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The increase in life expectancy leads to a consecutively 
older population and they can be exposed to aggressive 
surgical procedures. Advanced age and comorbidities 
have a great impact in surgical recovery, especially in 
patients with neoplasms (and in terms of mortality). 
This can have an impact on longer hospital stay and 
in an excessive use of healthcare resources, resulting 
in poorer outcomes in terms of quality of life and even 
survival1,2,3,4. 

These scenarios often weaken the relationship 
between doctor and patient and may even result in 
a loss of trust from the patient and relatives, which 
might be challenging whenever a complication 
develops. Even though none of these aspects are a 
contraindication in their own right, they should be 
taken under consideration when assessing this kind 
of patients, because of their particular frailty.

“Frailty” is a condition characterised by an increased 
vulnerability to stressful situations, caused by a 
decrease in functional reserve and an impairement 
of the homeostatic mechanisms. In a basal state, a 
frail patient might be able to perform physiological 
functions without difficulty, but when faced with 
a stressful situation, such as surgical trauma, the 
reduced reserve might not be enough to maintain 
homeostasis. Using this definition, it is stablished that 
frailty might be present in up to 6.9% of patients over 
the age of 65.

Therefore, our aim should be to identify this subgroup 
of patients early before even surgery takes place. Many 
markers of frailty have already been defined, such as 
age, cognitive impairment, malnourishment, anemia, 
etc7,8.Scores to properly assess the presence of frailty 
have also been proposed and are currently used in 
Geriatric medicine. However, we believe that the 
concept of frailty in the surgical patient is not usually 
well recognised, and thus we propose developing 
specific preoperative frailty markers that could 
potentially correlate with surgical outcomes. Studies 

are needed in order identify this specific population 
and offer them a more optimal assessment. 

Empirical frailty criteria are defined in our study and 
we expect to publish our preliminary results in the 
next few months, after the conclusion of a prospective 
study12.

The key point is to provide a better and more 
individualized attention to these patients using an 
early identification method. We have observed that 
the presence of a multidisciplinary team specifically 
dedicated to this process allows for a better decision 
making and eventually for better outcomes12,13,14,15. In 
this sense, we propose that the creation of such team 
may be advisable in order to improve the assessment 
of complex patients, who will benefit from a diverse 
group of professional opinions. This team should 
include an anesthetist, an internist, a geriatrician, 
the responsible surgeon and a clinic nurse. This 
team should be responsible for the follow-up of the 
whole patient pathway, the coordination within all 
the professionals, the decision making, optimization, 
limitation of the therapeutic efforts when necessary 
and to sum up in the prevision of the medical and 
social resources needed after discharge. 

One of the key aspects of this process is a close 
relationship with primary care units. Our preliminary 
analysis includes a wide series of cases which endorse 
this statement and we strongly believe it is the way 
forward, although we recognize that more studies 
are needed in order to confirm this finding. It is 
paramount to keep in mind that more resources are 
not necessary, but rather a better and more efficient 
distribution and with specific targets. Only a few 
units have a multidisciplinary group like the one we 
describe, and there is hardly any evidence about this 
subject. For this reason we encourage other units to 
report their results and share their experiences on 
this matter.
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Lastly, it is difficult to avoid questioning whether our 
decision to perform major surgery in elderly and 
frail patients is appropriate in the light of poorer 
outcomes16,17,18. The ability to establish the therapeutic 
threshold for each patient is mandatory in order 
to ensure the optimal treatment and to minimise 
therapeutic obstinacy or cruelty. Occasionally, 
therapeutic abstinence might be the best suited 
option for a given patient, given that it is individually 
discussed and agreed upon prior to any intervention. 
Relatives and family of the patient should also be 
involved in the decision-making process, given that 
they are often of great help to improve patient-doctor 
communication when surgery is considered to be of 
greater risk that the disease itself.

In conclusion, surgical treatment of frail and elderly 
patients is complex, time-consuming, and occasionally 
demanding, and thus requires highly skilled, tenacious 
and relentless professionals that can to take this subject 
to the next level. Only under these circumstances that 
we should achieve satisfactory outcomes not only 
for the patients and their families, but also for the 
professionals, and ultimately we hope to be able to 
rationalize resources in a more efficient way.
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