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Background: Sepsis is an aggressive response to an infection leading to widespread inflammation, and may lead to death. It
remains a significant challenge for cancer patients especially for the elderly due to their immunocompromised status and other
comorbidities. So, this study aimed to assess the risk of mortality due to sepsis among elderly cancer patients and provide an
updated evidence to the literature for better management outcomes.
Methods:We used data from the Surveillance, Epidemiology, and End Results (SEER) program. We included cancer patients who
died due to sepsis between 2000 and 2021. The Standardized Mortality Ratio (SMR) for elderly cancer patients who died due to
sepsis was calculated as observed/expected (O/E). We used 95% confidence intervals (CI) and the excess risk (ER) was per
100 000. Significance was achieved at 0.05.
Results: Out of 5 239 194 elderly cancer patients, 18 311 died from sepsis. Men represented 55% and the majority were
Caucasians (82%). Death from sepsis along 10+ years of follow-up had a significant SMR with an O/E of 1.32 (P >0.05, 95% CI:
1.30-1.34, ER = 2.56) especially within the first year after cancer diagnosis (O/E = 3.00, P >0.05). Gastric cancer had an increased
risk for sepsis death in the elderly (O/E = 2.55, P < 0.05, 95% CI: 2.28-2.85). Liver and intrahepatic bile cancer had a significant
SMR for sepsis (O/E = 5.56, P < 0.05, 95% CI: 5.01-6.36). However, it had an insignificant risk for sepsis deaths along 120
+ months of follow-up period (O/E = 1.21, 95% CI: 0.25-3.52, ER = 1.73).
Conclusion: Sepsis is a rapid silent killer targeting a vulnerable population. Although it had a declining mortality rate along 10
+ years of follow up as the majority die due to other cancer-related and non-cancer-related causes, it still represents a certain
threat to elderly cancer patients due to the immunosuppression of cancer treatment regimen and antibiotic resistance. Further
studies are encouraged to focus on elderly cancer patients’ health care and to intensify infection control measures.
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Background

Sepsis is the biological response to an infection, resulting in
a widespread inflammation, tissue damage, and organ failure
and eventually leads to death[1]. Sepsis is a major concern because
it affects about 1.7 million people annually in the U.S., and cancer

patients represent 13.6% of them. The incidence of sepsis in
patients with cancer is approximately ten times greater than in
the non-cancer population[2,3]. Among sepsis-related deaths,
approximately 21% are linked to solid tumors, and 10% to
hematologic cancers. These cases often involve comorbidities
and delayed recognition or treatment[1,4]. The risk of mortality
varies by cancer type and age with the most frequent sepsis source
including the respiratory and genitourinary tract infection.
Cancer care has progressed over the past decades. However,

morbidity andmortality are still increasing among cancer patients

HIGHLIGHTS

● Sepsis remains a significant challenge for cancer
patients especially for the elderly due to their immu-
nocompromised status and other comorbidities.

● Although the risk of sepsis-related mortality declined over
the years, it was a major cause of death in elderly cancer
patients with significant SMR over 10+ years of follow-up
after diagnosis.

● There was increased risk for sepsis-related death in gastric
cancer with the peak significant risk in the first year of
diagnosis.

● Surgical management had reduced sepsis mortality com-
pared to patients treated medically.
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either due to the aggressive and prolonged treatment regimen
with severe adverse effects or the cancer itself increasing death
susceptibility[5]. Sepsis remains a significant challenge for the
survival of cancer patients especially for elderly cancer patients
emphasizing the need for preventive measures, early diagnosis,
and prompt treatment[6].
A recent study showed hospital mortality for severe sepsis

for cancer patients was 52% higher compared to non-cancer
patients and had five times greater hospital mortality than
mild or moderate sepsis in cancer. This corresponds to
a national estimate of 46 729 hospitalized severe sepsis deaths
annually among cancer patients[7]. So, this study aimed to
assess the risk of mortality due to sepsis among elderly cancer
patients.

Methods

Data source

This a retrospective cohort study based on the Surveillance,
Epidemiology, and End Results (SEER) database that included
~26.5% of the general US population. We used the database of
SEER, 17 Registries (excl AK), Nov 2023 Sub (2000-2021) for
SMRs[8]. The database consists of anonymized data for public
use. The study has been reported in line with the STROCSS
criteria[9]. The study required no patients’ consent or ethical
approval and was registered at ClinicalTrials.gov with ID
NCT06619535[10] .

Study population

We included all cancer patients who died due to sepsis diagnosed
between 2000 and 2021. We included cancer patients with only
malignant behavior and sequence 0 or 1. Sequence 0 indicated the
patient had only one cancer record while sequence 1 indicated the
patient may had developed many cancer records following the first
one. We selected patients aged 65 or more according to the most
recent WHO classification for the elderly age group[11]. We
excluded patients diagnosed with autopsy only or death certificate
only.

Statistical analysis

We analyzed the baseline characteristics with different variables:
gender, race (White, Black, and others), marital status (married,
unmarried, and unknown), year of diagnosis. Tumor character-
istics included: SEER grade (Grade I: well differentiated; Grade
II: moderately differentiated; Grade III, poorly differentiated;
Grade IV, undifferentiated and unknown), stage (in situ, loca-
lized, Regional, distant, unknown), and the use of surgery, che-
motherapy, and radiotherapy. We compared sepsis as a cause of
death (COD) between different primary sites and cancer types:
oral cavity and pharynx, digestive system, respiratory system,
bones and joints, soft tissue including heart, skin excluding basal
and squamous, breast, female genital system, male genital
System, urinary System, eye and orbit, brain and other nervous
system, endocrine system, lymphoma, myeloma, leukemia.
The SEER* Stat software 8.3.8 was used for data extraction

and analysis. The Standardized Mortality Ratio (SMR) for
elderly cancer patients who died due to sepsis was calculated
as O/E across 10+ years of follow-up after the primary diag-
nosis with many intervals <1-year, 1-5 years, 5-10 years,

and 10+ years. The observed cancer patients who died from
sepsis while the expected population included the general
population who died from sepsis. We used 95% confidence
intervals (CI) and the excess risk (ER) was per 10 000.
Significance was achieved at 0.05. With further analysis, we
compared death due to sepsis with both cancer causes and non-
cancer causes among elderly cancer patients.

Results

Out of 5 239 194 elderly cancer patients, 18 311 died from
sepsis as shown in Table 1. Men represented 55% and women
represented 45% with the majority being Caucasians (82%).
About 30% were diagnosed with localized tumors, 19% had
distant spread while only 14% had regional spread. Most
patients performed cancer-directed surgery, due to which there
was a reduction in mortality compared to patients who had no
surgical intervention (51.7% and 35.9 %). The majority
received no radiotherapy (77.3%) nor chemotherapy (81.4%)
as adjuvant therapy and they survived more than those who
received adjuvant treatment as a part of their management
plan (21.4% and 18.5% respectively). Patients with grade IV
cancer had a higher rate of death (30.7%).
Death from sepsis along 10+ years of follow-up had a significant

SMRwith anO/E of 1.32 (P <0.05, 95%CI: 1.30-1.34, ER = 2.56)
especially within the first year after cancer diagnosis (O/E = 3.00,
P <0.05) as shown in Table 2. The total number of unmarried
patients who died from sepsis was greater compared to the married
with an O/E of 239.86 (P < 0.05, 95% CI: 234.62-245.18,
ER=2421.97), especiallywithin the first year after cancer diagnosis
(O/E = 539.10, P < 0.05, 95% CI: 519.2-559.6, ER = 4621.50).
Patientswhowere diagnosed after 2021 had an increased risk to die
from sepsis with an O/E of 2319.81 (P < 0.05, 95% CI: 2197.79-
2446.84, ER = 22 825.84) especially in the first year after cancer
diagnosis with O/E of 5050.00 (P < 0.05, 95% CI: 4530.38-
5612.87, ER= 35221.80). The risk of death from sepsiswas greater
in patients who received chemotherapy with an O/E of 354.67 (P <
0.05, 95%CI: 342.86-366.79, ER=2770.03), especiallywithin the
first year after cancer diagnosis (O/E = 816.96, P < 0.05, 95% CI:
772.75-863.05, ER=4818). Patients who received no radiotherapy
had an O/E of 229.49 (P < 0.05, 95% CI: 342.86-366.79,
ER = 2296.39) with a significant increase in the first year after
cancer diagnosis (O/E = 534.63, P < 0.05, 95% CI: 519.50-
550.08, ER = 4419.22). Patients who received medical treatment
without surgical intervention had a significantly increased risk of
dying from sepsis along 10+ years of follow-up (O/E = 244.10 (P <
0.05, 95% CI: 238.23-250.07, ER = 2527.75) compared to who
had surgical intervention (O/E = 695.78,P < 0.05, 95%CI: 669.44-
722.89, ER = 5630).
As shown in Table 3, although the risk of death from sepsis

declined over the following years, it was a major cause of death in
patients with an overall O/E of 1.32 (P > 0.05, 95%CI: 1.30-1.34,
ER = 2.56) while during the 10+ years of follow-up, there was
statistically insignificant risk of death due to sepsis (O/E = 1.02,
P > 0.05, 95% CI: 0.99-1.06). However, death due to cancer
causes had also highly significant SMR in elderly cancer patients
within 10+ years of follow-up (O/E = 7.23, P < 0.05, 95% CI:
7.22-7.24) especially within the first year after diagnosis (O/
E = 27.02, P < 0.05, 95% CI: 26.96-27.08). Although it was
declining over the following years as shown in Fig. 1, it had
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a significant lower risk of death within one to five years of follow-
up (O/E = 5.93, P < 0.05, 95% CI: 5.92-5.95). However, a 10
+ years of follow-up had an O/E of 1.73 (P < 0.05, 95% CI: 7.22-
2.24). In addition, non-cancer causes represented a
highly significant SMR among elderly cancer patients (O/E
= 1.08, P < 0.05) especially within the first year of diagnosis
(O/E = 1.71, P < 0.05, 95% CI: 1.70-1.72).
The most common cancer sites in elderly patients who died due

to sepsis are shown in Fig. 2. Along 10+ years of follow-up, there
was increased risk for sepsis death in gastric cancer (O/E = 2.55,
P < 0.05, 95% CI: 2.28-2.85) as shown in Table 4, with the peak
significant risk in the first year of diagnosis (O/E = 5.69, P < 0.05,
95% CI: 4.85-6.63, ER = 33.08) while the one to five years of
follow-up period had an O/E of 1.65 (P < 0.05, 95% CI: 1.30-
2.05, ER = 4.74). However, the overall risk had an O/E of 2.55

(P < 0.05, 95%CI: 0.97-2.26, ER = 5.82). Esophageal cancer had
increased risk of total deaths from sepsis (O/E = 3.91, P < 0.05,
95% CI: 3.37-4.52) with significantly higher risk of death in all
time intervals from the first year of follow-up period (O/E = 6.37,
P < 0.05, 95% CI: 5.14-7.80, ER = 34.29) until 10+ years of
follow-up period (O/E = 2.41, P < 0.05, ER = 16.37). Liver and
intrahepatic bile cancer had a significant SMR for sepsis (O/E
= 5.56, P < 0.05, 95% CI: 5.01-6.36). However, it had an insig-
nificant risk for sepsis deaths along 120+ months of follow-up
period (O/E = 1.21, 95% CI: 0.25-3.52, ER = 1.73). In brain
cancer of elderly patients, the O/E for sepsis was 5.22 (P < 0.05,
95%CI: 4.15-6.47) with the highest risk during the first year after
diagnosis (O/E = 7.11, P < 0.05, ER = 32.39). Thyroid cancer had
an insignificant risk for total sepsis death in elderly cancer patients
(O/E = 0.85, P < 0.05, ER = −0.95). In addition, the risk of death

Table 1
Baseline characteristcs of elderly cancer patients died from sepsis along 10+ years of follow-up after diagnosis

All deaths <1 year 1-5 years 5-10 years >10 years

Characteristic N
No. of patients

(%)
Mean age at

death N
Mean age at

death N
Mean age at

death N
Mean age at

death N
Mean age at

death

Overall 18 311 81.24 1866.29 77.88 5761 80.12 4045 83.26 2900 87.14
Gender

Male 10 102 55 80.85 2956 77.32 3222 79.73 2258 82.77 1666 86.69
Female 8209 45 81.72 2649 78.51 2539 80.61 1787 83.88 1234 87.74

Race
White 14 958 82 81.57 4458 78.13 4695 80.42 3354 83.55 2451 87.32
Black 2565 14 79.41 857 76.63 827 78.37 552 81.67 329 85.52
Other 788 43 80.85 290 77.71 239 80.22 139 82.52 120 87.79

Marital status
Married 8582 47 80.61 2409 76.7 2547 78.86 2015 82.58 1611 86.79
Unmarried 7972 43.5 81.69 2764 78.8 2593 81.03 1595 84 1020 87.58
Unknown 1757 9.5 82.27 432 78.64 621 81.52 435 83.7 269 87.5

Stage
In situ 1076 5.8 83.55 124 80.39 430 82.1 354 84.44 168 87.74
Localized 5513 30 81.63 1146 78.44 1921 80.15 1569 83.16 877 86.31
Regional 2577 14 79.56 1011 77.12 855 79 498 82.56 213 86.41
Distant 3508 19 78.59 1822 76.89 1134 78.98 437 82.92 115 85.32
Unknown 1076 5.8 81.08 628 79.88 308 82.05 105 83.58 35 86.69

Grade
Grade I 1375 7.5 82.45 209 78.08 470 80.2 381 83.33 315 87.64
Grade II 4840 26.4 82.25 931 78.21 1366 79.95 1399 83.11 1144 87.25
Grade III 3252 17.7 81.19 813 77.3 980 79.73 840 82.73 619 86.52
Grade IV 563 30.7 80.13 215 78.07 205 79.56 94 82.44 49 87.17

Surgery
No surgery 6581 35.9 80.3 2630 77.28 1951 79.83 1112 82.83 888 87.1
Surgery 9474 51.7 82.04 2024 78.18 3004 80.16 2559 83.48 1887 87.2
Unknown 154 2.8 81.39 33 78.64 64 80.97 37 82.28 20 85.65

Radiotherapy
Yes 3935 21.4 80.5 804 75.55 1208 78.1 1028 81.83 895 86.66
No 14 170 77.3 81.45 4732 78.28 4483 80.67 2979 83.76 1976 87.34

Chemotherapy
No 14 907 81.4 82.06 4329 78.83 4561 81.03 3445 83.6 2572 87.28
Yes 3404 18.5 77.63 1276 74.67 1200 76.66 600 81.28 328 86

Sepsis 18 311 1 81.24 5605 77.88 5761 80.12 4045 83.26 2900 87.14
Year of diagnosis

2000-2005 2191 11.9 79.29 1269 78.5 886 80.32 36 82.1 0
2006-2010 3530 19.2 80.46 1182 78.28 1397 80.48 916 83.11 35 84.03
2011-2015 4869 26.5 81.59 1246 78.03 1469 80.18 1378 83.73 776 86.17
2016-2020 6369 34.7 81.99 1564 77.24 1683 79.86 1444 83.15 1678 87.58
2021+ 1352 7.3 81.6 344 76.63 326 79.12 271 82.07 411 87.42
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at different time intervals for each site of cancer in elderly patients
who died due to sepsis showed no specific pattern of decline or

rise. However, gastric, liver, and pancreatic cancer showed
a declining SMR over the following 10+ years after diagnosis.

Table 3
The standardized mortality ratio (SMR) for sepsis as a cause of death (COD) compared to cancer other non-cancer causes across
different time intervals in elderly cancer patients

Sepsis COD Cancer cause COD Non-cancer COD

O/E (95% CI) ER O/E (95% CI) ER O/E (95% CI) ER

1 year 3.00* (2.93-3.08) 12.84 27.02* (26.96-27.08) 2,639.67 1.71* (1.70-1.72) 238.32
1-5 years 1.12* (1.10-1.15) 0.88 5.93* (5.92-5.95) 533.21 0.96* (0.95-0.96) −15.57
5-10 years 0.99 (0.96-1.02) −0.08 2.34* (2.32-2.35) 167.84 0.98* (0.98-0.98) −9.94
10+ years 1.02 (0.99-1.06) 0.27 1.73* (1.71-1.74) 110.5 1.04* (1.03-1.04) 30.46
Overall 1.32* (1.30-1.34) 2.56 7.23* (7.22-7.24) 733.44 1.08* (1.08-1.08) 35.32

*Significant, P < 0.05.
ER: excess risk per 10 000.

Table 4
The standardized mortality ratio (SMR) for sepsis as a cause of death for elderly cancer patients stratified by the primary cancer site
across different time intervals of follow-up after cancer diagnosis

0-11 months 12-59 months 60-119 months 120+ months Total

O/E (95% CI)
Excess
risk O/E (95% CI)

Excess
risk O/E (95% CI) Excess risk O/E (95% CI)

Excess
risk O/E (95% CI)

Excess
risk

All site 3.00* (2.93-
3.08)

12.84 1.12* (1.10-
1.15)

0.88 0.99 (0.96-
1.02)

−0.08 1.02 (0.99-
1.06)

0.27 1.32* (1.30-
1.34)

2.56

Colorectal 4.42* (4.14-
4.71)

25.13 1.21* (1.13-
1.31)

1.71 1.16* (1.07-
1.26)

1.56 1.11 (1.00-
1.23)

1.35 1.61* (1.55-
1.67)

5.45

Esophagus 6.37* (5.14-
7.80)

34.29 3.38* (2.60-
4.32)

15.68 1.99* (1.20-
3.11)

8.29 2.41* (1.24-
4.20)

16.37 3.91* (3.37-
4.52)

20.83

Stomach 5.69* (4.85-
6.63)

33.08 1.65* (1.30-
2.05)

4.74 1.58* (1.16-
2.10)

5.13 1.52 (0.97-
2.26)

5.82 2.55* (2.28-
2.85)

12.38

Liver and intrahepatic
bile

9.06* (7.74-
10.54)

42.94 4.41* (3.57-
5.38)

17.99 2.05* (1.12-
3.45)

6.62 1.21 (0.25-
3.52)

1.73 5.65* (5.01-
6.36)

25.71

Pancreas 7.31* (6.43-
8.27)

40.61 2.74* (2.12-
3.49)

10.92 2.49* (1.56-
3.78)

12.24 1.74 (0.64-
3.79)

8.19 4.88* (4.37-
5.42)

25.94

Lung and Bronchus 4.75* (4.44-
5.07)

23.39 1.64* (1.49-
1.80)

4.2 1.48* (1.27-
1.71)

3.92 1.67* (1.34-
2.05)

7.31 2.54* (2.42-
2.67)

10.72

Breast 1.01 (0.89-
1.14)

0.06 0.78* (0.72-
0.84)

−1.4 0.85* (0.79-
0.92)

−1.19 0.92 (0.85-
1.01)

−0.79 0.86* (0.82-
0.90)

−1.04

Prostate 0.81* (0.72-
0.91)

−1.16 0.74* (0.70-
0.79)

−1.79 0.76* (0.71-
0.81)

−2.22 0.89* (0.83-
0.95)

−1.49 0.79* (0.77-
0.82)

−1.78

Kidney and Renal
Pelvis

2.81* (2.37-
3.31)

10.84 1.27* (1.09-
1.46)

1.77 1.25* (1.05-
1.48)

2.16 1.18 (0.92-
1.48)

2.06 1.46* (1.34-
1.59)

3.49

Urinary Bladder 2.56* (2.29-
2.86)

12.09 1.22* (1.11-
1.34)

1.87 1.12 (0.99-
1.26)

1.22 1.31* (1.14-
1.51)

4.06 1.40* (1.32-
1.48)

3.69

Brain 7.11* (5.40-
9.19)

32.39 3.68* (2.18-
5.81)

13.7 1.13 (0.14-
4.07)

0.89 4.46* (1.21-
11.41)

33.44 5.22* (4.15-
6.47)

23.33

Thyroid 0.80 (0.40-
1.44)

−0.91 0.74 (0.52-
1.03)

−1.37 0.67* (0.45-
0.96)

−2.32 1.31 (0.93-
1.78)

3.04 0.85 (0.70-
1.02)

−0.95

Uteri 2.58* (2.11-
3.11)

8.08 1.24* (1.05-
1.46)

1.38 1.09 (0.90-
1.31)

0.65 1.12 (0.90-
1.38)

1.21 1.33* (1.21-
1.45)

2.21

Melanoma 0.63* (0.50-
0.78)

−2.44 0.69* (0.61-
0.77)

−2.3 0.77* (0.68-
0.87)

−2.13 0.88 (0.76-
1.02)

−1.42 0.74* (0.69-
0.80)

−2.16

Anus and Anorectum 3.79* (2.40-
5.69)

16.39 1.78* (1.18-
2.58)

4.95 1.07 (0.55-
1.87)

0.55 0.61(0.17-1.56) −4.31 1.69* (1.31-
2.15)

4.98

Oral cavity and
pharynx

4.65* (3.85-
5.57)

20.98 1.51* (1.21-
1.86)

3.12 1.68* (1.29-
2.15)

5.34 1.38 (0.90-
2.02)

4.04 2.10* (1.87-
2.35)

7.54

Lymphoma 3.48* (3.08-
3.92)

16.38 1.28* (1.13-
1.44)

2 1.07 (0.92-
1.25)

0.63 1.25* (1.03-
1.51)

2.84 1.53* (1.43-
1.64)

4.27

Leukemia 3.56* (3.04-
4.13)

18.27 1.62* (1.40-
1.86)

4.71 1.35* (1.11-
1.64)

3.2 0.93 (0.65-
1.29)

−0.79 1.78* (1.63-
1.94)

6.48

*P < 0.05.
ER: excess risk per 10 000.
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Discussion

Sepsis is a significant challenge for cancer survivors contributing to
mortality and morbidity, especially in elderly patients. They are
more vulnerable due to their immunocompromised state after can-
cer treatment besides other age-related comorbidities. Healthcare
improvement has raised the expectation regarding a probable
decrease in the incidence of sepsis-related death among cancer
patients. However, elderly patients are prone to have other comor-
bidities such as advanced disease stage, chemotherapy-induced
neutropenia, and frequent hospitalization leading to poorer sepsis
outcomes[12-15]. Thus, this is the first study quantifying the burden
of sepsis-related death in elderly cancer patients.

Cancer is considered a major risk factor for sepsis-related
mortality. Williams et al noted a 52% higher risk of mortality
among cancer patients compared to non-cancer patients who
acquired sepsis[7]. Similarly, Angus et al reported a mortality
rate of 43% with severe sepsis in patients with distant cancer,
which was higher than any other comorbidity[16]. In this study,
we found that over a 10+ year follow-up, elderly cancer patients
had a significantly increased risk for sepsis mortality, especially
within the first year after diagnosis (SMR = 3.00). Surgical
management had reduced sepsis mortality compared to patients
treated medically (35.9% and 51.7%), while chemo(radio)ther-
apy was associated with higher risk due to their immunosup-
pressive systemic side effects. Similarly, Shvetsov et al found
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Figure 1. Shows the standardized mortality ratio (SMR) for sepsis as a cause of death (COD) compared to cancer and non-cancer COD along 10+ years of
follow-up.

Figure 2. Shows the standardized mortality ratio (SMR) for sepsis among elderly cancer patients in different primary cancer sites.
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chemotherapy was a major contributor to sepsis mortality
across multiple cancer types, particularly gastrointestinal and
hepatobiliary malignancies, due to the major risk of infection-
related complications[17]. Unmarried patients showed significant
sepsis mortality, potentially reflecting social factors and treat-
ment delays[18-21]. This observation is supported by another
study highlighting the role of marital status and social support
in improving treatment outcomes and reducing mortality risks
among cancer patients[22]. Cancer primary sites such as the
esophagus, stomach, and liver had the highest sepsis risk,
a trend consistent with the findings of Shvetsov et al[17]. who
identified gastrointestinal cancers as carrying particularly high
infection-related mortality risks. However, we observed
a decline in sepsis mortality over the past two decades as can-
cer-related deaths predominated.
The strength of this study lies in its large, population-based

sample of elderly cancer patients, which enhances the general-
izability of findings. This is the first study focusing on quantifying
sepsis-related mortality in elderly cancer patients. The SEER data-
base provides comprehensive data on cancer type, stage, grade,
and treatment, enabling robust analyses of factors affecting out-
comes. Moreover, its decades-long follow-up data allow for
detailed survival analysis and insights into long-term outcomes.
However, the retrospective nature of this study represents
a weakness point, it is subjected to selection bias and lacks ran-
domization. Additionally, the SEER database lacks data about
chemotherapy regimens or dosages, potential confounding factors
and comorbidities like other chronic diseases, smoking and life
style beside the broad definitions of some clinical variables that
may lead to imprecision in comparisons.

Conclusion and recommendations

Chemotherapy and medical treatment with no surgical inter-
vention represented a serious risk for the elderly cancer patient
due to their immunosuppressive side effects and systemic com-
plications. Although sepsis had an increased mortality rate
among elderly cancer patients, cancer-related and the other
non-cancer causes of death also represented a threat due to the
multiple other comorbidities for this vulnerable population.
These results highlight the necessity for regular early infection
screening as a prophylactic measure that would benefit sepsis
management protocols for elderly cancer patients, prompt
intervention, and preventive strategies like vaccinations,
hygiene practices, and monitoring for infections are essential
to reduce the risk of sepsis-related mortality and improve
treatment outcomes for these vulnerable population. We
encourage more studies to focus on elderly cancer patients’
health care and intense infection control measures in the era of
antibiotic resistance[14].
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