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Background: Colorectal cancer is the third most frequently diagnosed cancer worldwide,
disproportionally affecting older people. With modern trectment, older people are
surviving cancer freatment and recovery. However, only a limited number of studies on the
older person’s experience of recovery exist. Knowledge of the experience of recovery

among people 80 years or older is essential fo optimize recovery and follow-up care.

Recovery

Social support

Obijective: The aim of this study was to explore the experiences of persons 80 years or
older during recovery up to 2 years after curative colorectal cancer surgery. Methods:
This exploratory inductive qualitative study was conducted through 18 individual in-depth
interviews between July 2020 and June 2021. Content analysis was used to analyze the
data. Results: The main theme identified was Recovery among the old is a complex
process. It indicated that older people operated on for colorectal cancer may have intricate
health challenges that affect recovery in addition to their cancer and treatment. The main
theme is built upon the subthemes Individual factors affect colorectal cancer recovery and
External support systems facilitate and impede colorectal recovery. Conelusion: Important
resources for recovery among old patients included their own coping ability and support from
social networks and healthcare services. The identified barriers to recovery included other
health problems and issues with healthcare services delivery. Implications for Practice: It
is essential for healthcare personnel in contact with older patients to be aware of factors
that influence their recovery to identify and preserve the older person’s resources and

implement health-promoting initiatives fo optimize recovery when needed.
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olorectal cancer (CRC) is the third most frequently di-

agnosed cancer worldwide in both sexes.' Approximately

40% of all CRC patients in Norway are older than
80 years.” With increasing life expectancy, the number of people
newly given a diagnosis of CRC is estimated to have risen propor-
tionately. Improved treatments have led to more people living with
cancer as a chronic condition rather than succumbing to the disease.
National guidelines in Norway recommend that the follow-up care
after curative CRC surgery of patients 80 years or older be deter-
mined individually outside systematic follow-up programs.’

Older people have a higher distribution of complex medical
comorbidities, polypharmacy, and reduced reserve capacity in
addition to the risk of experiencing social, functional, and cogni-
tive decline.*” Left untreated, CRC can cause severe symptoms
and death, and surgery is the only curative treatment option.
Elective surgery for CRC is considered safe among all patients.®
However, CRC surgery is associated with short- and long-term
complications and symptoms that may be particularly bothersome
for older patients.”~ Physical functioning has been reported to be
significantly reduced in older people 2 years after CRC surgery.®'°
Reduced physical function and persistent symptom burden con-
tinuously affect recovery, everyday life, and coping capacity.'®"!
Thus, older people are more prone to having delayed recovery com-
pared with their younger counterparts.'* However, health-related
quality of life has been found to have improved already 3 months
postoperatively and be sustained forward compared with pre-
operative levels.'? Studies that explored aspects of recovery af-
ter surgery for CRC among the old found variations in the
quality of follow-up care, a lack of individualized rehabilita-
tion, and experience of unmet needs of social support.'4~1¢
The risk of unmet needs of social support was associated with
a high symptom burden.'®

Despite experiencing challenges shortly after discharge, older
people seem to cope and persevere.'” This may be in accordance
with the theory of salutogenesis, that is, the ability to perceive life
as manageable and meaningful, in addition to the experience of
situations as comprehensible, termed a person’s sense of coherence
(SOC)." Sense of coherence can be seen as a health-promoting re-
source that measures a person’s capacity to cope.'® Research has
shown that SOC correlates with age and physical function in
CRC recovery among the old'® and protects against negative
health outcomes in an older general population.*’

However, there is a lack of knowledge on how older persons
experience recovery beyond the first few postoperative weeks. Ac-
cordingly, we consider that knowledge of the long-term recovery
of old patients using a qualitative approach is needed to better
understand the challenges faced by this patient group and facili-
tate optimal follow-up. Thus, this study aimed to explore how
persons 80 years or older experienced recovery up to 2 years after

curative surgery for CRC.

m Methods

This study has an exploratory inductive qualitative design to
illuminate patients’ experiences of recovery in the first 2 years
after surgery.”'
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Participants and Procedure

Participants were recruited from a university hospital in Western
Norway with a catchment area of 18 municipalities with approx-
imately 400 000 inhabitants. The hospital performs more than
300 elective or acute CRC operations annually and is the only
hospital that offers surgical services for CRC in the catchment
area. Approximately 40% of the operations are on people 80 years
and older.

Convenience sampling was applied because the participants
themselves had to take action and contact the researcher to volun-
teer to participate.”> The inclusion criteria were (1) having under-
gone elective curative resections for stage I to III CRC between 1
and 2 years prior and (2) being 80 years or older at the time of sur-
gery. Exclusion criteria were (1) the presence of cognitive impair-
ments and (2) the inability to understand and speak Norwegian.

An electronic patient record database was screened in May
2020 to identify persons matching the inclusion and exclusion
criteria. Invitations to participate were sent to all identified per-
sons who met the inclusion criteria by mail with detailed infor-
mation on the study, along with return envelopes for the in-
formed consent form. After receiving the consent forms, the first
author phoned the participants to set a time for the interview.

Of the 15 eligible participants, 10 agreed to participate. The
first 7 interviews were conducted in July and August 2020. One
informant proved unsuited for participation in the study due to
reduced general and mental health and was therefore excluded.
Because of a rise in the reported number of COVID cases in
the area, data collection was paused until May 2021, when the
pandemic regulations permitted the resumption of interviews. Be-
cause of the extended time since surgery, 3 participants awaiting
interviews were excluded. Consequently, an additional recruit-
ment round was performed in May 2021. Of 31 eligible partic-
ipants, 14 agreed to participate in the study. However, only 12
interviews were conducted as little new information was brought
forth in the last interviews and we concluded that saturation had
been achieved. The interviews were conducted in June 2021. To
sum up, the first 6 interviews were conducted in 2020, followed
by 12 interviews in 2021, resulting in a total of 18 individual
face-to-face in-depth interviews.

Data Collection

All interviews were conducted by the first author (K.S.E.) in the
participants’ homes and lasted approximately 1.5 hours each.
Before the interviews, an interview topic guide was developed
based on the study’s research objective and existing literature'>'?
(Table 1). The interviews started with the overarching opening
question: “Can you describe your experience after surgery, how
you felt, and what you experienced in the first days at home,
the first weeks, months and year, up until now?” The partici-
pants’ response to the opening question often covered several
items in the interview topic guide. It was therefore used flexibly
to accommodate items and issues raised by the participants.*?
Follow-up questions were asked to clarify uncertainties and to
obtain more detailed descriptions. The participants were en-
couraged to speak freely about their experiences of recovery.

Eriksen et al



SMAGZUMIPXZOBBAeOATIAEIDYIASALLIAIPO0AEIEAHIOIN/AOAUMYTXOMADUOINX YO

HISABZIYTO+eYNIOITWNOIZTARY HAESHINAYG AQ auluoBuISINUIBOUERD/WOd MM| S[euInolj/:dny woly papeojumoq

€202¢/t70/60 uo

Table 1 ® Interview Topic Guide

first weeks, months and year, up until now?

Opening question: Can you describe your experience after surgery, how you felt, and what you experienced the first days at home, the

Topic Areas ltems

Questions

Significance of the disease  Experience of symptoms
in everyday life Experience with complications
Influence in everyday life
Stoma or anastomosis

Coping Need for support
Involvement of social support

Follow-up care Possibility of influencing follow-up
Organization of follow-up

The general practitioner’s role
Other follow-up arrangements

Inclusion of next of kin

Information

Which symptoms have you experienced?

Have you experienced complications? If yes, can you describe further?

How did the experience (symptoms or complications) affect everyday life?

Did you have a stoma because of your surgery?

How did you experience having a stoma?

What challenges have you had with your stoma?

How did the wound heal?

What support did you need?

Was there any support you wished you had?

Do you have any family, friends, or others who helped during recovery?

What was the nature of these tasks?

Did you have any influence in the organization of your follow-up?

Have you been in contact with healthcare services after discharge? What
kind of follow-up care have you received?

How has your general practitioner been involved after discharge? Did you
talk to your general practitioner about your cancer surgery or recovery?

Have you had contact with other healthcare personnel after discharge?

Were your next of kin, family, or friends involved in communication with
healthcare services?

Did they receive any information before discharge or after doctor visits?

Did you receive information regarding recovery, activity, possible
complications, or ways to handle symptoms? Did you miss any
information in recovery? If yes, could you elaborate?

Examples of clarifying questions:

* Can you elaborate?

* How did you experience this?

* How did this experience make you feel?

* Earlier you told me about.... Can you elaborate?
* Can you give me an example of this?

* How did this affect your everyday life?

the CRC operation?

Abbreviation: CRC, colorectal cancer.

The interviewer took field notes to navigate the interview, in ad-
dition to helping preserve and explore nonverbal communica-
tions through follow-up questions. The notes were not included
in the analysis but sometimes served as additional information.
The interviews were digitally recorded and transcribed verbatim.

Data Analysis

Data were analyzed according to the work on qualitative induc-
tive content analysis by Graneheim and Lundman®*? to gain
a deeper understanding of recovery from CRC surgery among
the old. An analysis team consisting of the first, second, and last
authors contributed to the analysis. All members of the analysis
team are registered nurses and have experience with conducting
qualitative studies and the accompanying analysis. The first au-
thor is a doctoral fellow at a university and has over 15 years of
experience working with geriatric and CRC patients. The other
members of the analysis team each hold a PhD in health science
and have experience researching patients with cancer. The fourth

Recovery After Colorectal Cancer Surgery

Final question: Is there anything you would like to add that we have not talked about and that you think is of importance for your recovery after

author is a colorectal surgeon and professor with an extensive
background in treating CRC patients.

The analysis was conducted in 3 steps. The first step began
with familiarization with the transcripts to gain a comprehensive
understanding of the extent of the data. The first author then
performed a decontextualization of the interviews by identifying
and dividing the interview transcripts into meaning units. The
meaning units were condensed before they were abstracted and
labeled with codes describing the content. A transcript of the mean-
ing units with associated condensed meaning units and codes was
distributed among the analysis team. Each member of the team
systematically reviewed the entire transcript before discussing the
decontextualization process and making appropriate adjustment
to the codes. In the second step, the first author recontextualized
the data material by forming subcategories based on patterns
linking different codes. Patterns across subcategories were then
linked in categories describing the visible patterns in the data.*
In the third step, the mutual underlying meaning for several cate-
gories was interpreted into themes. A new transcript of the analysis
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Meaning Unit Code

Subtheme Theme

Category

“In the hospital, they said that when I got home, a Homecare
(homecare) nurse would come. They would notify the
homecare nurses that they should come, but that they
probably would not be able to come until the next

day. The next day, no one came, so I called my

come as
promised

daughter, who in response called (the homecare
nurses). It turned out they had not received
notification that they should visit me.” (P7)

with themes, categories, codes, and meaning units was distrib-
uted to the analysis team. The analysis team then discussed the
recontextualization, which caused the emergence of a main theme,
reducing the other themes to subthemes based on the interpreta-
tion of the underlying meaning of the themes.?* See Table 2 for
a detailed example of the analysis process. The qualitative data
analysis software NVivo 12%¢
support a systematic analysis.

was used to organize the data and

Ethical Considerations

Ethical approval was obtained from the Regional Ethics Commit-
tee of Western Norway (REK Vest 19983) as well as from the hos-
pital. Eligible participants were provided with written and oral in-
formation about the study and their rights. Before the interviews,
consent forms were signed and the information on the partici-
pants’ rights was repeated. Pseudonyms were used to protect the
identities of the participants.

Trustworthiness

The study’s trustworthiness was managed according to 3 charac-
teristics: credibility, dependability, and transferability. This ap-
proach was first described by Lincoln and Guba®” and has been
recommended for qualitative content analysis.>* Credibility was
ensured continuously throughout the study through multiple ac-
tions. The authors have experience in working with surgically
treated patients with CRC, geriatrics, and qualitative research
methodology, which enabled them to gain insight and interpret
the participants’ experiences in a novel way that could otherwise
be difficult. During the interviews, the interviewer continuously
checked whether the understanding of the topic was correct. Al-
though the study used a convenience sample, the variety in per-
sonal characteristics was considered adequate to ensure rich de-
scriptions of the phenomena studied. During the analysis, discus-
sions within the research team provided various interpretation of
the analysis, critical discussion, and readjustment to the generated
codes, categories, and themes. To ensure dependability, the same
interview guide was applied to all the interviews with the same re-
searcher to minimize the risk of inconsistency. To ensure mansfer-
ability, detailed descriptions of the context, participants, recruit-
ment, data collection, and analysis are presented. In addition, com-
prehensive descriptions of the findings were provided, together with
appropriate quotations. The transferability of the results to other
cultures may be limited because all the participants in the study were

4 m Cancer Nursing®, Vol. 00, No. 00, 2023

nurse did not

Healthcare services  External support systems ~ Recovery among

may create facilitate and impede the old is a
problems in colorectal cancer complex
recovery recovery process

of Norwegian descent. However, the detailed descriptions of the
experience of recovery among the old can help readers to identify
and transfer patterns of interest outside the current context.”®

m Results

Sample

The participants’ mean age at the time of surgery was 85 years,
and the mean time since surgery was 18 months. Four partici-
pants lived in rural areas, 2 had received radiation before surgery,
and 6 participants received a stoma as a part of the cancer opera-
tion (see Table 3 for further details).

During the interviews, participants described different as-
pects of recovery and their impact. Recovery among the old is a
complex process constituted the main theme that represented the
internal link between the 2 subthemes, each based on 2 catego-

ries (see Table 4).

Main Theme: Recovery Among the Old Is a
Complex Process

The main theme describes several factors affecting recovery, such
as the participants’ general health condition, social relationships,
and changes to everyday life caused by the cancer or treatment.
External help from social networks and healthcare services pro-
moted recovery by providing support when unmet needs oc-
curred; however, an issue arose when expectations of support

Table 3 ® Characteristics of the Participants

Characteristics n
Age at surgery, y

Median (range) 85 (81-92)
Gender, n

Female 10

Male 8
Marital status, n

Married 11

Single/widowed
Location of cancer

Colon 13

Rectum 5
Months since surgery

Median (range) 18 (12-23)

Eriksen et al
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Table 4 ® Overview of Theme, Subthemes, and Categories

Category

Subtheme Theme

The burden of recovery in old age

The strength within the resilient older person

Healthcare services and social network provide
support for unmet needs in recovery

Healthcare services may create problems in

recovery

and reality were unaligned. This theme consists of 2 subthemes,
namely, Individual factors affect colorectal cancer recovery and Ex-
ternal support systems facilitate and impede colorectal cancer recov-
ery. Each subtheme is built upon 2 categories.

Subtheme 1: Individual Factors Affect
Colorectal Cancer Recovery

This subtheme concerns individual factors of the older person
that affect recovery. The older person’s inner strength was exhib-
ited through their management of adversity. Individual resources
such as positive thinking and sheer determination helped them
cope and persevere during recovery. At the same time, the bur-
den of recovery in old age was divided between how the older
person experienced challenges and symptoms from the cancer
treatment, and how other diseases could shift focus away from
recovery because of the manifestation of more alarming and
intense symptoms.

CATEGORY: THE STRENGTH WITHIN THE RESILENT
OLDER PERSON

The participants’ reflections on challenges experienced during re-
covery and management demonstrated their inner strength.
They described a motivation for active rehabilitation and a desire
to acquire new abilities to be independent. Participants with
stomas had to learn to perform self-care, also in less-than-ideal
situations when experiencing leakage. Sometimes, they had to
test different products to find the ones that suited their needs.
Nonetheless, they wanted to end assistance from healthcare per-
sonnel as soon as possible once they could manage themselves;
however, this could take a while.

In the beginning, they (home care nursing) came both in the
morning and at night, but not for long.... Next, they just

came in the morning,.... Then I began changing the (stoma)
bag by myself, which led them to only come Mondays and
Thursdays to change the (stoma) plate. ... After that, I said I

could manage on my own. (P7)

They often needed help at the beginning of their recovery
and had to be realistic regarding their own limitations. A few in-
formants described situations in which they had exceeded their
capacity in pursuit of independence, causing a setback in recov-
ery. For a while, only essential chores were performed, and the
rest had to wait. By implementing different types of aids, such
as walkers or personal alarms connected to home care nursing,
they tried to manage as much as possible by themselves. Several

Recovery After Colorectal Cancer Surgery

Individual factors affect colorectal cancer recovery

Recovery among the old is a
complex process

External support systems facilitate and impede
colorectal cancer recovery

requested aids initially enabling them to stay self-reliant in addi-
tion to providing a feeling of safety. The use of aids was especially
frequent in the first part of their recovery at home but sometimes
continued further in their recovery journey.

You can function when you are old and had this (operation)
and everything, but you have to want to. You cannot sit
down, think, and feel sorry for yourself or something like
that. You have to try to do what you can for as long as you
can. I think that is very important. (P14)

Many of the participants had faced cancer before or had
witnessed others going through cancer treatment, some with fatal
outcomes. This experience altered their thoughts about the can-
cer trajectory, and they described being more resilient toward the
psychological strain of receiving a cancer diagnosis, treatment,
and recovery. They did not allow challenges or suffering in recov-
ery to overshadow everyday life but rather focused on the posi-
tive. The cancer itself was not something they thought about; it
was only when something went wrong that the thought of recur-
rence emerged, triggered by either new diseases or injuries. They
often felt cured after the cancer surgery, and several informants
expressed feeling lucky compared with others.

Another person had rectal cancer. He had to undergo
surgery to receive a (stoma) bag. Afterwards, he was going
home for a few months before having a new surgery where
they would try to make a new rectum. When you think
about such things, I am actually problem-free. (P11)

CATEGORY: THE BURDEN OF RECOVERY IN OLD AGE

The participants experienced a lack of capacity to manage recov-
ery. Most of their attention was initially drawn to feelings of
being impaired by symptoms such as pain, reduced appetite, re-
duced general condition, and reduced physical function and en-
ergy. They also experienced problems related to urination and
the leakage of urine, stool or stoma leakage, odor, sleep, and men-
tal capacity. Some experienced complications such as ileus, her-
nia, or infections and described this as causing a deterioration
in recovery.

When it (the surgical wound) was infected...everyday life
was affected of course. ... I was not productive since I could
not do anything, it hurt. I managed to care for myself
because that was important to me. No, I needed help, and I

had no energy. (P16)

Symptoms were divided into initial and persistent symp-
toms. Initial symptoms lasted between a few weeks and half a

Cancer Nursing®, Vol. 00, No. 00,2023 m 5



year. Afterward, some participants felt that they had regained
their general condition and health, thus considering recovery to
be complete. At the same time, most participants described hav-
ing overcome the most bothersome symptoms but conceded to
not being fully recovered and described experiencing persistent
symptoms for up to a year or longer after surgery. These symp-
toms became an integrated part of everyday life. The most fre-
quent symptoms were problems with stool, odor, and reduced
physical function and energy. It became difficult to know which
bodily changes were due to physical decay related to increased age
and which were due to the cancer treatment. The participants
ere confronted with their mortality when they began preparing
for the future. Responsibilities had to be managed, and they reflected
a great deal on not wanting to be a burden. However, their de-

£

scriptions of events portrayed them as lonely and sometimes
ashamed of their circumstances in their attempt to manage chal-
lenges in recovery, hindering them from seeking necessary help.

I sat down on the toilet when it exploded. It was horrible. I
felc if I asked for help, they would most certainly throw up. I
had to take care of it myself, which I did. I rinsed, dried and
managed to clean up by myself.... It was embarrassing. You
cannot ask someone else to come and clean up after you, at
least not when you are of a clear mind. (P5)

Other health problems shifted focus away from recovery in
the form of persistent symptoms of previous health problems,
the occurrence of new health problems after the cancer surgery,
or diseases uncovered during the CRC trajectory. This could take
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HIsqbZ3ay1e+erNIOITWNOTIZTARY HARSHINAYF Ag auljuobuisinuladued/wod mm| sfeunoly/:dny wouy papeojumoq

the form of existing or new symptoms such as dizziness, heavy

breathing, a drop in blood pressure, pain, reduced energy, or lack
of mobility. Alternatively, it could include physical injuries such as
trauma to the extremities or back or an additional cancer diagnosis.

€202¢/t70/60 uo

The need to undergo treatments, procedures, and surveillance for
new health problems affected the participants’ physical functioning
and mental strain. Regardless of origin, the experience of symptoms
related to old or new health problems could impair their capability
to engage in rehabilitation and health-promoting activities.

It is not the cancer that troubles me the most. If it had just
been it (the cancer), I think I would have been able to do
more. If my legs worked right and I had a good back, I would
have been better, I could have accomplished more.... I have
trouble walking, but I try to go for a walk nearly every day,
but it hurts.... Yes, of course, it has a negative effect. (P15)

Subtheme 2: External Support Systems Facilitate
and Impede Colorectal Cancer Recovery

This subtheme concerns the impact of external support systems
on the recovery of older persons after surgical CRC treatment.
The external support system consisted of the patient’s family, sup-
port from home care nursing in the municipality, and, in a few
cases, close friends. The support system could compensate for
the needs and care that the older patients were unable to fulfill
and provide for themselves. However, problems in recovery
could arise when they experienced discrepancies between their
expectations of home care nursing and reality.

6 W Cancer Nursing®, Vol. 00, No. 00, 2023

CATEGORY: HEALTHCARE SERVICES AND SOCIAL NETWORK
PROVIDE SUPPORT FOR UNMET NEEDS IN RECOVERY

Having a supportive network of family or close friends was a vital
resource for recovery. The interviews contained descriptions of
practical and psychosocial support from family members when
needed. The older participants had few expectations of support
from family but appreciated the assistance immensely. Family
members provided help with practical tasks such as housework,
shopping, and transport in addition to visits. Municipality ser-
vices lacked facilities for these practical everyday tasks. Conse-
quently, if the participant’s social network was sparse, these tasks
wete described as challenging and could remain unfulfilled. An
intimate partner often assisted with personal hygiene otherwise
covered by home care nursing. Furthermore, support from home
care nursing consisted of assistance in performing procedures
such as wound care, rehabilitation, stoma care, stitch removal,
and the administration of medication. In addition, home care
nursing provided assistance in acute situations, for example, if
the participant had fallen, felt unwell, or experienced stoma leak-
age. The participants were more dependent on help initially in re-
covery and managed successively more as their general condition
improved and symptoms subsided. They gradually regained
strength or learned how to perform the procedures themselves,
thus eliminating the need for help from home care nursing.

There are days that are difficult with (stoma) leakage and
such. However, now I know what to do.... Now I manage.
In the beginning, I had to call and get help from home care
nursing, but now it is fine. (P15)

Some participants mentioned the importance of calling
healthcare personnel if something happened during recovery.
General practitioners, home care nurses, and specialist nurses at
the stoma outpatient clinic were mentioned as good supporters
to make them feel safe at home.

You always have to know from where you can receive help,
yes. It is that communication that makes you feel like you

are not isolated. That someone says you can call...just as in
the hospital with the stoma nurse whom you can call and

ask—Is this normal? It is very important that you don’t need
to wonder and feel (so you can abandon the feeling) that you
cannot get the help you need. I think that means a lot. (P14)

CATEGORY: HEALTHCARE SERVICES MAY CREATE PROBLEMS
IN RECOVERY

Some aspects of follow-up care may become barriers to recovery,
such as an imbalance in anticipated and provided support or the
occurrence of unrealistic expectations of the older person’s capac-
ity for management of healthcare activities.

Discrepancy sometimes occurred between the expected and
provided support, resulting in unmet needs in recovery.
Throughout recovery, several participants described needing sup-
port from healthcare services. A few participants reported that
their requests for assistance or aids were denied by the healthcare
service, such as a request for assistance with food preparation be-
cause of reduced energy or installment of a door opener because

Eriksen et al
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of reduced physical function. The rejection made the participants
feel worthless and resulted in everyday life being more challeng-
ing. Miscommunication and lack of collaboration within and be-
tween the specialist healthcare service and the primary healthcare
service could ultimately affect the assistance provided to the par-
ticipants; many did not receive the services promised. This could
be help from home care nursing, as promised by nurses in the
hospital, or follow-up from the hospital, as described by their
general practitioner. One participant described consulting her
general practitioner after experiencing bleeding per rectum months
after surgery; however, she did not receive a directive for further
testing from the hospital, contrary to instructions from the general
practitioner, and had to pursue this herself.

But I did not hear anything. Time passed and then I
thought I had to make an appointment with my general
practitioner to ask about it.—I have not heard anything
from the hospital, I said (to the general practitioner).—Oh!
Good of you to come, he said, I will call them at once. He
was surprised. I got an appointment a week afterwards.... I
was nervous for several months and thought it (the cancer)
had come back again. (P13)

The expectations of the healthcare service regarding the par-
ticipant’s ability and capacity to manage became visible. There
was an expectation from healthcare services that the participant
could use e-health services when communicating with some
healthcare services. However, several participants did not manage
e-health services because they were not digitally competent, resulting
in a feeling of helplessness. Furthermore, the follow-up surveillance
offered to the participants varied in addition to the responsibility for
the follow-up schedule. Several were enrolled in a systematic 5-year
follow-up program with regular blood tests and different diag-
nostic tests, whereas others had no follow-up. One participant
wanted more follow-up as a reassurance of the cancer being gone,
whereas another trusted the doctor’s judgment regarding what
was needed in terms of follow-up.

In a few instances, the general practitioner took the initiative
to organize the follow-up appointments. Otherwise, and most of-
ten, the participants themselves were responsible for arranging
the follow-up appointments by contacting their general practi-
tioner, who organized the appointments. When the participants
were responsible for the follow-up schedule, they often felt bur-
dened with having to be in control of the follow-up schedule.
Management of the follow-up program by participants initially
resulted in some missed appointments in the schedule. The re-
sponsibility of managing follow-up care could be an extra bur-
den, especially when considering that the participants often had
other diseases also in need of healthcare surveillance.

There were quite a few appointments for a while. One day, I
started to cry when I thoughe—Ugh, cardiologist, clinic for
skin disease, gynecologist...But then I calmed down a bit
and looked at the appointments and sorted out the ones I
could not attend since I was going into town (outpatient
clinic for skin disease) on Monday, Wednesday and Friday.
It was a bit much. (P4)

Recovery After Colorectal Cancer Surgery

m Discussion

This study explores the experience of recovery after curative CRC
treatment among the old in the first 2 years after surgery. Our
findings illustrate that recovery among the oldest old is a complex
process. They described experiencing issues over which they had
little control—such as other health issues, the presence of symp-
toms and complications, and insufficient collaboration with
healthcare services—and how this ultimately affected daily life.
Given the SOC concept, the issues experienced can affect the
older person’s comprehensibility and understanding of the situa-
tion. Consequently, they can challenge the older person’s coping
capacity. However, these participants also described supportive
factors in recovery, such as their inherent resilience and support-
ive environments, which helped them manage challenges.

This study found that recovery at home varied between the
participants in relation to recovery time, functional status, the oc-
currence of symptoms, severity, and duration. The participants
described recovery as being a challenging time in terms of man-
aging symptoms and complications, most frequently in the be-
ginning, although some symptoms persevered. Experiencing
symptoms and complications required the older person to take
responsibility for the required medical treatment and necessary
care at home. Long-term physical effects and adverse events after
medical treatment were seen to be an extra burden in recovery®’
and possibly have a profound impact on functional outcomes.**’
Furthermore, receiving a stoma can be a specific burden related to
CRC treatment. Having a stoma and being older than 85 years
increased the probability of experiencing a higher frequency of
symptoms up to 2.5 years into recovery.”>

The participants in this study were concerned with physical
function, symptoms, and returning to a normal life beyond 1 year
after surgery. The participants experienced reduced physical
function compared with the preoperative status and felt like a
burden to others because they experienced limitations in every-
day life. These findings are in accordance with the results of pre-
vious research, which found that older CRC patients experienced
decreased physical functioning up to 28 months after surgery.'°
The limitation in physical functioning affected the participants’
ability to perform everyday tasks and health-promoting activities,
have an active social life, and regain autonomy. This shows that
individualized follow-up care is an important aspect of the cancer
trajectory in older cancer patients.”> Promoting resource-oriented
follow-up care could improve their health'® and ability to manage
recovery. This agrees with the theory of salutogenesis. By screening
older patients for SOC through the Orientation to Life Question-
naire, healthcare personnel can identify problem areas and the re-
sources that patients still possess. This information will enable
them to identify areas needing health-promoting activities and iden-
tify and use the person’s strength in these. Although no cutoff points
are provided for the questionnaire, a higher score equals better
SOC." Older individuals with low SOC could be identified and
provided targeted initiatives to improve their SOC** and opti-
mize individual recovery.

Some participants in this study did not necessarily ask for
help from home care nursing when needed because of the shame
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they felt in the situation, such as situations involving uncontrol-
lable bowel function. Fear of recurrence, feeling ashamed, and
having problems discussing the issue with others can be a result
of uncontrollable bowel function as a consequence of cancer
treatment.”” Tt can be difficult to talk about and impair participa-
tion in social life.***” To be mentally prepared and able to cope
in recovery with the potential challenges and responsibilities, in
addition to asking for help when needed, the quality of perceived
information before discharge is important.

This study found that several participants were enlisted in a
5-year follow-up program, although national guidelines do not
recommend the systematic follow-up of patients 80 years and
older but rather encourage them to keep in contact with the gen-
eral practitioner.” On the basis of the findings of this study, the
decision to enroll old patients in the systematic follow-up program
should be made on an individual basis because most old patients
with metachronous metastases will not be eligible for treatment
or cure. This study found that they need individually tailored
follow-up care to manage their symptoms and complications.
Another important finding was that chronic illnesses and other
health issues increased the participants’ burden of organizational
responsibility. The participants found the responsibility in terms
of healthcare follow-up to be demanding and sometimes incom-
prehensible, which could hamper follow-up adherence. Besides a
few general practitioners who took responsibility for the follow-up
appointments, the participants did not describe any assistance
from healthcare services in lifting this organizational burden. In-
creased healthcare utilization among the old naturally follows in-
creased health problems and encompasses the coordination of
treatments and appointments for multiple health problems in
some cases. For older people who recover after CRC surgery, this
involves not only dealing with their recovery but also having to
manage other health problems in addition to normalizing every-
day life.*® This burden of recovery is an aspect of recovery from
CRC surgery among the oldest old that up until now has been
little explored.

We also found in this study that chronic illness and other
health problems shifted focus away from recovery and hindered
health-promoting activities among the old. Comorbidities have
received a lot of attention in research on CRC patients, especially
in older patients, where the focus has been on the prognostic

4
3949 However, the effect of comor-

value of treatment outcomes.
bidities and other health problems on recovery after discharge has
received less attention. A large population-based study found
that older people after cancer treatment had on average 5 comor-
bidities, with 2 emerging after the cancer treatment.*! Complex
health problems in older patients have been shown to disrupt all
aspects of everyday life and were seen in this study to further
hamper the ability to take part in health-promoting activities.**

Furthermore, having a supportive network, that is, family or
close friends, was seen to be a vital resource in CRC recovery
among the old, concurrent with earlier research.'*!>#>% Social
support can positively influence an individual’s SOC by shaping
a perception that can boost the individual’s meaningfulness. By
providing meaning and aid to their situation and defining chal-
lenges, social support contributes to disease management and is
therefore considered to be a health-promoting resource.'”*> Studies
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have shown that social support is an important resource for older
people to maintain functioning, physical health, and quality of
life.*>*” Our findings show that older patients appreciate help,
but they were, to some degree, afraid of becoming a burden.'*">
The finding that participants sometimes abstain from asking for
help is an aspect that healthcare personnel need to be aware.

However, despite experiencing challenges in recovery, they
managed well. They exhibited an inner strength through their
descriptions of how they have experienced challenges and man-
aged them through recovery. This is in accordance with previous
findings on older persons’ recovery after CRC treatment evalu-
ated closer to the surgery."” The salutogenic theory proposes that
through former encounters with challenging situations, the older
person learns coping strategies and insights that promote adjust-
ment to negative life events.*® The older participants have accu-
mulated life experiences through other stressful situations and
management of them. This experience strengthens their SOC and
shapes their perception of the cancer trajectory to make cogni-
tive, behavioral, and motivational sense, thus allowing for the ap-
plication of appropriate resources to manage the situation'® that
could make the cancer trajectory seem less daunting,. Patients of
higher ages seem to adjust better to cancer®® and be psychologi-
cally less affected.*® This also enables older people to adapt to the
process of recovery from cancer and its challenges.

Limitations

This study has some limitations that must be addressed. Because
of the convenience sampling, the sample may represent people
with greater resources and a stronger SOC who experienced
fewer challenges in recovery than the general population, which
may introduce a selection bias. Consequently, challenges in re-
covery may be more prevalent in the general population of the
old compared with the study population. However, the sample
was recruited from an unselected patient population of a single
institution offering surgical treatment. It represented a heteroge-
neous group of people with varying age, gender, cancer location,
and living area. Because of the qualitative nature of the study, the
results cannot be generalized to all older people recovering from
CRC surgery.

The interviews were conducted up to 2 years after surgery,
which could have affected the participants’ ability to recall informa-
tion. The interviews were conducted during the COVID pandemic,
which could have affected recruitment, with fewer volunteers be-
cause of the potential fear of contamination because data were col-
lected through face-to-face interviews. This could have limited
the findings. The interviews were performed during periods when
society was open, with few restrictions. However, the recovery in-
cluded periods with stricter restrictions and societal lockdowns;
thus, the findings regarding the ability to function in society
may, to some extent, be masked because of this general barrier.

An aspect of CRC recovery that does not appear in our find-
ings is the financial burden of cancer treatment and follow-up. In
Norway, cancer treatment is free of charge and available to all
Norwegian residents. In countries with other healthcare systems,
the financial burden can be an aspect of recovery and should be
taken into consideration.

Eriksen et al
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Implications for Practice

Modern medicine allows more people to live with cancer in old
age, wherein their cancer trajectory extends beyond discharge
from the hospital after treatment. Our findings illustrate that
older persons can experience complex healthcare conditions that
can affect their coping capacity. The study illustrates a need for
improvement of the care provided for the oldest old after curative
CRC, addressing individual needs throughout the entire recovery
process. Therefore, an understanding of older persons™ experi-
ences throughout the recovery process and the challenges they
encounter and identifying health-promoting resources are essen-
tial to optimize follow-up care. Healthcare personnel in contact
with this group of patients must be aware of the challenges the
latter might encounter to be able to facilitate the older person’s
environment to promote their coping capacity. They should also
make efforts to preserve and optimize the older person’s physical
function and independence in today’s practice of follow-up care
after CRC surgery. Furthermore, measures to reduce the burden
of other healthcare problems and symptom management should
be included in addition to actions to ease organizational respon-

sibility when needed.

m Conclusion

Our findings suggest that older people recovering from CRC treat-
ment are a vulnerable group with complex healthcare conditions
that can influence and sometimes hamper their recovery. The
older persons’ inner strength and support from family and health-
care services were important resources in recovery after CRC treat-
ment. At the same time, their general health and other health
problems could hamper and prolong their recovery. We identified
challenges they experienced in recovery that could be rectified to
improve the care of older people after CRC surgery.
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