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Abstract
Purpose Colorectal cancer (CRC) surgeries are major, complex, and often associated with debilitating symptoms or signifi-
cant deconditioning that may impair patients’ quality of life. Little is known about how patients and family caregivers cope 
and their unmet needs during this daunting perioperative phase. This study aimed to explore the experiences and needs of 
CRC patients who undergo surgery and their family caregivers.
Methods An exploratory qualitative design was adopted. A total of 27 participants comprising fifteen outpatients who had 
undergone colorectal cancer surgery and twelve family caregivers were recruited through purposive sampling from a public 
tertiary hospital in Singapore between December 2019 and November 2020. Individual, audio-recorded, semi-structured 
interviews were conducted, transcribed verbatim, and analyzed using thematic analysis.
Results Four themes emerged: initial reactions to the diagnosis, impact of the illness and surgery, personal coping, and 
external support. The lack of apparent assessments on the psychological well-being of patients was found despite several 
participants exhibiting early signs of distress. Access to psychological support provided by healthcare professionals or peers 
was selective, and knowledge deficit was prevalent, especially in the preoperative stage.
Conclusion Psychological priming and strengthening are important for CRC patients’ and their caregivers’ adaptive coping 
throughout the treatment continuum. Technology-based, dyadic psychoeducation should be offered preoperatively to ease 
CRC patients’ acceptance of their diagnosis and adjustment to life after surgery while at the same time reduce the burden 
of family carers.

Keywords Colorectal neoplasms · Perioperative care · Experiences · Coping · Needs · Qualitative

 * Su Wei Wan 
 suwei.w@u.nus.edu

 Choon Seng Chong 
 choon_seng_chong@nuhs.edu.sg

 Xin Pei Jee 
 xin_pei_jee@nuhs.edu.sg

 Minna Pikkarainen 
 minna.pikkarainen@oulu.fi

 Hong-Gu He 
 nurhhg@nus.edu.sg

1 Alice Lee Centre for Nursing Studies, Yong Loo Lin School 
of Medicine, National University of Singapore, National 
University Health System, Level 1, Clinical Research 
Centre, Block MD11, 10 Medical Drive, Singapore 117597, 
Singapore

2 Division of Colorectal Surgery and Surgical Oncology, 
Department of Surgery, National University Cancer Institute, 
National University Hospital, Singapore, Singapore

3 Yong Loo Lin School of Medicine, National University 
of Singapore, National University Health System, Singapore, 
Singapore

4 Division of Colorectal Surgery, Department of Nursing, 
National University Hospital, Singapore, Singapore

5 National University Health System, Singapore, Singapore
6 Martti Ahtisaari Institute, Oulu Business School, Oulu 

University, Oulu, Finland
7 Oslomet, Oslo Metropolitan University, Oslo, Norway

/ Published online: 17 March 2022

Supportive Care in Cancer (2022) 30:5401–5410

http://orcid.org/0000-0003-3658-8929
http://orcid.org/0000-0003-0669-7307
http://orcid.org/0000-0001-8502-9897
http://orcid.org/0000-0003-4516-6584
http://orcid.org/0000-0001-8545-1123
http://crossmark.crossref.org/dialog/?doi=10.1007/s00520-022-06963-1&domain=pdf


1 3

Background

Colorectal cancer (CRC) is one of the top three most com-
mon cancers in both men and women globally [1]. With 
its rising incidence rates [2], more are expected to undergo 
curative surgeries, which are the mainstream treatment for 
this disease [3]. Over the years, despite advancements in 
medical technology which led to enhanced surgical out-
comes and increased survival rates from 25 to 60% [4], 
the perioperative phase remains stressful and traumatic for 
some [5]. Preoperatively, CRC patients are plagued with 
a spectrum of overwhelming emotions including devasta-
tion, helplessness, fear and apprehension toward potential 
treatment complications and the fluctuating illness trajec-
tory [6]. Postoperatively, they are confronted with fatigue, 
bowel incontinence, nausea or vomiting, distressing discom-
fort and bodily changes interjected with feelings of embar-
rassment and loss of dignity [7–9]. The double whammy of 
physical and psychological setbacks encountered often sends 
them into a state of crisis and vulnerability [10]. Caregiv-
ers, in parallel, suffer high levels of strain and burden from 
disrupted schedules and finances, degradations in physical 
health, and poor psychological health [11–13]. The effect of 
this turmoil is exacerbated by the shortened length of stay 
(LOS) following surgery and the shift of complex cancer 
recovery from hospital to home [14].

Consistent evidence has supported the need for interven-
tions to mitigate the aforementioned detrimental effects of 
this disease. However, the majority of existing studies have 
either only examined postoperative experiences in isolation 
of preoperative events [7, 9, 14–17] or reported sporadic 
findings on potential predictors of CRC patients’ quality 
of life [10, 18, 19]. There is an incomplete understanding 
of perioperative experiences in their entirety, the extent of 
impact exerted by the disease and surgery, and how it shapes 
the individual’s response. Little is known about the coping 
behaviors and patterns, support availability, and unmet needs 
of this population and their caregivers. Furthermore, current 
literature also falls short in demonstrating how dyadic and 
social relationships define or contribute to the perioperative 
experience. Hence, the present study aimed to explore the 
perioperative experiences and needs of patients who undergo 
CRC surgery and their family caregivers.

Methods

Design and sampling strategy

This was a descriptive qualitative study. Potential partici-
pants were approached and recruited in person from the 

colorectal center of a public tertiary hospital in Singa-
pore between December 2019 and November 2020. This 
center provides perioperative education, counseling, train-
ing, and follow-up medical consultations for patients with 
colon, rectum and anal-related disorders [20]. Eligible 
participants were outpatients who had undergone colo-
rectal cancer surgery at least 1 month before this study’s 
commencement and/or their primary family caregivers. 
Those with a medical diagnosis or any known cognitive 
impairment(s) were excluded. To yield a diversified and 
panoramic understanding of this naturalistic inquiry, par-
ticipants were recruited through purposive, maximum var-
iation sampling based on the length of time since surgery, 
type of surgery, disease stage, presence of stoma after sur-
gery, age, and type of patient-caregiver relationship (e.g., 
spouse, parent–child, and sibling). A total of 36 potential 
participants were approached, of which four refused par-
ticipation due to time constraints, and three dropped out 
because they could only converse in a mixture of language 
and dialect that could not be transcribed. After accounting 
for those involved in pilot testing, the final sample com-
prised 27 participants.

Data collection

This study received ethical approval from the institutional 
review board of the study hospital. Upon obtaining writ-
ten informed consent, each participant completed a socio-
demographic and clinical information sheet followed by an 
individual, audio-recorded, semi-structured in-depth inter-
view. The interview guide developed based on Lazarus and 
Folkman’s theory of stress and coping [21] was reviewed by 
clinical and qualitative experts and underwent pilot testing 
(Appendix S1). A postgraduate, female researcher (WSW) 
who did not have any prior interaction with the participants 
conducted all interviews in person (before Covid-19) or via 
telephone (during Covid-19). The interviewer who is a reg-
istered nurse equipped with communication skills received 
further training on interview techniques and approaches 
from her PhD supervisor (HHG). Data saturation was 
achieved at the 11th patient and 9th caregiver. The inter-
views were conducted in English and lasted between 28 and 
84 min.

Data analysis

All interviews were transcribed verbatim by the interviewer 
alone (WSW), cross-checked for accuracy by another team 
member, and analyzed concurrently with data collection. 
Inductive thematic analysis was undertaken [10]. Audio 
recordings were replayed repetitively to facilitate data 
familiarization and immersion. Thereafter, two independent 
researchers performed systematic line-by-line open coding 
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on the raw transcripts (WSW and HHG). The coding tree is 
displayed in Appendix S2. Triangulation of the data (i.e., 
the corroboration of sociodemographic, clinical and inter-
view data from patients and caregivers) and among study 
team researchers took place during regular peer debriefing 
sessions [22]. Constant comparative analysis was utilized 
so that the researchers could achieve a better conceptual 
understanding and validate preliminary assumptions in the 
subsequent interviews [11]. A thematic map illustrating the 
connection between the themes and subthemes generated 
was drawn up after findings were compared and harmonized 
by a third researcher (CCS) (Appendix S3). The eventual set 
of themes and subthemes was formulated, refined, renamed, 
and arranged in sequence. Rigor was ensured through pro-
longed data engagement, consistent interviewer and tran-
scription, keeping an audit trail, use of a reflexive diary, and 
researcher triangulation.

Results

A total of 27 participants (15 patients and 12 caregivers) 
were interviewed, comprising five patient-caregiver pairs. 
The characteristics of our participants are summarized in 
Table 1 with details of each participant shown in Appendix 
S4 and S5.

Four themes were generated from the thematic analysis 
of the interview data (Fig. 1): (i) initial reactions to the diag-
nosis; (ii) impact of the illness and surgery; (iii) personal 
coping; and (iv) external support. The following quotations 
from patients are denoted by a P and caregiver by a C to 
preserve anonymity.

Initial reactions to the diagnosis

This theme summarizes both patients’ and caregivers’ initial 
negative emotional reactions to the diagnosis that were influ-
enced by various personal and situational factors.

Health beliefs and disease mismatch

Both patients and caregivers expressed feelings of shock and 
disappointment when they received news of their diagnosis, 
owing to preconceived ideas about healthy living and protec-
tive factors against CRC, as well as how plausible it was for 
the individual to have CRC based on his or her present health 
status. To some patients, the diagnosis did injustice to the 
healthy behaviors they cultivated and maintained throughout 
the years before the illness. One patient verbalized how upset 
she was when the diet regime she believed was ideal and had 
been adhering to could not keep her cancer-free.

So I was quite sad and worried, how come I have can-
cer suddenly, especially colon cancer? People who say 
you eat a lot of fibre things, you would not get cancer 
in the colon, but actually, that is not true because all 
my life is all vegetable. (P1)

Similar reactions of surprise and bewilderment followed 
by sadness and guilt were mirrored among caregivers who 
saw no genetic link nor found any abnormality in their care 
recipients’ bowel habits.

Yeah, it was a shock because… she never had any issue 
with her bowel and all that, only one time she went for 
the check-up, she got cancer already. (C6)
I thought I’ve done a fantastic job looking after their 
health but how would I know I missed such a very 
major one [care recipient having colorectal cancer]? 
Oh that one is a real, big surprise. We never suspect 
that, to be very frank. (C7)

Knowledge deficit about the disease and treatment

Both patients and caregivers were overwhelmed with many 
concerns at the point of diagnosis. Patients felt clueless and 
unprepared about the uncertainties relating to treatment, 
while caregivers struggled to figure out the unknowns that 
were necessary for the provision of care.

That time is starting to worry before the surgery… 
because we don’t know about how the surgery will go 
on all these things anyway, how it can be done, and by 
what sort or form of surgery you know. (P6)
In relation to cancer, well it came as a shock defi-
nitely… so it really was a new thing, we had no idea 
what it is about. (C11)

Patients who were more highly educated, however, dis-
played milder reactions to the diagnosis. They also appeared 
to be more forthcoming in addressing their fears and knowl-
edge inadequacy. For instance, one patient who was a uni-
versity graduate shared how he immediately acted on finding 
out more about CRC which was foreign to him.

It did not really affect me much, apart from telling that 
I should be a bit more cautious and not take life for 
granted. And that I must try to know much about this 
cancer and go for immediate assistance to arrest this 
situation. (P13)

Costly treatment and loss of income

Despite the caregivers reporting reasonable amounts of 
monthly household income per capita, our participants were 
stressed by hefty bills incurred from surgery and long-term 
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expenses on follow-up treatment and purchase of medical 
appliances.

So initially is the financial thing is quite tough for me. 
(P9)
Because initially, it was for piles it is a small surgery, 
and so the cost was rather affordable. However, when 
we found out that it became a tumor, the cost was 
exponential and humongous. At that point in time, the 
fear is really around the money. (C8)

Impact of the illness and surgery

This theme puts into perspective the magnitude of dis-
ruption both patients and caregivers had to contend with 
after CRC surgery. Patients unanimously reported signs of 
functional decline as a result of restrictions and limitations 
in dietary options, body movements, fitness, and energy 
levels. This led to significant impairments in work and 
social activities. In the same light, caregivers encountered 
disruption to schedules in addition to the emotional and 

Table 1  Participants’ 
characteristics (n = 27)

Characteristics Patients (n = 15)
n (%)

Caregivers (n = 12)
n (%)

Age in years (mean, range) 64.3, 43–84 52.2, 39–80
Gender

  Male 9 (60) 4 (33)
  Female 6 (40) 8 (67)

Ethnicity
  Asian, Chinese 9 (60) 8 (67)
  Asian, Malay 1 (7) 2 (17)
  Asian, Indian 4 (26) 1 (8)
  Others, Sikh 1 (7) 1 (8)

Highest education level
  Did not complete primary school 2 (13) 0 (0)
  Primary school 2 (13) 0 (0)
  Secondary school 9 (60) 3 (25)
  Polytechnic/college 0 (0) 3 (25)
  University 2 (13) 6 (50)

Disease stage (n = 14) NA
  Stage 1 1 (7)
  Stage 2 6 (43)
  Stage 3 6 (43)
  Stage 4 1 (7)

Time since surgery in months (mean, range) 29.2, 7–61 NA
Prior family caregiving experience NA

  Yes 3 (25)
  No 9 (75)

Duration of current caregiving experience (months) 
(mean, range)

NA 22.5, 2–48

Employment status NA
  Unemployed/not working 4 (33)
  Employed part-time 1 (8)
  Employed full-time 5 (42)
  Retired 2 (17)

Monthly household income per capita NA
  < $2000 3 (25)
  $2000–$5000 9 (75)
  > $5000 0 (0)

Relationship between patient and caregiver
  Sibling 2 (13) 1 (8)
  Spouse 11 (73) 3 (25)
  Child 2 (13) 8 (67)
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practical challenges faced during the provision of postop-
erative care.

Decreased physical capacity and disruption to work 
and schedules

Following surgery, a handful of patients highlighted that 
they could ‘no longer’ carry out certain tasks nor keep up 
with their usual or routine activities. Several patients experi-
enced the crippling effects of CRC surgery, including being 
unable to climb stairs, squat, bend and exert strength which 
greatly affected work performance, self-owned businesses, 
and schedules.

I cannot play those ball games anymore. I can walk, 
but I cannot run anymore. (P3)
Like now, difficult to do my work already because my 
body got one stoma down here, like working that time 

you want to squat down, bend down like that, all very 
difficult already. (P12)

Some caregivers were constantly ‘on the move’. Others 
were physically exhausted and stretched thin from having to 
attend to their care recipients and fulfill other commitments 
simultaneously. Many caregivers had to take time off from 
work, balance household duties, and sort out their priorities 
due to the vast amount of time spent on multiple follow-up 
visits after the surgery.

Sometimes it affects me also because I have to run over 
to look after my dad, then run over to my own family 
to take care of my own family. So it is quite tiring, 
running here running there. (C4)
Ya, I quit my job to look after her because I think for 
her this is a big surgery and because she’s going to 
put a stoma, somebody will have to help her in case 
of changing her stoma, learning how to fix the stoma, 
how to clean the stoma (C12).

Decreased physical capacity 
and disruption to work and 

Loss of pleasure in eating and 
social engagement

•Altered bowel pattern and 
stoma-related challenges

•Accept, face and go through 
the journey

•Rationalize and do 'what I can'

•Build positive self
look forward

•Take practical actions

•Health beliefs & disease 
mismatch

Knowledge deficit about the 
disease and treatment

Costly treatment and loss of 

•Emotional encouragement and 
companionship

•Information and instructional 
guidance

•Tangible assistance and 
government subsidies

•Follow-up help and services

Perioperative experiences and needs

Fig. 1  Themes and subthemes of the study (15 patients, 12 caregivers)
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A minor finding observed was that those who had a live-
in domestic helper were equally affected to similar extents. 
One caregiver indicated devoting more than 8 h a day to 
caregiving tasks which were heavily centered on monitoring 
her care recipients’ recovery progress.

Definitely not a small portion, definitely more than half 
of my time [spent attending to care recipient]… we 
have a helper but most of the time like his food I have 
to make sure what he eat, how many meals he eats, his 
diet, and make sure he’s safe, not falling down. (C10)

Conversely, those with prior caregiving experience were 
more ready to take on the caregiver role when such a need 
arose.

I’m quite prepared for it because like I said, she has 
been sick quite some time. (C6)

Loss of pleasure in eating and social engagement

More than half of the patients (8 out of 15) lamented the 
need to watch their dietary consumption, do away with spe-
cific food preferences and make changes to the way meals 
were prepared.

Coz I was a “foodie” person, I eat everything, I am 
adventurous, I enjoy eating. And because of cancer, 
I cannot (eat whatever I want to). Of course for me it 
ruins everything. (P4)

In terms of social activity, two patients reported a signifi-
cant reduction in their time spent outside socializing with 
others.

But after the surgery, in my working place I do not mix 
around, I became very quiet. (P14)

To a certain extent, caregivers were also robbed of their 
personal time due to the constant need to ‘be there’ with and 
for the care recipient.

Of course, I might have no freedom [laughs] for a 
while because I need to stay with him all the time. 
(C10)

Altered bowel pattern and stoma‑related challenges

Although changes to bowel habits after surgery were com-
mon, some patients suffered from severe bowel symptoms 
to the point of resorting to diaper use. Those with stoma had 
their fair share of difficulty manipulating and finding the best 
fit for the appliance to function well.

Leakage is one of the main issues because every day 
I have to be worrying about whether the bag will 
overflow…because it happened where the bag is too 

heavy and the whole thing just, you know, just… 
snapped and dropped. (P10)

One caregiver recounted a panic episode of having to 
rush over from one location to another to attend to her 
mother’s leaking stoma bag.

I had an experience where my mum was outside. 
I was outside too, but we were at different places 
and her stoma suddenly got leakage, she had to call 
me, “Emergency! Come quickly, come and fix my 
stoma.” (C12)

Personal coping

This theme illustrates the coping patterns and strategies 
used by our participants throughout their surgery and car-
egiving experience. Participants’ coping strategies fol-
lowed a staged approach and often included a combination 
of self-help techniques.

Accept, face, and go through the journey

Acceptance was a critical approach undertaken by most 
of our participants in response to the fluctuating course 
of CRC throughout the perioperative phase. According 
to their narratives, acceptance was attained through the 
recalibration of one’s mindset so that one no longer resists 
but reconciles with sickness being part and parcel of life 
and recognizes the need for treatment to recover from the 
illness.

Have to accept it, whatever. I mean during that period 
what type of food to take…go according to the instruc-
tion of the doctor. (P5)
Yeah, so we just accepted things as they were. (C5)

Rationalize and do ‘what I can’

Some participants attempted to make sense of what had hap-
pened, rationalized what could and needed to be done next 
and pursued what helped move forward, such as avoiding 
pessimistic or excessive thinking and instead, motivating 
themselves to confront their fears bravely.

I have to face it and overcome the fear. Umm, that is 
the main thing I can do... to overcome all the fear and 
to follow the doctor's instructions. (P10)
I am very calm, yeah, of course, I feel upset that he 
has this illness. But I have to face it, I cannot tell why. 
Since I do not know why, so I can only do whatever I 
can do. (C10)

5406 Supportive Care in Cancer (2022) 30:5401–5410
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Build positive self‑talk and look forward

Participants also elaborated how they subsequently engaged 
in positive self-talk through statements such as “I can man-
age” and “I will survive”, as well as look forward to recovery 
and tell themselves to “be strong” for significant others to 
keep their spirits up.

Keeping and thinking positive, like ‘tomorrow will be 
good’. (P11)
I just have to tell myself I try to be strong for her. (C6)

Take practical actions

Besides positive reframing, a few patients normalized the 
sick role by continuing with their daily activities. Some 
proactively adopted a more flexible lifestyle, set time aside 
for personal hobbies, or devised personalized strategies to 
optimize stoma care and accommodate the demands of the 
illness.

My usual routine thing I just do accordingly like noth-
ing happen… Don’t behave like you are so pitiful. (P5)

This method of problem-focused coping was more preva-
lent among caregivers, as evidenced by how caregivers in 
general sourced for practical ways to adapt and relieve them-
selves from the occasional stress build-up.

Initially, maybe we are not too sure what is the best 
way [to care for the stoma]. Then as we go along, we 
find ‘oh this is better, or this angle is better [referring 
to attaching the stoma appliance].’ You learn it along 
the way. (C3)
Swimming is the one I can relax… so when I’m at my 
parents’ place the whole day, when they have nothing, 
I just watch my own programme, when they need then 
I attend to them. (C7)

External support

This theme expounds on the various types and sources of 
support received or deemed lacking by our respondents dur-
ing the perioperative period.

Emotional encouragement and companionship

Almost all participants acknowledged receiving emotional 
support. For patients, support came through informal coun-
seling, companionship, words of reassurance, encourage-
ment, comfort, and concern. For caregivers, support came 
through exchanging relatable experiences with others, 
opportunities to confide, vent frustrations, and psychologi-
cal preparation from listening to survivors' stories. Several 
participants drew strength through religious prayers.

And I have a great husband, who is very supportive, 
plus my son and my daughter-in-law, they are all very 
nice. They will come and talk to me, laugh, and they 
have a good laugh and joke. (P3)
They will come and then we will sit and talk, then we 
will eat together, all these. (C1)

Some patients and caregivers likewise also illuminated 
how the relationship with each other influenced mutual cop-
ing through the spread of negative mood or positive energy.

My family is very encouraging, they told me do not 
worry, everything will be okay… so I was not worried 
much about this thing. (P8)
My mum has been very optimistic, so her positive atti-
tude also helped us in a sense to move on. (C12)

Information and instructional guidance

Patients appreciated healthcare professionals for keep-
ing them informed in advance with relevant and valuable 
instructions about their treatment.

I think the doctors and nurses gave a lot of advice, 
support, useful information – what is going on with 
me and what would be the outcome after surgery or 
chemo. (P10)

On the contrary, caregivers expressed their needs for 
more detailed information on the following: how to prepare 
their care recipients for surgery, how to manage symptoms 
after the surgery, and reliable information about available 
home-care services, as shown by their lack of confidence 
in the provision of care after their care recipients’ discharge 
from the hospital.

I think it would be good to conduct some seminars or 
some information sessions to equip the caregivers on 
how to look after patients with a stoma… and the food 
they can take and how. Maybe some recipes about how 
to cook the food to help those caregivers to make sure 
that patients can recover better. (C12)

Tangible assistance and government subsidies

Our respondents described diverse forms of practical sup-
port. For patients, these included help with changing their 
stoma appliance, cooking, washing, and grocery shopping, 
among other household chores, as well as fetching or accom-
panying them for medical appointments. Three patients 
received financial aid (i.e. subsidies or grants) for their medi-
cal care through the hospital’s medical social worker.

My wife every day she cooks for me, fish, protein, soup 
all these. She took care of me, you know. And then 
see a doctor also every time go with me together. (P6)

5407Supportive Care in Cancer (2022) 30:5401–5410
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For caregivers, support came in the form of family mem-
bers providing relief to their caregiving duties and having 
supportive leaders at their workplace who granted work 
flexibility.

It really helps me a lot, coz if my father needs help, 
like umm, he wants to go for his check-ups, sometimes 
my husband is not working, or he is on leave, he will 
be accompanying me and my father. (C4)

Follow‑up help and services

A couple of patients were provided with helplines, which 
they could turn to under non-emergency situations.

(If there is) anything, there is a hotline (for patients) to 
call them. If in doubt…there is a cancer hotline. (P6)

In contrast to the resources availed to patients, the lack of 
follow-up initiatives communicated by caregivers reflected 
an unmet need that was essential for caregiving as well as 
maintaining their well-being.

Umm…the other thing is the department can ask the 
caregivers whether they have any problem… then 
advise them or let them know. (C3)

Discussion

To our knowledge, this is the first study to encapsulate 
insights from both CRC patients and family caregivers to 
solicit a comprehensive understanding of their experiences 
and needs throughout the entire perioperative continuum. 
Like other cancers, the CRC diagnosis aroused a spectrum of 
unpleasant responses which were similar to those previously 
identified [5, 9, 16, 17, 23]. However, our study was unique 
in elucidating the deep-seated misconceptions and wrongful 
assumptions behind these negative emotions, which were 
more evident among the less-educated respondents. Upon 
diagnosis, many patients raced to deny any health-harming 
behaviors. However, some were not aware of the warning 
cues for colorectal cancer. The lack of knowledge about CRC 
misled them into assuming that they had been in good health 
all along and that CRC would more likely occur in others 
who were less health-conscious or had pre-existing illnesses. 
Moreover, patients’ perceptions of CRC were largely shaped 
by their loved ones’ encounters and unfounded rumors on 
how fatal, aggressive and disabling the disease was. As such, 
they became vulnerable to the danger of fear, despair and 
pessimism. This was also true of those who without under-
standing, heavily relied on information provided by their 
primary physician, although such a source of support was 
vital before operation [24]. That being said, this phenom-
enon should not be taken lightly as the resultant appraisal of 

CRC as a perceived threat may impede coping [25]. Efforts 
to eradicate unhelpful emotions and impart knowledge about 
CRC should begin as early as from the point of diagnosis 
[26], and our findings lend support to the need for psychoe-
ducation interventions.

Congruent to earlier qualitative studies, our participants 
cited varying degrees of change to their lifestyles after sur-
gery, and caregivers were not spared from these disruptions 
[14–16, 27]. Again, those with a stoma and their caregivers 
experienced greater distress and appeared to be constantly 
on tenterhooks because of unprecedented ostomy-related 
mishaps [28, 29]. These findings attest to why quantitative 
studies often report a poorer quality of life in this group 
[30, 31]. Moreover, although prior caregiving experience 
gave advantage to quicker assimilation into the caregiver 
role [32], it was interesting to discover that the presence of 
a live-in domestic helper did not seem to alleviate caregiv-
ers of their burden. This could be due to the multiple and 
sparsely arranged medical appointments caregivers had to 
be involved in. Additionally, the constant need for caregiv-
ers to “be present” implied that their care recipients were 
dependent on them to a substantial extent. Given the posi-
tive correlation between patient self-efficacy and caregiver 
physical health [33], there is an imperative need for more 
interventions targeted at enhancing self-efficacy. Otherwise, 
caregivers will be at risk of physical burnout and psycho-
logical morbidity when attending to care recipients with 
adjustment issues over extended periods of time [34, 35].

The coping techniques and types of support delineated 
by our participants were synonymous with previous find-
ings [36–38]. However, our study revealed CRC patients to 
be more emotionally focused as opposed to caregivers who 
were more problem-focused. Information-seeking behaviors 
and greater demand for access to external care services, self-
training courses, follow-up help, and resources may reflect 
the responsibility caregivers take to prepare themselves for 
decision-making moments. However, clinicians should be 
careful not to encourage passiveness among patients when 
providing informational support. Differences aside, it may be 
advantageous to leverage these complementary coping styles 
when designing future dyadic interventions. Meanwhile, 
the current practice of availing peer support only to those 
deemed to be at risk of distress should also be reviewed. 
The merit of peer support should not be undermined as it 
can potentially bridge gaps between self-care and profes-
sional help [39], and promote the active reconstruction of 
life after surgery.

Study limitations

This study recruited patients of varying duration since 
surgery. Although the diversity was intentional, our find-
ings may have been limited by recall bias. Secondly, the 
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selection of outpatients may have inadvertently filtered out 
those severely affected by the surgery. In this regard, read-
ers should exercise discretion on our findings’ transfer-
ability based on the provided background and contextual 
descriptions.

Conclusion

Having known the perioperative journey to be an arduous 
one, clinicians ought to upscale the provision and avail-
ability of training, educational and psychosocial resources 
to match this population’s multifaceted perioperative needs 
and coping styles. Besides optimizing physical and psy-
chological prehabilitation, regular, formal mental health 
assessments are crucial for detecting morbidity, especially 
among caregivers who are not direct care recipients. In 
light of the current Covid-19–related face-to-face restric-
tions and time constraints faced by caregivers in particular, 
healthcare providers ought to consider the use of novel 
interactive health technologies in the remote delivery of 
psychosocial care. Finally, peer support and dyadic psy-
chosocial interventions should be incorporated into sur-
gery care paths in order for the effect of Enhanced Recov-
ery Protocols (ERPs) to be fully harnessed.
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