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Abstract
Background  Frail older adults undergoing surgical treatment for colorectal cancer are at increased risk of 
postoperative mortality and complications compared with non-frail older adults. Even though these risks are 
established, limited research has explored patient perspectives on surgical treatment and recovery in frail older adults. 
This study aimed to explore the experiences of frail older adults during diagnosis, treatment, and recovery from 
surgically treated colorectal cancer.

Methods  Participants were recruited through purposive sampling from the control group of the randomized 
controlled trial “Effect of comprehensive geriatric assessment for frail elderly patients operated for colorectal cancer – 
the Colorectal Cancer Frailty Study.” Patients in the control group receive standardised treatment according to best 
practice within an ERAS-concept. Sixteen semi-structured interviews were conducted 6–22 months post-surgery. All 
interviews were audio-recorded, transcribed verbatim, and analysed using qualitative content analysis with a focus on 
both manifest and latent content.

Results  Participants perceived surgery as essential for survival. They expressed considerable trust in health care 
professionals and showed limited interest in being actively involved in medical decision-making. Even among those 
who experienced postoperative challenges—such as reduced physical function and increased dependence on 
others—there was a high level of acceptance and a prevailing sense that the treatment had been worthwhile. Overall, 
the experience of the treatment was described in a positive sense, and participants stated that they would choose to 
undergo the procedure again if necessary.

Conclusion  The findings of this study revealed that participants sought clear and concrete recommendations and 
expressed limited interest in influencing medical decision-making. There was a strong will to undergo surgery despite 
complicating factors such as advanced age, frailty, and comorbidities. A general acceptance of age-related functional 
decline may have contributed to the sense of being content with treatment outcomes, even in the presence of 
postoperative challenges. The findings reflect the perspective of surgically treated, mild to moderately frail older 
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Background
Colorectal cancer is the third most common cancer 
globally, most new cases are amongst people ≥ 70 years, 
and the incidence is increasing [1–3]. Frailty is a con-
dition of reduced reserves and increased vulnerability. 
It is associated with advanced age, morbidity and dis-
ability and can be used as a marker of biological age [4, 
5]. It is known that elderly patients have higher postop-
erative mortality compared to younger individuals, and 
the tendency is even clearer in frail older adults [6–8]. 
Our research group have previously published work on 
post-operative mortality, complications and length of 
stay following colorectal cancer surgery in elderly and in 
frail elderly individuals in a Swedish setting. These stud-
ies confirm that frail patients suffer increased risks of 
post-operative mortality both in short- and long-term 
compared to non-frail patients of the same age [9, 10]. 
Due to the demographic evolvement in the Western 
world, with increased life expectancy and readily access 
to healthcare, one can only assume that colorectal can-
cer surgery in older adults will continue to increase, and 
efforts should be made to improve decision making and 
postoperative outcome [11].

It is not entirely understood how frail patients recover 
after colorectal cancer surgery, or how the treatment 
affects quality of life (QoL) and physical function. Pre-
vious studies have shown that older patients generally 
experience poorer health-related quality of life (HRQoL) 
and an accelerated functional decline after surgery, com-
pared to younger patients [12, 13]. Regarding colorectal 
cancer surgery, one study described decreased physi-
cal function in adults aged > 70, but without association 
to frailty [14]. Further, studies exploring QoL in frail or 
functionally dependent patients, treated with surgery 
for colorectal cancer, showed an increase in QoL in both 
groups at follow-up, both in short- and long-term [15, 
16]. Even though there is substantial knowledge regard-
ing post-operative outcomes in terms of mortality, com-
plications, and health care costs, less is known about 
what aspects of disease and treatment are most impor-
tant in this patient category [17, 18].There is an increasing 
will to adopt the concept of person-centred care (PCC) 
in modern healthcare systems, and Swedish authorities 
encourage healthcare workers to apply a person-centred 
approach when treating patients. There is a general will 
to increase the individual’s possibility to influence and to 
be involved in planning and decision-making [19]. There 

are several definitions of PCC, but they all include cer-
tain key factors such as: shared decision-making, striving 
towards individualised treatment, having a biopsycho-
social approach and patient empowerment. A question 
encircling the essence of the concept is “what is impor-
tant to you?” [20, 21]. Since the population is growing 
older and in larger need of advanced healthcare, it is 
important to understand what measures and treatments 
are truly important to the individual [17]. Qualitative 
studies enable researchers to deepen the understanding 
of patients’ experiences. This can be an important com-
plement to what is already known about frail patients 
and colorectal cancer surgery when advising and guid-
ing patients regarding treatment options. The aim of the 
study was to examine frail elderly patients’ experiences 
of being treated for colorectal cancer, and explore what 
aspects were important during the process, including the 
recovery period.

Methods
The manuscript follows the guidelines for report-
ing qualitative research (COREQ) [22]. The study has 
been approved by the Swedish Ethical Authority, Dnr: 
2024-07171-02.

Design
This study is a descriptive, qualitative study based on 
semi-structured interviews which were analysed through 
inductive content analysis, exploring both manifest and 
latent content. The manifest analysis is kept close to the 
text, focusing on the evident message and displayed as 
citations and categories within the article. The latent con-
tent is an interpretation of the underlying message and is 
displayed as themes [23]. An interview guide was devel-
oped specifically for this study and used as a template for 
the interviews that took place 6–22 months post-surgery, 
focusing on the patients’ experiences of the time prior to 
surgery, the period surrounding the surgery and the post-
operative period.

Setting
Participants were obtained from the control group of 
the randomised controlled trial “Effect of comprehen-
sive geriatric assessment for frail elderly patients oper-
ated for colorectal cancer – the colorectal cancer frailty 
study”, from here on referred to as “The CRC Frailty 
study”. The study is a randomised, controlled, multicentre 

adults with colorectal cancer, who survived at least six months after surgery, and the results should be interpreted 
within this context.

Trial registration  OSF registry: https://osf.io/c94xb/, registered May 24, 2025.
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trial. Patients in the control group receive evidence-
based standard care (best practice), whereas patients 
in the intervention group receive assessment and treat-
ment according to best practice and in addition a com-
prehensive geriatric assessment (CGA) and care concept. 
The details of the study have been described previously 
[24]. The CRC Frailty study was at the time of interviews, 
ongoing at three hospitals in Region Västra Götaland 
(VGR) in Sweden and approved by the Swedish Ethical 
Review Authority (Dnr: 2019–05340). The main study 
was registered at ClinicalTrials.gov (NCT04358328) and 
this study at the OSF registry (https://osf.io/c94xb/). 
Patients in the current study were recruited from the 
control group of patients included at two county hospi-
tals and one university hospital, in total serving a catch-
ment area of approximately 1.2 million habitants.

Participants
Patients eligible for inclusion in the CRC Frailty study 
were recently diagnosed with a colorectal cancer where 
curatively intended surgery was deemed possible, 
were aged ≥ 65 years and without significant cognitive 
impairment or language limitations. All patients were 
considered frail according to the Clinical Frailty Scale 
(CFS-9), that is, having a score of 4–8. Exclusion crite-
ria in the CRC Frailty study were: a palliative situation, 
estimated life expectancy of under six months (CFS 
score 9), inability to understand study information, 
urgent/emergent surgery or unwillingness to participate. 
Patients randomised to control group received stan-
dardised care according to best known practice, within 
an Enhanced Recovery After Surgery (ERAS) concept. 
No general alterations of the standardised ERAS-proto-
col were made depending on patient’s frailty status. This 
includes evaluation at a multidisciplinary team confer-
ence (MDT), preoperative evaluation by a colorectal 
surgeon and anaesthesiologist, if necessary, interdisci-
plinary referrals to other specialists as well as a visit with 
a stoma specialist, if the planned surgery includes forma-
tion of an ostomy. The only addition to standard proto-
col for these patients are study-specific questionnaires 
at inclusion and at follow-up (8 weeks and 1 year post-
operatively) [24]. Individual recommendations regard-
ing structured follow-up were issued at a post-operative 
MDT, based on the results from the pathological analy-
sis of the specimen, in combination with patient’s overall 
status considering comorbidities, age, frailty etc. Not all 
patients are planned for radiologic follow-up, in general 
due to early tumour stage and/or because the patient was 
not deemed able to receive any further treatment in case 
of recurrence. This decision, together with its underlying 
rationale, was communicated to patients during the post-
operative follow-up visit.

Purposeful sampling was used to select participants 
to the interview study, striving to include different 
experiences, to broaden the diversity and to deepen 
the understanding. Patients of different degrees of 
frailty, both men and women, of different ages, dif-
ferent housing situations, living in rural and urban 
areas, both colon and rectal cancer, with a broad time 
range of 6–22 months post-surgery, and patients who 
received adjuvant oncologic treatment and who did 
not, were recruited. The goal was to recruit 15–20 
patients, in order to find repeating patterns as well 
as individual variations [23]. Eighteen patients were 
asked to participate in the study, of these two patients 
declined partaking, leaving a total number of 16 con-
ducted interviews (Fig. 1). Data collection and analysis 
proceeded concurrently, with transcripts analysed iter-
atively to identify emerging findings. Interviews con-
tinued until no new themes emerged, at which point 
the sample was considered sufficient. Demographic 
characteristics of the study population are described in 
Table 1.

Data collection
Patients were offered inclusion in the interview study 
after completion of the planned treatment, and the inter-
views took place 6–22 months after surgery. The time 
range was chosen to ensure perspectives of both recently 
received surgery and of more distant treatment, to ensure 
a broad perspective in relation to time of surgery. Eligible 
patients were approached by a letter with written infor-
mation regarding the study, this was followed up with a 
phone call approximately one week later. Patients will-
ing to participate were asked to sign a written consent. 
A meeting to conduct the interview was planned, and 
took place either in patients own home, or in a private 
room at the hospital, depending on patients own choice. 
In case the participant wanted a next of kin present dur-
ing the interview, they were asked to limit their interac-
tion during the conversation. In some cases, the presence 
of family members during the interviews was necessary 
to support participants in recalling details. When next of 
kin began to interfere with participants’ narratives, they 
were asked to step back and share their own reflections 
at the end of the interview, rather than intervening in the 
participants’ accounts.

A semi-structured interview guide was developed 
focusing on the patient’s experiences from diagnosis 
through treatment and the recovery period (supple-
mentary file). The interview guide was developed within 
the research group, based on previous research experi-
ence and clinical expertise. The interview guide was not 
piloted or altered during data collections. The questions 
focused on how the treatment has affected their daily 
life, with the opening question “what were your thoughts 

https://osf.io/c94xb/
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when you were told that you were going to have surgery 
for your cancer?”. MN, KÅ and EB conducted the inter-
views in pairs, the interviews were audio recorded and 
later transcribed. The transcriptions were not returned to 
participants for correction after interviews. Clinical data 
regarding demographics and treatments was gathered 
from the participants medical charts.

Data analysis
To limit subjectivity in the analysis the process followed 
the content analysis methodology [23]. Data analysis con-
sisted of repeated reading of the interviews, focusing on 
grasping both manifest and latent content. The core con-
tent from the narratives were condensed into meaning 

units. These were organised into codes, which serves as 
labels describing the key concepts. Codes regarding simi-
lar topics were grouped in categories. Further abstrac-
tions of the latent meaning were used to create themes 
as a way of capturing the underlying meaning of the text. 
The interviews and subsequent analyses were conducted 
in Swedish. The relevant quotes were translated into 
English by the first author during manuscript prepara-
tion. The translations were discussed within the author 
group and, where necessary, altered to preserve nuance 
and meaning. As translations were conducted after data 
analysis, it was not considered to have influenced the 
study findings. The first analyses were independently 
made by MN (PhD-student, MD, surgeon), KÅ (PhD, 

Fig. 1  Flow chart describing the CRC Frailty study and the selection of patients in the current study
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physiotherapist) and EB (registered nurse) and then 
compared. If different conclusions were made, results 
were discussed until consensus was reached using an 
iterative process. These first analyses were presented and 
discussed with MP (associate professor, MD, colorectal 
surgeon) and NE (associate professor, MD, cardiologist). 
Patients eligible for inclusion in this study had already 

received their planned treatment and none of the per-
sons who conducted the interviews had previously been 
responsible in the care or treatment of the participant in 
question, nor in their planned follow-up.

Results
Data analysis rendered an overall theme, three main cat-
egories and seven sub-categories, displayed in Fig. 2.

Having surgery is necessary – the only way to survive
Throughout the interviews, patients conveyed the mind-
set that the operation was in fact the only alternative if 
they were to survive. As a part of this, patients described 
a trust in the healthcare system, different ways of man-
aging post-operative challenges as well as being at peace 
and content with the experience.

Trusting the professionals
Participants expressed significant trust in the healthcare 
professionals they met through the treatment process, 
from diagnosis to the post-operative period. There was a 
strong will to let the physicians make the medical deci-
sions and in a clear way deliver a treatment plan. Having 
surgery, regardless of risks, was thought of as the chance 
to survive. The ability to process pre-operative informa-
tion varied among the patients, in some cases the infor-
mation was reassuring whereas in other cases seen as 
redundant.

Table 1  Patient characteristics for all subjects
Variables All subjects

(n = 16)
Age (years) 83 (74–89)

Female 7 (44)

CFS-9 4 (4–6)

Living situation

Living alone 4 (25)

Tumour local

Colon 14 (88)

Rectum 2 (12)

Permanent ostomy 7 (44)

Adjuvant oncologic 
treatment

2 (13)

Length of interview 
(min)

38 (23–58)

Time between 
surgery and interview 
(months)

12 (6–22)

The values were expressed as median (min-max) and number (%)

Abbreviations: CFS-9Clinical Frailty Scale 9

Fig. 2  Summary of main theme, categories and subcategories
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Handing over responsibility
With the exception of clearly communicating the wish to 
go through surgery, participants expressed that they did 
not have enough knowledge or experience to be involved 
in medical decision-making.

“I do not have the knowledge or capacity to decide, 
but I did say what I wanted. I do not think I would 
have been operated if I had not made my opinion 
clear, that I wanted to have surgery” (ID 16)
“My attitude is that the healthcare should decide 
and then we will see what happens…”, (ID 4)
“If there would have been something [wrong] I 
guess they would have advised me not to have sur-
gery” (ID 7)

Taking the chance
Some patients described they were aware of the increased 
risks of having surgery at advanced age and with certain 
comorbidities, whereas other did not consider that aspect 
before proceeding to surgery.

“Yes, I realise there must be a big difference 
[increased risks of surgery at old age]. And harder to 
recover, I believe. A person that is physically fit and 
young probably recovers faster” (ID 14)
“No, I did not think about that [that there may be 
increased risks of surgery at old age], maybe I should 
have. I guess that there are greater risks when you 
are older, but, well, I did not think about that” (ID 9)
“No, no, no, absolutely not [increased risks of surgery 
at old age]” (ID 11)
“No, actually I don’t [increased risks of surgery 
at older age]. The thing I have had before is high 
blood pressure and I take three medications for 
that” (ID 5)

Regardless of their degree of awareness of how frailty, 
advanced age or comorbidities possibly could affect risks, 
having the surgery done was displayed as a chance to 
extend life.

“…grateful they found it and that I got a chance to be 
operated. I am old, and I am terribly grateful they 
bothered, everything was positive …. If I would have 
died there that would be ok. I have had a good life 
and everything, there’s no problem” (ID 11)
“No, age does not exist to me… I had no choice, that’s 
how I felt, I had to take away the tumour. I did not 
think so much, I just wanted it to be done…. No mat-
ter how bad my heart is, I had no choice. The lump 
that was there was not nice to have as it was” (ID 10)

When asked about what would happen if the patients 
could not receive surgical treatment, the perception was 
that having surgery was in fact the only option and other 
alternatives were not considered.

“In that case [without surgery] I would not have been 
alive today, that is clear, that I understand” (ID 1)
“I do not want to die, but I will take the chance. I 
have lived and had a good life. Rather that, than 
slowly dying from cancer”. (ID 16)

Processing information
Preoperative information, both verbal and written, 
was given but with varying response and interest from 
patients. 

“I got a lot of written information, and I read that, 
but I don’t think I really understood it.…I did not 
have the energy, I figured that what will come, will 
come” (ID 8)
“You had some information of how it was going to 
happen and that made you calmer” (ID 15)
“I just did as I was told, I did not think about it, it 
was enough information for me” (ID 6)

Managing post-operative challenges
A change in function was described in most cases. There 
was a strive towards returning to “normal”, and the 
degree of functional decline and persisting symptoms 
varied. Having a structured follow-up was associated 
with a sense of security and having that reassurance was 
described as a way to set thoughts of the cancer aside.

Altered functions
Patients seemed to focus mostly on having the surgery 
done, but in a lesser extent on post-operative function 
and challenges. Among patients who received an ostomy, 
especially in those cases where they had not learned to 
independently manage it, the increased dependence on 
others and insecurity regarding how to handle problems, 
were described as limitations in daily life.

“I find it hard to go visit people, going to concerts 
etc., because I am afraid there will be leakage. That 
has happened several times and it is not fun. That 
limits me” (ID 3)
“There were some accidents in the beginning, but as 
soon as I learned to manage the ostomy myself it has 
been working perfectly” (ID 9)
“If I did not have the ostomy, I would probably have 
a more normal life … I cannot live my life as I used 
to” (ID 8)
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“What if there is leakage from the ostomy [when 
leaving the house] and I cannot manage it by myself ” 
(ID 7)

Other examples of impaired function, that has affected 
the patient’s way of life, was altered bowel function and 
decreased physical activity and energy.

“I understood that the surgery was necessary. But 
I did not think it could be this bad afterwards. I 
thought ´just do the surgery and have it done with´” 
(ID 8)
“I walk slowly, and I cannot make it to the bathroom 
in time. I do not like that. It is so much work clean-
ing the floors.” (ID 11)
“I keep thinking about going out for walks, but that 
has become less. I do not walk very much” (ID 2)

Concerns regarding recurrence and follow-up
Having a planned follow-up was reassuring and seen as 
an integral part of a successful treatment. Consequently, 
patients who were not planned for radiologic follow-up 
described this as a cause of worry and did not always 
understand the rationale behind the decision.

“I am planned for a check-up in September, up until 
then I do not need to worry, right? I trust that they 
would have called me in sooner if there was anything 
to worry about.” (ID 16)
” I felt like they ditched me [when radiologic follow-
up was not planned], I think everyone should have 
the right to good treatment, age should not matter 
that much” (ID 3)

At peace with the experience
In alignment with seeing the procedure as a chance to 
survive, participants did not describe any regrets. How-
ever, there were differences in their experiences through-
out the treatment period. Despite persistent challenges, 
the patients expressed a high level of acceptance.

Successful treatment
Patients were asked to describe what factors were impor-
tant to them to assess if the treatment was successful or 
not. Having a radical surgery, without recurrences, was 
in many cases the obvious answer to this. Others also 
emphasised the importance of maintained physical and 
cognitive function as a necessity to deem the treatment 
as successful.

“To get back to the place I was before, preferably in 
a bit better shape. I assume that if you do not get rid 
of the cancer, then you die. And the best chance to be 

able to live as before, is to get rid of the cancer, that’s 
the main thing as I see it” (ID 16)
“For me [a successful treatment], it is to come back 
and be as a ‘normal person’, without impairments. 
Being able to move around, go outside, and still 
function with thoughts and such” (ID 2)
“Well… that must be to be able to live as I do now, 
without pains or other such things [a successful 
treatment]. As long as it is like that I am pleased” 
(ID 9)
“That I am alive, of course [definition of successful 
treatment]. I have been given an extra year, so far” 
(ID 10)

It was worth it
Patients were asked to consider if they believe it was 
worth going through the process of surgery and possible 
other treatments, and if they would choose to do it again, 
should they be diagnosed with another tumour.

“It is a big thing, and it is in the way, that limits me 
[abdominal hernia]… It was worth it, if I had not 
done it, I would have died, so in that way it is worth 
it” (ID 10)
“Yes, absolutely [do it again]! No, there is nothing to 
hesitate about. I am so pleased with the care I have 
been given, there is nothing to complain about, noth-
ing” (ID 5)
“Yes, it was not as difficult as I had imagined before-
hand, when I did not know anything. I am positively 
surprised” (ID 9)

Discussion
The most evident opinion among participants in this 
study was that there was never another option than hav-
ing surgery, despite other complicating factors such as 
advanced age, frailty and comorbidities.

In most cases there is a clear recommendation to pro-
ceed with surgery, but there are situations where the cli-
nician might want to have a discussion with the patient 
regarding which option (surgery or best supportive care) 
would benefit the patient most. Especially if there is a 
short life-expectancy, a locally advanced tumour, or other 
complicating factors that might favour non-operative 
options. It is not known to us if the option of not pro-
ceeding to surgery was discussed in any of these cases, or 
to what extent, nor are the medical considerations deter-
mining that within the scope of this article. However, our 
findings indicate that, from a patient perspective among 
the participants in this study, where the general opinion 
seems to be that surgery is the only alternative, a discus-
sion regarding refraining from surgery may be difficult. 
Additionally, apart from wanting to state the wish of 
having surgery, the participants did not express a will to 
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be involved in further medical decision-making. Rather, 
they conveyed the opinion that the professionals should 
decide what would be best for them. These results are in 
line with previous work of Sokas et al. [25] who inter-
viewed older adults three months after having an emer-
gency surgery. The participants views were that there was 
no other option than proceeding with surgery, despite 
other complicating factors. The surgery was described as 
a matter of life and death, and aspects of possible future 
impairments were not incorporated in the decision. 
Interestingly, having gone through an acute illness and 
emergency surgery did not seem to increase the incentive 
of being involved in future health-related decision mak-
ing [25].

All participants in this study confirmed they had been 
given both written and verbal information regarding 
the diagnosis and planned treatment. However, there 
was a wide variety of how the information was received. 
There were participants describing that the information 
was reassuring and helpful whereas others described 
it as redundant or even uninteresting. Health literacy 
is defined as a persons’ ability to gain, process and use 
health information and in general it decreases with 
advancing age [26]. Further, health literacy is related to 
an individuals’ educational level [27]. It can be assumed 
that individuals with low levels were present also in our 
population. However, since we lack information on the 
educational status of all participants, we cannot draw any 
conclusions about the significance of education in these 
older patients’ ability to understand and use the infor-
mation provided. Furthermore, additional unknown fac-
tors, such as fatigue, cognitive function, and emotional 
state, may also have influenced participants’ ability to 
comprehend and process the information. To enable 
implementation of person-centred care where patient 
empowerment is a key concept, health care profession-
als need to explore patients’ pre-understanding, current 
health status, and preference for involvement, and adjust 
the level and degree of information accordingly. This may, 
for example, involve the use of established communica-
tion approaches shown to support older patients, such as 
clear, jargon-free language, a slower pace of communi-
cation, and checking understanding through techniques 
such as teach-back [28].

The idea that elderly, comorbid patients tend to pri-
oritise functional outcome, such as remaining physical 
function and independency, over morbidity and mortal-
ity is supported by some previous studies [29, 30]. On 
the other hand, there are studies pointing in the opposite 
direction, one study of elderly patients with advanced 
heart failure described that a majority of patients valued 
longevity more than preserved quality of life, however 
the tendency to favour increased survival decreased with 
advanced age [31]. In the present study, frail older adults 

diagnosed with colorectal cancer often appeared to view 
surgery as a definitive opportunity for cure, which may 
have contributed to a willingness to accept substantial 
risks.

Some of the patients in our study experienced 
decreased functional levels and had not recovered to 
the extent that they were able to resume their previous 
activities. Frailty is associated with increased vulnerabil-
ity, and the risk of functional decline in connection with 
surgical treatment may be considerable. Exercise and 
nutrition are recommended interventions [32]. How-
ever, rehabilitation in the colorectal surgical context has 
largely focused on the early postoperative phase to sup-
port timely discharge. In our clinical setting, structured 
rehabilitation was limited to the initial early mobilization 
strategy embedded within the standard ERAS protocol 
and few of our subjects had initiated any rehabilitation on 
their own. Having in mind that the purpose of the sur-
gery is to extend life while maintaining as much function 
as possible, a structured rehabilitation plan is likely to be 
beneficial. Future intervention studies may consider post-
operative rehabilitation alongside preoperative optimisa-
tion in this high-risk group, in line with recent initiatives 
within the ERAS framework that are now evaluating the 
role of more structured rehabilitation following discharge 
[33].

Accepting a certain decline in several areas might be 
legitimate with advancing age, but too easily accepting 
a poor post-operative function may also be ineffective if 
there is a chance to improve the situation with targeted 
actions. That older adults can tend to avoid seeking help 
from health services has been described previously [34]. 
For health care professionals it is important to realise that 
frail older adults may be reluctant to make the healthcare 
system aware of persistent symptoms or problems fol-
lowing their treatment. This should be taken into con-
sideration when structuring follow-up for these patients. 
In many cases patients are advised to get in touch if they 
experience problems, for these patients it might be more 
suitable with a targeted follow-up to be able to find man-
ageable problems. Among patients in this cohort, recur-
rent issues primarily concerned ostomy dysfunction and 
altered bowel habits. These symptoms were sometimes 
perceived by patients as inevitable consequences of sur-
gery rather than problems amendable to management 
or treatment. Structured follow-up, for example through 
targeted telephone follow-up focusing on these areas, 
may help identify patients with treatable problems and 
enable adequate treatment. Furthermore, educational 
efforts aimed at patients, relatives, and home-help service 
personnel may contribute to improved recognition and 
management of postoperative symptoms.

Another finding is the perception of what character-
ises a successful treatment. The opinions in this material 
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focused on having a radical surgery: “getting rid of the 
tumour”, but preferably in combination with maintained 
physical and cognitive functions. However, even patients 
who were severely affected from ill functioning ostomies, 
altered bowel movements or fatigue still considered the 
surgery successful. Olsson et al. [35] described similar 
results in a qualitative study of older adults recovering 
from hospitalisation of different causes (acute illness, 
injury or surgery). Even if there was a strong wish to go 
back to “normal” and living independently, patients who 
experienced physical deterioration or decreased inde-
pendence following hospitalisation had a high level of 
acceptance which was described as a way of managing 
the changes [35]. It is worth considering that participants 
in this study were mild to moderately frail (CFS 4–6) 
and had survived several months after treatment. This is 
likely to have an influence on our findings.

Several measures were taken to assure that the design 
of this qualitative study enabled trustworthiness [23, 36]. 
The purposive sampling procedure made it possible to 
include patients of different sex, various ages, both colon- 
and rectal cancer, with a spread of elapsed time since 
surgery and patients who received and did not receive 
adjuvant treatment and follow-up. Using quotations in 
the Results section is a way to achieve credibility as the 
patients’ own words are used to explain our interpreta-
tion of the meaning, thereby enhancing transparency.

Participants were informed that the interviewers did 
not play a part in any further treatment or follow-up, 
to ensure authenticity. The author group consists of 
researchers with specific clinical and scientific knowledge 
of frailty as well as in the colorectal cancer surgery field. 
This pre-understanding is important to acknowledge as it 
may influence the interpretation of patients’ narratives. 
To avoid letting the researchers’ pre-conceptions influ-
ence interpretation of data, textural analysis consisted 
of coding the sentences close to the text, leaving inter-
pretation to the very final stage when describing overall 
themes. Furthermore, an iterative triangulation process 
was employed throughout the analysis to reach agree-
ment within the author group and to incorporate diverse 
professional perspectives in the interpretations of data.

Limitations
Despite the wide time range of interviews (6–22 months 
post-surgery) being a way of capturing patient experi-
ences from different temporal perspectives, it is also a 
limitation. Patients who were interviewed closer to the 
time of surgery are more likely to recall details regard-
ing the time surrounding the surgery and the informa-
tion given preoperatively, whereas patients interviewed 
nearly two years from surgery may have forgotten details 
or reconstructed their experiences over time, thereby 
introducing recall bias, which should be considered when 

interpreting the results of this study. Bias-mitigation 
strategies, such as cross-referencing narratives with med-
ical records for key clinical events or stratifying analyses 
according to time since surgery, were not implemented 
in this study. The goal of this study was to investigate 
the overall real-life experience of surgery and recov-
ery following treatment; however, future research could 
incorporate such bias-mitigation strategies to better dis-
tinguish experiences related specifically to the treatment 
from broader health changes following colorectal cancer 
treatment, progress of comorbidities and ageing.

Furthermore, the study includes patients with mild to 
moderate frailty (CFS-9 scores of 4–6), and the conclu-
sions drawn from this manuscript cannot be extrapolated 
to patients with more advanced degrees of frailty. It may 
be hypothesized that the mindset toward undergoing 
surgery might change with increasing frailty and conse-
quently more limited functional capacity; however, this 
was beyond the scope of the present study and should 
be explored in future research. Most patients (88%) in 
this material had colon cancer, indicating that the per-
spectives of patients undergoing rectal cancer surgery 
and treatment are not fully represented. Additionally, 
all patients included in this material had survived sur-
gery for at least six months. Given that frail older adults 
undergoing colorectal cancer surgery have an increased 
risk of postoperative mortality compared with non-frail 
patients, the perspectives of those who do not survive the 
postoperative period are not captured. Finally, this study 
was conducted in a Sweden within an ERAS framework, 
and the results may not be transferable to other coun-
tries or clinical settings. Consequently, the results of 
this study cannot be transferred to all frail older adults 
with colorectal cancer, particularly those with the most 
adverse outcomes, severe frailty and rectal cancer.

Finally, there are limitations inherent to qualitative 
methodology that must be acknowledged. The findings 
of qualitative studies should be considered exploratory 
and hypothesis-generating. The small sample size, while 
focusing on achieving depth and different perspectives, 
rather than generalisability, limits the possibility to apply 
the results of this study on an entire population.

Conclusion
In this study of patients with mild to moderate frailty who 
had been diagnosed with colorectal cancer, underwent 
surgical treatment, and survived at least six months post-
operatively, participants generally considered surgery as 
the only option for survival, and therefore appeared will-
ing to accept substantial risks. Participants valued clear 
recommendations regarding treatment and expressed 
limited desire for active involvement in medical decision-
making. Successful surgery was commonly understood as 
improving, or at least not further impairing, physical and 
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cognitive function; however, a high level of acceptance 
of postoperative changes appeared to serve as a way of 
managing altered function. Given indications of a help-
avoidance behaviour among some participants, greater 
responsibility may lie on the health services to proactively 
identify and address actionable impairments during fol-
low-up. Despite post-operative challenges, participants 
in this study often regarded the treatment as worthwhile.
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