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Background Cancer-related malnutrition and cachexia are common in oncology and are associated

with reduced treatment tolerance, poorer quality of life, and increased mortality. Major organizations,

including ESPEN, ASPEN, ASCO, SEOM, AIOM–SINPE, the Academy of Nutrition and Dietetics, NCCN,

ERAS Society, ESMO, provide clinician-facing guidance for nutritional screening, assessment, and

intervention, but they only partly address patient-centered implementation challenges such as

nutritional literacy, behavioral barriers, and everyday self-management.

Aim This narrative conceptual review compares major oncology nutrition guidelines and related

frameworks to identify shared principles, key differences, and recurrent implementation gaps, and to

translate those gaps into prototype patient-centered tools.

Methods Recommendations were examined across five domains: screening and risk stratification,

assessment and staging, therapeutic targets and escalation thresholds, survivorship and lifestyle

counselling, and patient-facing implementation processes. High-impact literature on cachexia,

treatment toxicity, and diet in cancer care informed interpretation of the comparison.

Results Across guideline clusters, common strengths included early screening, individualized

intervention, and stepwise escalation from counselling and oral nutritional supplements to enteral or

parenteral nutrition when indicated. Recurrent gaps included limited literacy-sensitive patient

education, insufficient integration of structured patient-support tools, and incomplete digital

implementation across existing pathways. On the basis of this comparison, five prototype patient-

centered tools are proposed: a nutrition literacy and myth screen, symptom-linked rescue meal tools,

perioperative nutrition checklists, survivorship diet and weight-management tools, and low-burden

digital prompts with QR-linked education.
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Conclusion This manuscript integrates major oncology nutrition guidelines into a unified

implementation framework and translates shared patient-centered gaps into testable prototype tools.

Correspondence: papers@team.qeios.com — Qeios will forward to the authors

Introduction

Cancer-associated malnutrition and cachexia are multifactorial syndromes characterized by reduced

dietary intake, involuntary weight loss, skeletal muscle depletion, altered metabolism, and systemic

inflammation. These conditions are clinically important because they contribute to poorer treatment

tolerance, increased toxicity, reduced physical function, impaired quality of life, and worse survival across

multiple cancer types and treatment phases [1][2][3][4]. Nutritional care should therefore be viewed as an

integral component of oncologic management rather than as a generic supportive measure.

Several major organizations have developed evidence-based guidance relevant to nutritional care in

cancer. European Society for Clinical Nutrition and Metabolism (ESPEN)’s scientific and practical

guidelines provide detailed recommendations on screening, assessment, energy and protein provision,

and escalation to oral, enteral, and parenteral nutrition. American Society for Parenteral and Enteral

Nutrition  [5]  guidance and the Academy of Nutrition and Dietetics’ Oncology Evidence-Based Nutrition

Practice Guideline similarly emphasize structured nutrition care processes, individualized intervention,

and professional standards in oncology nutrition. American Society of Clinical Oncology (ASCO) and

Sociedad Española de Oncología Médica (SEOM) contribute clinically oriented guidance that links

nutrition to broader cancer management and supportive care, whereas Associazione Italiana di Oncologia

Medica–Società Italiana di Nutrizione Parenterale ed Enterale (AIOM–SINPE) adapts oncology nutrition

principles to the Italian context through recommendations on screening, care pathways,

multidisciplinary integration, and nutritional support escalation [6][7][8][9][10][11][12][13].

Additional frameworks broaden the field further. European Society For Medical Oncology (ESMO)’s

cachexia guideline presents a multimodal approach to cancer cachexia that integrates nutritional care

with physical activity, symptom control, psychosocial support, and selected pharmacologic approaches.

National Comprehensive Cancer Network (NCCN) incorporates nutrition into disease-specific and

survivorship pathways, including long-term dietary and weight-management recommendations for

cancer survivors. Enhanced Recovery After Surgery (ERAS) Society guidelines embed nutritional
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principles within procedure-specific perioperative care pathways, emphasizing fasting minimization,

carbohydrate loading where appropriate, and early postoperative feeding. More recently, emerging digital

care pathways such as MyPath have shown how guideline-informed nutrition care can be operationalized

in a patient-centered format, alongside other implementation approaches such as ERAS pathways,

survivorship guidance, and institutional nutrition protocols [2][14][15][16][17].

Despite the availability of these guidance systems, implementation remains inconsistent in real-world

oncology care. Patients often receive fragmented counselling, rely on informal or conflicting information,

and hold persistent misconceptions about protein, fats, supplements, and symptom management during

treatment. Clinicians may also differ in nutritional knowledge, available time, and confidence in applying

structured nutrition pathways, which can contribute to under-recognition of nutritional risk and

inconsistent referral or escalation. Although existing guidelines are strong in clinician-facing

recommendations, they are generally less developed in the areas of structured patient-support tools,

literacy-sensitive education, and practical supports that connect recommendations with everyday eating

behaviors [6][14][15].

This review addresses that gap. Its objectives are threefold: first, to compare and synthesize major

oncology nutrition-related guidelines and frameworks across clinical nutrition, cachexia, survivorship,

perioperative care, and digital implementation; second, to identify their shared strengths, key

differences, and recurring patient-centered implementation deficits; and third, to propose a concise set of

prototype patient-centered tools derived from those gaps [7][8][9][10][15].

Methods

This manuscript was designed as a narrative conceptual review. The aim was not to perform a systematic

review or meta-analysis, but to compare major authoritative guidance documents in oncology nutrition

and related supportive care fields, identify areas of agreement and divergence, and translate recurrent

implementation gaps into prototype patient-centered tools for future testing  [2][6][12]. In addition to

mapping shared principles, the comparison sought to highlight areas where existing guidance diverges

or rests on limited or inconsistent evidence, particularly for preferred screening instruments, cachexia

staging criteria, and the use of immunonutrition [18] or pharmacologic agents within multimodal care[19].
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Guideline and framework selection rationale

Guidelines and frameworks were selected purposively according to four criteria: (1) authority of the

issuing body, (2) direct relevance to adult oncology nutrition, cachexia, survivorship nutrition, or

perioperative cancer care, (3) explicit clinical applicability, and (4) complementarity of perspective. On

this basis, the review included comprehensive clinical nutrition guidance from ESPEN, ASPEN, AIOM–

SINPE, and the Academy of Nutrition and Dietetics; oncology and supportive care guidance from ASCO,

SEOM, and NCCN; perioperative guidance from ERAS Society; cachexia-specific guidance from ESMO;

and the MyPath Nutrition Care Pathway as one emerging digital implementation model [2][6][7][8][9][10][12]

[13][14][15][16].

Relevant literature was identified through targeted searches of major biomedical databases PubMed,

ScienceDirect, Scopus and official society websites from January 2013 through July 2026. Search terms

combined cancer, oncology nutrition, malnutrition, cachexia, nutritional screening, survivorship,

perioperative nutrition, enteral nutrition, parenteral nutrition, and digital care pathway concepts. The

search focused on guideline documents, practice recommendations, consensus statements, and selected

high-impact review articles that informed interpretation of the guideline comparison.

ESPEN and ASPEN were included because they provide core clinical nutrition recommendations for

screening, assessment, nutritional targets, and escalation of support. AIOM–SINPE was included as the

principal Italian oncology nutrition reference because it adapts these principles to the national oncology

context through recommendations on validated screening, timely referral to clinical nutrition services,

individualized nutritional intervention, and escalation to oral, enteral, or parenteral support when

indicated. ASCO, SEOM, and NCCN were included because they situate nutritional care within broader

oncology and survivorship pathways, whereas ERAS Society guidance contributes a perioperative

implementation perspective. ESMO was included for its specific focus on cancer cachexia, and MyPath

was included because it represents an emerging digital, patient-centered model for integrating

nutritional assessment and management into routine oncology care [2][6][7][10][12][13][14][15]. Excluded were

sources that were non-clinical, opinion-based without supporting references, or not directly relevant to

oncology nutrition.
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Analytic framework

Recommendations from each guideline or framework were examined across five domains: (1) screening

and risk stratification, (2) nutritional assessment and staging, (3) therapeutic targets and escalation

thresholds, (4) survivorship and lifestyle counselling, and (5) patient-facing implementation processes.

This structure was chosen to enable comparison not only of nutritional prescriptions, but also of how

each guidance system addresses continuity of care, patient education, and translation into practice [1][2][3]

[4][6][7][8][12][14][15][20].

Development of prototype implementation tools

Prototype patient-centered tools were developed only after cross-guideline comparison. Each proposed

tool was linked to a recurrent implementation deficit identified across sources, including insufficient

literacy-sensitive education, limited use of structured patient-support tools, weak symptom-linked self-

management guidance, and incomplete digital integration outside emerging pathways such as MyPath.

All proposed tools are conceptual prototypes intended to illustrate operationalization strategies and

should not be interpreted as validated instruments or ready-to-implement standards [14][15].

Results

Cross-guideline convergence

Across the selected guidelines and frameworks, there is broad agreement that nutritional risk should be

identified early, reassessed repeatedly, and managed through individualized intervention. Most

frameworks support structured screening with validated tools such as Nutritional Risk Screening-2002

(NRS-2002), Malnutritional Universal Screening Tool  [21], or Patient-Generated Subjective Global

Assessment (PG-SGA); stepwise escalation from dietary counselling and oral nutritional supplements to

enteral or parenteral nutrition when oral intake is inadequate; and multidisciplinary involvement of

nutrition specialists within oncology care. This pattern was especially clear in ESPEN, ASPEN-related

clinical nutrition practice, and the AIOM–SINPE oncology nutrition position paper, all of which

emphasize timely recognition of risk, referral to nutrition services, and individualized escalation of

support. Cachexia-focused guidance further emphasizes muscle loss, systemic inflammation, functional

decline, and multimodal management rather than energy prescription alone [1][2][6][7][10][12][13][15].
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A second area of convergence was the recognition that nutritional care should extend across the cancer

continuum rather than being limited to advanced disease or end-of-life care. Survivorship-oriented

recommendations from NCCN incorporate nutrition, weight management, lifestyle counselling, and

supplement-related guidance after treatment, whereas perioperative frameworks derived from ERAS

principles emphasize fasting minimization, early feeding, and integration of nutrition into surgical

recovery pathways. In parallel, ESMO’s cachexia guideline reinforces a multimodal model that combines

nutritional care with exercise, symptom control, and psychosocial support rather than treating calorie

provision alone as sufficient [8][14][15][17][22][23].

A third common feature was the increasing emphasis on implementation rather than recommendation

alone. Although this was expressed unevenly across sources, several documents acknowledged that

malnutrition remains under-recognized and under-managed in routine oncology practice despite the

availability of guidance. MyPath provides a useful example of a digital, PROM-driven implementation

pathway because it links nutritional assessment, symptom burden, and patient-reported data with

ongoing care processes in a patient-centered format, but it should be considered alongside other

implementation approaches such as ERAS pathways, survivorship guidance, and institutional nutrition

algorithms [13][21][24].

Cross-guideline differences

Despite these shared principles, important differences emerged across guideline families. ESPEN and

related clinical nutrition guidance provide the most explicit detail on screening, nutritional assessment,

energy and protein support, and indications for oral, enteral, and parenteral nutrition. AIOM–SINPE

follows a similar clinical logic but adapts it to the Italian oncology setting by emphasizing validated

screening, multidisciplinary referral pathways, and practical nutritional support within active cancer

care[2][6][12][13].

By contrast, ASCO- and NCCN-linked survivorship materials situate nutrition within broader oncology

and post-treatment care pathways and are relatively less prescriptive with respect to nutritional targets

and escalation thresholds. ESMO differs in scope by focusing specifically on cancer cachexia and its

multimodal management, including muscle loss, inflammation, functional decline, and symptom

burden. ERAS-derived nutrition principles are procedure-oriented and perioperative, with strong

emphasis on preoperative preparation and early postoperative feeding, but they are not designed as

comprehensive oncology nutrition frameworks across the whole disease course[2][14][25][26].
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MyPath differs from conventional guideline documents because it is an operational care pathway

intended to embed nutritional assessment and management into routine oncology workflows through

digital triage and patient-centered monitoring, but its role in this review is illustrative rather than

central [21].

For clinicians, these differences translate into practical uncertainty, as guideline families endorse

overlapping but not fully concordant screening tools, thresholds for escalation, and recommendations on

adjunctive strategies such as immunonutrition, exercise-based prehabilitation, and pharmacologic

cachexia agents[18][19].

Table 1 provides a concise comparison of the main oncology nutrition guidelines and frameworks across

both clinical and implementation domains.
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Cluster Main strengths
Patient-facing

elements

Main gaps relevant to this

manuscript

Comprehensive clinical

nutrition guidelines

(ESPEN, ASPEN, AIOM,

Academy of Nutrition and

Dietetics)

Detailed screening, assessment,

kcal/protein ranges, Oral

Nutrition Support- Enteral

Nutrition-Parenteral Nutrition

(ONS-EN-PN) escalation,

professional nutrition care

process.

Counselling

encouraged;

some local

materials and

booklets; strong

clinician

guidance.

Limited standardized literacy-

sensitive tools; generally,

tumor-agnostic with

heterogeneous screening

instruments and staging

criteria; limited digital

implementation detail and

sparse guidance in areas of

contested evidence (e.g.,

immunonutrition,

pharmacologic cachexia

agents).

Cachexia-specific

guidance (ESMO)

Strong multimodal cachexia

framing, attention to muscle loss,

inflammation, function, and

symptom burden.

Patient support

implied through

multimodal care,

but tools are not

standardized.

Limited day-to-day patient

self-management tools;

limited operational literacy

support; ongoing uncertainty

about how best to integrate

pharmacologic cachexia

agents with nutrition and

exercise in routine practice.

Oncology/survivorship

guidelines with nutrition

components (ASCO,

SEOM, NCCN)

Good integration into oncology

pathways, survivorship

counselling, disease-specific

relevance in some settings such

as head and neck cancer.

Handouts,

counselling,

survivorship

lifestyle advice,

proactive referral

patterns.

Less prescriptive on nutrition

targets; limited acute

symptom-linked food tools;

nutrition may remain

secondary to oncologic

decision pathways.

Perioperative enhanced

recovery guidelines

(ERAS)

Strong perioperative workflow

integration, fasting

minimization, carbohydrate

loading, early postoperative

feeding.

Procedure-

related patient

education around

feeding and

Mainly perioperative; limited

survivorship or literacy focus;

nutrition tools are rarely

standalone or myth-targeted.
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Cluster Main strengths
Patient-facing

elements

Main gaps relevant to this

manuscript

recovery

pathways.

Digital implementation

framework (MyPath)

Digital implementation

framework (MyPath): PROM-

based, patient-centered, dynamic

care pathway that integrates

symptoms, Body Mass Index

(BMI)/weight history, health

status, C-Reactive Protein (CRP),

and tailored care options; useful

example of digital

operationalization, but early-

stage and not yet validated for

broad routine use.

Strongest

embedded

patient

interaction

through PROMs,

digital education,

and shared

decision-making.

Early-stage and not yet

validated as a broad standard;

dependent on infrastructure;

patient toolset still evolving.

Table 1. Major oncology nutrition guidelines and frameworks compared across clinical and implementation

domains

Recurrent implementation gaps

Three recurrent implementation gaps emerged across the comparison. First, nutritional literacy and

misconception screening were rarely operationalized. Although counselling is widely recommended, few

guidance systems provide structured instruments to assess what patients understand, which myths they

hold, or how educational content should be adapted to patient literacy, symptom burden, or care phase [6]

[12][14].

Second, patient-support tools were less consistently developed than clinician-facing recommendations.

Many guidelines specify when to screen, assess, counsel, supplement, or escalate, but fewer define the

practical tools patients should receive to support everyday symptom-related eating decisions,

perioperative self-management, or survivorship nutrition planning. This creates a recurring disconnect

between professional recommendations and daily implementation at patient level [6][8][12][15].
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Third, digital implementation remains incomplete across most frameworks. Outside of a few emerging

models, the majority of guidance documents assume that nutritional care will be implemented locally

through teams or institutions, without specifying interoperable digital workflows, structured symptom-

triggered reassessment, or scalable patient-facing educational delivery. This gap is especially relevant

because under-recognition of malnutrition in practice has already been documented in Italian oncology

settings and remains a challenge internationally [10][13][15].

Prototype patient-centered tool domains derived from the comparison

On the basis of these recurrent gaps, five prototype patient-centered tool domains were identified: (1) a

nutrition literacy and myth screen, (2) symptom-linked rescue meal tools, (3) perioperative nutrition

checklists, (4) survivorship diet and weight-management tools, and (5) low-burden digital prompts with

QR-linked education. These proposed tools do not represent new nutritional targets; rather, they

illustrate how common unmet implementation needs across guideline systems may be translated into

practical and testable support strategies. Their purpose within this manuscript is conceptual: to connect

cross-guideline synthesis with patient-centered operationalization and future validation work[6][21][24]

[26].

1. Oncology nutrition literacy and myth screen

A brief literacy and myth screen could assess understanding of key concepts such as the role of protein,

the use of oral nutritional supplements, the indications for enteral feeding, and the difference between

evidence-based advice and common misconceptions. This would directly address the persistent burden

of misinformation in oncology nutrition.

An illustrative format would be a five-item intake screen administered before or during consultation,

either on paper or digitally:

1. “During cancer treatment, eating enough protein helps maintain strength.”

True / False / Not sure

2. “If I cannot eat enough, oral nutrition supplements may be useful.”

True / False / Not sure

3. “A restrictive anti-cancer diet is safer than a balanced diet during treatment.”

True / False / Not sure
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4. “Losing weight during cancer treatment should always be reported to the care team.

True / False / Not sure

5. “Tube feeding is only used when treatment has failed.”

True / False / Not sure

A simple scoring approach could classify 0-1 incorrect response as adequate basic literacy, 2-3 as

indicating the need for targeted counselling, and 4-5 as indicating high-priority myth-focused education

and follow-up. This tool should be regarded as hypothesis-generating and would require psychometric

and clinical validation before broader use.

A complementary tumor-specific myth module can be added to flag common misconceptions in selected

cancer types and to support more targeted counselling.

Illustrative examples include:

pancreatic cancer (“I should avoid all fats”; evidence-based correction: fat intake should be

individualized according to symptoms, digestion, and treatment phase, and some patients may

require energy-dense foods rather than indiscriminate fat restriction),

head and neck cancer (“Radiotherapy means I must switch to liquids only”; evidence-based

correction: food texture should be adapted to swallowing ability and symptom burden, and many

patients can maintain intake with soft or texture-modified foods rather than liquids alone),

colorectal cancer (“Chemotherapy always requires a low-fiber diet”; evidence-based correction: fiber

advice should be individualized according to bowel function, symptoms, and treatment-related effects,

rather than applied universally),

upper gastrointestinal cancer (“If I feel full quickly, I should stop eating more often”; evidence-based

correction: early satiety is often better managed with smaller, more frequent, energy-dense meals

rather than reduced eating frequency)..”

2. Symptom-linked rescue meal tools

Patient materials could link common nutrition-impact symptoms such as nausea, mucositis, dysphagia,

early satiety, diarrhea, constipation, taste change, or pancreatic maldigestion with practical meal

adaptations, oral strategies, and warning signs for clinical escalation. Such tools would operationalize

existing guideline principles at the point of eating behavior rather than at the abstract recommendation

level[6][8][12].
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This tool is a concrete example that would translate guideline-based nutrition advice into immediate,

symptom-specific food actions that patients can use between visits, especially during active treatment.

A one-page “symptom-to-food action card” with 4-6 common symptoms and three food responses each

is shown in table 2.

Symptom What to try now When to call the team

Nausea
Small cold meals, dry crackers, ginger tea, sip oral

supplements slowly

Vomiting >24 hours, unable to keep

fluids down

Early satiety
6 mini-meals, add oils/powders, drink calories between

meals
Intake <50% for >3 days

Diarrhea
Low-irritant foods, oral hydration, review enzyme use

if pancreatic disease
>6 stools/day, dehydration

Constipation

Increase fluids if allowed, add gradual fiber if

appropriate, prune/kiwi/fruit puree, warm drinks,

gentle activity, review constipation-causing medicines

No bowel movement for several days,

abdominal pain, vomiting, or suspected

obstruction

Mouth pain /

mucositis

Soft bland high-protein foods, cool foods, avoid

acidic/spicy items

Severe pain, bleeding, almost no oral

intake

Dysphagia
Texture-modified foods, fortify purees, high-protein

drinks
Coughing/choking, rapid weight loss

Table 2. Symptom-linked rescue meal strategies for oncology nutrition support

This tool would make abstract recommendations more immediately usable and could be adapted across

tumor types and treatment settings. Before clinical adoption, it should be tested for readability,

acceptability, and usefulness in patients with different educational and clinical backgrounds.

3. Perioperative nutrition checklists

A concise perioperative nutrition checklist could translate ERAS and clinical nutrition recommendations

into patient-friendly tasks, including fasting instructions, carbohydrate loading where appropriate, oral
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supplement timing, early postoperative intake goals, and warning signs that require contact with the

care team. This would not replace ERAS pathways, but would provide a patient-facing parallel tool [15][17]

[22].

An illustrative example would be a seven-day perioperative checklist for patients undergoing upper

gastrointestinal or pancreatic surgery.

Before surgery

1. I know when to stop solid food.

2. I know whether I should take carbohydrate drinks and when.

3. I started oral nutrition supplements if prescribed.

4. I reported recent weight loss and poor intake to the team.

After surgery

1. I know when oral fluids start.

2. I know my first-day intake goal.

3. I know what symptoms should prompt urgent contact.

4. I know whether tube feeding or supplements are part of my pathway.

Traffic-light footer

Green = eating and drinking as planned

Yellow = low intake, nausea, or early satiety

Red = no intake, persistent vomiting, or worsening weakness

This prototype should be tested in preadmission or perioperative clinics to assess comprehension,

completion time, feasibility, patient confidence, and adherence to postoperative feeding plans.

4. Survivorship diet and weight-management tools

Survivorship guidance supports long-term healthy dietary patterns, weight management, and physical

activity. A structured survivorship tool could translate these recommendations into a practical and non-

restrictive format while discouraging unsupported “anti-cancer diet” messaging [8][14][20][23].

An illustrative example would be a Cancer-Confident Plate and Weight Tracker composed of two

elements.
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Plate model

One-half plate vegetables, legumes, fruit variety

One-quarter plate protein foods

One-quarter plate whole grains or starchy foods

Optional healthy fats

* Note: texture and quantity should be adapted to symptoms, weight goals, and clinician advice.

Weight and habits tracker

weekly weight,

appetite,

number of physical activity days,

supplement use,

questions or concerns for the next visit.

This tool is consistent with survivorship guidance because it emphasizes diet quality, weight

management, and physical activity without promoting restrictive eating patterns. It should be tested for

usefulness, self-efficacy, and its potential to reduce reliance on unsupported dietary advice from non-

medical sources.

5. Low-burden digital prompts and QR-linked education

For centers without full-scale digital nutrition infrastructure, low-burden semi-digital tools could

provide a practical bridge between paper guidelines and more advanced digital pathways. Examples

include QR-linked resources, brief symptom check-ins, and messaging-based prompts that connect

reassessment with tailored education.

An illustrative example would be a QR-linked mini-pathway provided in discharge papers or through

WhatsApp or SMS follow-up.

Step 1: The patient scans QR code.

Step 2: A 60-second self-check opens, including questions such as:

1. Have you eaten less than half your usual amount in the last 3 days?

2. Have you lost weight recently?

3. Which symptom is making eating hardest today?
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Step 3: Based on the response, the patient receives:

one symptom card,

one rescue meal suggestion, and

one warning on when to contact the care team.

Example output:

“You reported poor intake and nausea. Try 5-6 small cold meals, sip high-calorie drinks slowly, and

separate fluids from meals. Contact your team if you cannot keep fluids down or if intake remains below

half of usual for more than 3 days.”

This model reflects the same general logic of dynamic classification and tailored response used in digital

implementation pathways such as MyPath, but in a lower-resource format intended to complement,

rather than replace, existing guideline-based care.

Discussion

The principal finding of this review is that contemporary oncology nutrition guidance is rich in

clinician-facing recommendations but still comparatively limited in standardized patient-facing

implementation design. They also reflect important areas where evidence and recommendations remain

heterogeneous—for example in screening instruments, diagnostic criteria, and the role of specialized

nutrition interventions—further underscoring the need for simple, testable patient-facing tools. This

matters because effective nutritional care depends not only on screening, assessment, and prescription,

but also on what patients understand, believe, and do between consultations [1][2][3][6][12].

The novelty of this manuscript lies in comparing multiple guideline traditions that are often considered

separately and reframing them through a single implementation question: how can their shared

principles be translated into practical patient support? Existing publications address important

individual domains, including clinical nutrition guidance, cachexia management, survivorship lifestyle

counselling, ERAS pathways, and digital oncology nutrition systems. However, to current knowledge,

none brings these strands together into a compact cross-guideline framework that explicitly derives

prototype patient-centered tools from shared implementation gaps [2][6][14][15].

Several limitations should be acknowledged. First, this is a narrative and purposive review rather than a

systematic review, and it aims for conceptual synthesis rather than exhaustive coverage of all oncology
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nutrition literature. Second, the proposed tools are not validated and should not be presented as ready for

routine clinical adoption. Third, local applicability will vary according to staffing, reimbursement, digital

infrastructure, and professional role definitions [2][6][10][12].

Future work should proceed in stages. Initial development should involve co-design with patients and

multidisciplinary clinicians to improve content, usability, and acceptability. This should be followed by

psychometric validation of literacy instruments, feasibility testing of symptom and survivorship

materials, and pragmatic implementation studies evaluating effects on intake, treatment tolerance,

quality of life, and workflow integration [1][3].

Conclusion

Current international oncology nutrition-related guidelines provide a strong foundation for clinician

decision-making, but they do not yet fully close the gap between recommendations and patient-centered

implementation. Across clinical nutrition, cachexia, survivorship, perioperative, and digital frameworks,

the field has matured scientifically while remaining incomplete in literacy assessment, standardized

patient-support tools, and practical digital delivery [2][6][7][12][14][15].

The tools proposed here should be understood as conceptual prototypes derived from shared cross-

guideline gaps rather than as validated instruments. Framed in this way, the manuscript offers a practical

and novel contribution by translating established guideline knowledge into a patient-centered research

and implementation agenda for oncology nutrition.
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