, the prescription must be tailored to each patient
and their specific cancer [66]. Home-based programs are
convenient and easy to follow. They require few resources
and offer perceived health benefits and a sense of control
over one's health [69].

« Nutritional status is a determining factor in the progression
of frailty. Nutritional intervention must be initiated early
and be customized to the patient. It should focus on in-
creasing nutritional intake and reducing inflammation and
hypermetabolic stress [70]. Interventions should include a
nutritional assessment using one of the following scales:
the Malnutrition Screening Tool (MST), the Malnutrition
Universal Screening Tool (MUST), the Malnutrition
Screening Tool for Cancer Patients (MSTC), or the Patient-
Generated Subjective Global Assessment Short Form (PG-
SGA SF). Screening can be avoided for individuals with a
diagnosis or treatment plan carrying a high risk of mal-
nutrition [71]. In these cases, nutritional treatment should
begin immediately. Similarly, stimulating appetite and
managing symptoms that interfere with food intake, such
as nausea, mucositis, and dysgeusia, with the help of di-
etitians, is essential for the success of nutritional interven-
tion. Combining exercise and nutrition enhances anabolic
effects.

+ Polypharmacy is common in older adults with cancer and
contributes significantly to frailty. Drug interactions can
occur between medications used to treat comorbidities, as
well as between these medications and those used for che-
motherapy or supportive care, particularly among those me-
tabolized by cytochrome P450 isoenzymes [72]. Medication
reviews help identify potentially inappropriate drugs, in-
teractions, and duplications. This improves the quality
of patient care and quality of life. It is recommended that
predictive or drug-specific algorithms and criteria, such as
the Beers Criteria or the Screening Tool of Older Persons’
Potentially Inappropriate Prescriptions (STOPP)/Screening
Tool to Alert Doctors to Right Treatments (START), be
applied. It is also recommended that questionnaires and
guidelines be used, and that renal and hepatic function data
be taken into account [73].

« Emotional and cognitive spheres must also be addressed.
Psychological symptoms associated with cancer include
anxiety, depression, fear of recurrence, and cognitive im-
pairment. These symptoms tend to appear in clusters, which
can make them difficult to identify [74]. The presence of
anxiety and depression can directly impact both treatment
adherence and cancer prognosis [75]. Frailty is significantly
associated with an elevated risk of depression. Additionally,
depression is a susceptibility factor for frailty [76]. For pa-
tients with breast cancer, interventions focused on physical

or psychosocial factors, such as physical exercise, yoga, psy-
chotherapy, or meditation, can improve depressive symp-
toms [77]. Additionally, rehabilitation improves the quality
of life for cancer patients by improving functioning and
reducing psychological distress [78]. Providing emotional
support from the beginning improves patient resilience and
encourages shared decision-making.

Given the various interventions recommended for cancer pa-
tients, especially for frail patients, the implementation of onco-
geriatric units has demonstrated consistent benefits in clinical
practice, reducing therapeutic failure [79]. These units enable
the assessment of frailty in cancer patients and the coordination
of simultaneous interventions, such as nutrition, rehabilitation,
and psychological support. They also allow for the adjustment
of treatment and the redefinition of therapeutic objectives ac-
cording to the patient’s progress. Additionally, they stimulate
specific research in oncogeriatrics, promote the training of
healthcare professionals, and encourage information sharing.
All of these actions are taken while considering the balance be-
tween risks and benefits and prioritizing patient expectations
[80, 81]. Therefore, a geriatric assessment and multidisciplinary
interventions could decrease the associated costs of cancer treat-
ment by reducing complications and readmissions [82].

Despite the available evidence, the current rate of frailty assess-
ments among cancer patients in clinical settings remains low.
Only 52% of healthcare professionals assess frailty in all or most
of their cancer patients, and just 32% use multidimensional in-
struments [83]. However, there are structural barriers to imple-
menting this approach in oncology practice, such as a lack of
geriatric oncology training, a lack of knowledge about the exis-
tence of specific tools, time constraints during consulting hours,
and a lack of follow-up services, resources, and investment
[83, 84]. The solution requires implementing institutional clin-
ical pathways, using automated screening tools, collaborating
between professionals treating the patient, and designing qual-
ity indicators that incorporate functional assessment as a care
parameter [85].

7 | Ethical Considerations

Caring for frail cancer patients frequently raises ethical issues.
Should treatment efficacy or quality of life be prioritized? How
can autonomy be ensured in cases of cognitive impairment? Is
it permissible to withhold treatment if the risk outweighs the
benefit? The principle of beneficence requires adapting inter-
ventions to the patient's functional status, and the principle of
non-maleficence requires avoiding futile treatments. Respect for
autonomy implies shared decision-making, and justice demands
equitable access to specialized care. Cancer patients need to feel
involved in decisions about treatments that will prolong their
lives [86].

8 | Conclusions
Frailty is a growing challenge that requires a reorientation of

the traditional cancer patient care model. Rather than being
an absolute contraindication to treatment, frailty should be
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FIGURE 1 | Key interventions to optimize management of frail cancer patients. CARG: cancer and aging research group score; CFS: Clinical
Frailty Scale; CGA: Comprehensive Geriatric Assessment; CRASH: Chemotherapy Risk Assessment Scale for High-Age Patients; ERAS: Enhanced
Recovery After Surgery; MOFS: Multidimensional Oncological Frailty Scale; START: Screening Tool to Alert Doctors to Right Treatments; STOPP:
Screening Tool of Older Persons’ Potentially Inappropriate Prescriptions; VES-13: Vulnerable Elderly Survey.

understood as a critical clinical parameter that enables the
personalization of therapeutic strategies based on individual
risk/benefit. This approach promotes more humane and ef-
fective medicine. Incorporating comprehensive geriatric as-
sessment and adopting a multidisciplinary approach from the
beginning of the diagnostic-therapeutic process is necessary
for achieving this goal. This approach allows for the antici-
pation of toxicities, the prevention of complications, and the
improvement of quality of life. These improvements translate
into better clinical and functional outcomes for older patients
with cancer.

Interventions aimed at mitigating frailty, such as nutritional
optimization, physical exercise, pharmacological review, and
psychosocial support, have proven to be feasible, cost-effective,
and clinically relevant. Implementing oncogeriatric units has
emerged as a key structural strategy for achieving these objec-
tives. Additionally, it is essential that healthcare systems inte-
grate frailty as a decision-making variable in oncology. This
integration should include specific training for professionals,
the development of institutional protocols, and the promotion of
translational and clinical research. Figure 1 summarizes the key
findings from the narrative review. For frail cancer patients, it is
especially important to focus treatment on the whole patient in
a holistic approach, not treating just the disease.
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