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ORIGINAL ARTICLE

Survivorship care plans for people with 
colorectal cancer: do they reflect the  
research evidence?
V. D’Souza phd,* H. Daudt phd,* and A. Kazanjian DrSoc*†

ABSTRACT

Aim  In the present study, we synthesized the published literature about the psychosocial aspects of colorectal 
cancer (crc) survivorship to support an update of the evidentiary base of the survivorship care plans (scps) created 
in our jurisdiction.

Methods  The psychosocial topics identified in the crc scps created by two different initiatives in our province 
were used as search criteria: quality of life (qol), sexual function, fatigue, and lifestyle behaviors. An umbrella review 
was conducted to retrieve the best possible evidence. Only reviews that investigated the intended outcomes in crc 
survivors and those with moderate-to-high methodologic quality scores were included.

Results  Of 462 retrieved reports, eight reviews met the inclusion criteria for the synthesis. Of those eight, six 
investigated the challenges of crc survivors and two investigated the effect of physical activity on survivor well-
being. Our results indicate that emotional and physical challenges are common in crc survivors and that physical 
activity is associated with clinically important benefits for the fatigue and physical functioning of crc survivors.

Conclusions  Our study findings update the evidence and indicate that existing scps in our province concerning 
the physical and emotional challenges of crc survivors reflect the evidence at the time of their issue. However, the 
literature concerning cancer risks specific to crc survivors is lacking. Although systematic reviews are considered 
to be the “gold standard” in knowledge synthesis, our findings suggest that much remains to be done in the area of 
synthesis research to better guide practice in cancer survivorship.
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BACKGROUND

Although better screening, early detection, and new treat-
ment strategies result in better cancer survival rates, sur-
vivors and their families continue to face challenges once 
treatment is completed. In 2009, the Canadian Partnership 
Against Cancer made survivorship and survivorship care 
plans (scps) a practice and research priority, as the United 
States has1,2. The scp, a personalized record of care and 
follow-up that includes potential post-treatment issues, 
signs of recurrence, guidelines for lifestyle modifications, 
and important community resources, aims to improve 
patient-reported and health-related outcomes after treat-
ment completion3. Plans can also be shared with the primary 

care provider to promote coordinated ongoing care. The 
scp seems to reduce anxiety on the part of survivors about 
what will happen to them after treatment completion; it 
also can improve communication between a survivor’s 
cancer care providers and primary care providers4,5.

There have been appreciable research and knowledge 
implementation efforts about survivorship—and more 
specifically, about scps—in the United States and the 
United Kingdom. The National Cancer Survivorship Initia-
tive was started in the United Kingdom in 2008 and, in 
collaboration with the U.K. National Health Service and the 
Macmillan organization, has made progress in providing 
support services to those living with and beyond cancer, 
addressing individual needs and enhancing wellness6. 
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Similarly, in the United States, the American Cancer Society, 
the Centers for Disease Control and Prevention, the lives-
trong Foundation, and the National Cancer Institute have 
been collaborating to enhance the translation of survivor-
ship research into evidence-based interventions7. Appre-
ciable schola rly resea rch into t he topic has been 
accomplished, mostly focused on breast cancer patients 
and survivors3,8. However, in Canada, research pertaining 
to the integration of survivorship care into primary care is 
much more recent in organization and publication9,10. Our 
study of crc scps, undertaken by two different teams of 
clinician–scientists in our province and reflecting current 
evidence about this population group, therefore provides 
new information and insight.

The contents of a scp are often tailored to a specific 
type of cancer (and its location, spread, and treatment), 
although the treatment consequences can vary immensely. 
For example, crc—also known as colon cancer, rectal 
cancer, or bowel cancer—is often treated with bowel re-
section and can also require adjuvant therapies such as 
chemotherapy or radiotherapy, or both11–13. The occur-
rence of crc and its treatment can significantly alter an 
individual’s nutrition needs and eating habits, because 
the manner in which the body digests and absorbs food 
is affected14–16. As a result, individuals who receive a crc 
diagnosis face myriad challenges while moving from one 
phase of the cancer trajectory to another17 and will require 
specific information to better cope with the challenges. Al-
though scps are apparently beneficial, there are pragmatic 
challenges in implementing them not only in crc, but also 
across all disease groups. Examples include choosing a 
format, finding resources, managing time constraints, and 
allocating personnel18.

No patient information materials have been interna-
tionally or nationally accepted as suitable for all patients. 
As a result, many cancer care facilities develop their own 
materials, including the information resources that are 
part of scps, which can often lead to duplication of effort 
and, more importantly, inconsistencies in care provision. In 
fact, a study that evaluated 16 scps from several developed 
countries reported considerable variation in the scps with 
respect to their content and also their delivery approach19. 
In our province, two independent initiatives funded by dif-
ferent sources, led by clinician–researchers from two sites 
of the provincial agency responsible for cancer care, located 
in two different geographic regions, created scps for people 
with crc with no or little coordination in terms of format, 
language, or content. Thus, the overall goal of the present 
study was to contribute to consistency in the provincial 
approach to survivorship care planning through knowledge 
synthesis and exchange. Our original research question was 
“Do the two scps independently created in our province re-
flect the highest level of research evidence pertaining to the 
psychosocial aspects of crc survivorship?” Here, we report 
on the physical and emotional challenges of crc survivors 
and the impact of the interventions that have been used for 
lessening those challenges. This review was part of a quality 
improvement project under the auspices of the Provincial 
Survivorship Program, aiming to support the production 
of evidence-based information materials to be available to 
health care professionals and their patients in our province.

METHODS

We conducted an umbrella review, a systematic review 
of systematic reviews20 in accordance with the prisma 
(Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses) guidelines21.

Literature Search
A systematic search of the electronic databases medline, 
psycinfo, Cochrane Library, cinahl, and embase using 
keywords and mesh terms, together with a hand search 
of the list of references of identified articles, was used to 
gather all the available literature concerning the outcomes 
of interest (Table i) for the present review. The search terms 
used to identify the articles were “(colorectal, rectal, bowel, 
colon, intestinal, rectum OR lower gastrointestinal) AND 
(cancer, carcinoma OR neoplasms) AND (quality of life, 
well-being, mental health, QOL, HRQOL, life quality, life 
qualities, qualities of life, life satisfaction OR personal sat-
isfaction, sexual dysfunctions, bowel dysfunctions) AND 
(cancer patients, OR cancer survivors) AND (physical ac-
tivity, exercise) AND (diet, fiber, meat, red meat, processed 
meat, nutrition supplements, dairy) AND (spirituality, 
physiotherapy, sex therapy, education and information, 
cognitive therapies, psychotherapy, meditation or relax-
ation therapy).” The search was conducted during April 
and May 2013; it was updated in December 2014 and again 
in September 2015 by the first author with the support of 
the BC Cancer Agency–Vancouver Island Centre medical 

TABLE I  Outcomes of interest in the present review

1. Factors that increase or decrease cancer risk
■■ �Diet (herbal and natural health products or supplements, 

calcium intake, multivitamin supplements, fibre intake, 
vegetarian and non-vegetarian diet)

■■ Physical activity

■■ Smoking cessation

■■ Alcohol intake

2. Emotional challenges to colorectal cancer patients and survivors
■■ Anxiety, depression, stress, fear, sadness, and quality of life

3. Physical challenges to colorectal cancer patients and survivors
■■ Sexual, urinary, and bowel function or dysfunction

■■ Fertility issues and concerns

■■ Weight loss or gain

■■ Body image

4. Any of the following interventions used in colorectal cancer 
patients and survivors that affect their well-being

■■ Physical activity

■■ Diet

■■ Physiotherapy

■■ Sex therapy

■■ Education and information

■■ Psycho-educational therapies

■■ Cognitive therapies

■■ Meditation and relaxation therapies
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librarian. Grey literature such as dissertations, theses, and 
conference and poster abstracts were included only if they 
contained a detailed description of the included studies 
and if outcomes of interest were assessed while meeting 
the inclusion criteria.

All identified citations were moved to an online biblio
graphic management program (RefWorks: ProQuest LLC, 
Ann Arbor, MI, U.S.A.). After duplicates were removed, each 
study was given an identification code. The first author and 
2 patient support volunteers from a cancer clinic, who were 
trained in abstract selection, independently screened the 
abstracts. Once that step was complete, 2 review authors 
(VD, HD) read the remaining articles in full. Study quality 
was assessed for all those articles, and articles were elimi-
nated if they did not meet the inclusion criteria.

Inclusion Criteria
Systematic reviews, meta-analyses, and other review types 
were included if they

■■ were conducted with at least 50 crc survivors,
■■ reported any of the outcomes of interest, and
■■ had at least a moderate quality score (≥5).

Studies conducted with a mixed group of cancer pa-
tients were included only if they reported the measured 
outcomes separately for crc survivors.

Quality Assessment
The quality of the included studies was assessed using 
amstar22, a reliable and valid measurement tool to assess 
the methodologic quality of systematic reviews23,24. Using 
amstar, the quality of systematic reviews is characterized 
at three levels: scores of 0–4 are considered to reflect poor 
quality; 5–7, moderate quality; and 8 and above, high qual-
ity. For the present work, all potentially eligible studies were 
scored independently by 2 authors (VD, HD). Discrepancies 
were resolved by joint discussion, and if needed, the 3rd 
author (AK) was consulted. Studies with a quality score of 
5 or greater were included in the review.

Outcomes of Interest
Based on our analyses of the scps created by the two 
provincial groups of clinician scientists, we categorized 
outcomes of interest into 4 large groups:

■■ Factors that increase or decrease the cancer risk in 
crc survivors

■■ Emotional challenges of crc survivors
■■ Physical challenges of survivors
■■ Any interventions used with crc patients and survivors, 

and the effect of those interventions in terms of sur-
vivor well-being

Table i presents those outcomes of interest in detail.

Data Extraction and Synthesis
Data from the selected scientific reviews was independently 
extracted by 2 review authors (VD, HD) using a pre-agreed 
data extraction form: title of the paper, author, year of 
publication, source, and country; type of study, cancer 

type, cancer stage, and location of tumour; sample size and 
distribution in each arm; description of the intervention, 
study setting, length and frequency of intervention, dura-
tion of follow-up, and control intervention characteristics; 
outcomes measured and outcome assessments. Given the 
exhaustive nature of the umbrella review and the diversity 
of the outcomes investigated, quantitative analyses were 
not feasible.

RESULTS

The search strategy identified 462 reviews, of which 72 
were read in full and quality-assessed. Although forty 
reviews met the inclusion criteria with respect to quality 
assessment, twenty-nine studies were eliminated because 
they were investigating the primary crc risk in general 
populations25–53, and another three systematic reviews 
were eliminated because the original studies included 
in those reviews were of poor quality due to numerous 
methodologic flaws and inconclusive findings54–56. Thus, 
only the remaining eight reviews (seven systematic reviews 
and one meta-analysis) were included in our synthesis57–64. 
Figure 1 presents details of the search and inclusion and 
exclusion process.

Study Characteristics
Table ii presents the characteristics of the included studies, 
their overall findings, and quality scores; Table iii presents 
their flaws and limitations. Of the eight included reviews, 
six investigated the challenges of crc patients or survivors 
(qol, sexual and bowel dysfunctions)59–64, and two investi-
gated the effect of physical activity on the well-being of crc 
survivors57,58. No reviews for the population of interest were 
found that investigated cancer risk; urinary problems, fer-
tility concerns, body image, weight-gain issues, concerns 
about diet or nutrition, or spirituality; or interventions such 
as physiotherapy, sex therapy, education and information 
provision, cognitive therapies, meditation, or relaxation 
therapies. No effect size was described in any of the reviews. 
The information extracted was therefore synthesized quali-
tatively and is summarized in the subsections that follow.

QOL
Three reviews investigated the qol of crc survivors60–62. 
In one review, Jansen et al. compared the qol of 2187 crc 
survivors (≥5 years post diagnosis) with that of the general 
population, reporting that the overall qol of crc survivors 
was comparable to that of the general population, although 
the physical qol of crc survivors was comparatively poorer. 
In addition, crc survivors frequently experienced higher 
levels of anxiety, distress, and long-term treatment-related 
complications such as bowel dysfunctions that could affect 
qol60. Another review (eight studies) investigated the effect 
of intensified follow-up programs with 2142 crc survivors 
treated surgically61. Of the eight studies, six were included 
in the meta-analysis, and the findings showed that inten-
sified follow-up programs were associated with survival 
benefit (odds ratio: 0.73; 95% confidence interval: 0.59 to 
0.91), but had no effect with respect to qol61. The authors 
of the third review investigated qol in 3675 rectal cancer 
patients who underwent either of the 2 crc curative 
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surgeries: an abdominoperineal excision (ape) or Hart-
mann operation (both leading to a permanent stoma), and 
anterior resection (ar)62. Although no differences were 
found in the general qol of patients who underwent either 
of the surgeries, poorer physical and social functioning, 
more severe sexual dysfunctions, and poorer body image 
were experienced by those who underwent ape than by 
those who underwent ar. Compared with patients who 
underwent ape, those who underwent ar were more ner-
vous and experienced more fear of death.

Sexual Dysfunction
Two reviews investigated sexual dysfunction in crc survi-
vors59,64. According to both reviews, sexual dysfunctions 
were the most frequently observed treatment-related 
complications in crc survivors, although the signs and 
symptoms and the degree of severity varied from person 
to person and by sex, tumour location, and treatment re-
ceived. Erectile or ejaculatory dysfunctions (or both) were 
common among male survivors; female survivors frequent-
ly experienced dyspareunia, vaginal dryness, and inability 

to reach orgasm64. One review of 6247 crc survivors who 
underwent surgery reported that the percentage of preop-
eratively potent men who experienced sexual dysfunction 
postoperatively ranged from 5% to 88% and that about half 
the women reported sexual dysfunction. The dysfunctions 
were more frequent and more pronounced in individuals 
treated for rectal cancer than in those treated for cancer 
of the colon and were worse if the patient had undergone 
rectal excision surgery or had received radiation treat-
ments, or both59. Preoperative radiotherapy, a stoma, and 
complications during or after surgery were significantly 
associated with higher sexual dysfunction59,64.

Bowel Dysfunction
Bowel dysfunction was investigated in three reviews60,62,63. 
Scheer et al.63 investigated bowel dysfunctions in 3349 
adult rectal cancer patients who underwent ar and re-
ported that 35% experienced incontinence of some kind 
(solid or liquid fecal incontinence, gas incontinence, failure 
to differentiate fecal or gas incontinence, urgency, and 
incomplete evacuation); 14% were affected by fecal 

FIGURE 1  The process of searching for and selecting reliable articles in the literature.
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incontinence alone. The other two reviews reported a 
positive association between the treatment type and in-
continence: patients who underwent ar experienced long-
term incontinence62,63; those who received preoperative 
radiation treatment had some kind of incontinence60,63; 
and those who received short-course radiation therapy 
had higher rates of long-term incontinence (p  = 0.006). 
Furthermore, short-course radiation therapy was a risk 
factor for liquid and gas incontinence (p = 0.03)63.

Physical Activity
Two reviews investigated the effect of physical activity on 
cancer survivors57,58. Both reported that physical activity 
provided crc survivors with clinically important benefits 
such as reduced body mass index and body weight, an 
increase in peak oxygen consumption, improved peak 
power output, lessened cancer-related fatigue during and 
after cancer therapy, and better qol57,58. However, the re-
view conducted by Cramp et al.57 included only one study 
conducted with crc survivors (n = 102); in the Fong et al.58 
review of thirty-four studies with a mixed group of cancer 
survivors, six studies included 579 crc survivors. Although 
the latter study performed meta-analyses, those analyses 
did not include a separate analysis of crc survivors.

DISCUSSION

The overall goal of the present study was to contribute to 
a consistent evidence-based province-wide approach to 
survivorship care planning by synthesizing published lit-
erature on crc survivorship and updating the evidentiary 
base of the scps created in our jurisdiction. To our knowl-
edge, this is the first umbrella review that has investigated 

the collective scientific evidence on psychosocial aspects 
that are important in crc survivorship care planning. Par-
ticularly relevant to the field of synthesis research was the 
finding that most of the evidentiary base available through 
high-quality reviews focuses on primary prevention of crc. 
Within the limits of the study design, the results of our 
investigation suggest that crc survivors

■■ experience levels of anxiety and distress that are higher 
than those in the general population,

■■ more frequently experience sexual and bowel dys-
functions, and

■■ experience a positive impact on qol and physical 
functioning from physical activity.

Our study findings update the evidence and indicate 
that, with respect to the physical and emotional chal-
lenges of crc survivors, existing scps in our province 
reflect the evidence available when the scps were issued 
(Table  iv)65–68. However, literature concerning cancer 
risks specific to crc survivors is lacking. Although sys-
tematic reviews have been considered the “gold standard” 
in knowledge synthesis21,69,70, our findings suggest the 
presence of a significant gap in the scientific literature 
crucial to cancer survivorship care planning and the fact 
that much remains to be done in the area of synthesis 
research in survivorship. Clearly, clinician–scientists are 
drawing from the published evidence in developing scps 
and are supporting the transition of crc patients through 
to survivorship and follow-up in primary care. However, 
the gap in the literature poses challenges. Clinicians are 
resorting to the evidence on primary prevention to for-
mulate scps in crc.

TABLE III	 Limitations of the included reviews

Reference Important limitations or flaws of the included reviews

Jeffery et al., 200761 Intervention in 1 study was similar to the control intervention in another study; one of the included studies was published 
in 1983, and comparing it with recent studies should be a concern, because treatment and care have greatly evolved 
in recent years; adjuvant treatment given should be considered as it could prolong survival

Jansen et al., 201060 All included studies were cross-sectional; poor response rate (below 60%), small sample; analyses were explorative and 
multiple comparisons were not made; comparison with the historical data could imply bias; studies were heterogeneous 
with respect to instruments used (although valid scales) and analyses

Ho et al., 201159 Use of invalid measurement tools (7 studies); systematic selection bias because some studies excluded some or all 
sexually inactive patients (14 articles); 13 studies were cross-sectional

Scheer et al., 201163 Heterogeneity and variability in reporting; 13 cross-sectional studies

Cramp and 
  Byron-Daniel, 201257

Heterogeneities in the type of physical activity, intensity, duration, and control intervention (no intervention, wait 
list, relaxation, general stretching or range of movement exercises, light weights and stretching, tai chi and group 
psychotherapy); potential for participation bias; only 1 study involved CRC survivors; potential for contamination

Fong et al., 201258 All 6 studies with CRC survivors were RCTs; intensity and duration of the intervention were not consistently reported; 
heterogeneity in measurement tools; subgroup analyses for CRC survivors not reported; only a results summary provided

Pachler and 
  Wille-Jorgensen, 201262

Follow-up period varied from 14 to 214 months; no baseline measures available for QOL before surgery; missing data 
and lack of correction for the missing data

Traa et al., 201264 53 Cross-sectional studies; measurement errors (mostly evaluating sexual intercourse or the presence of a sexual 
dysfunction, or both)

CRC = colorectal cancer; RCTs = randomized controlled trials; QOL = quality of life.
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We embarked on this synthesis project with the objec-
tive of supporting the production by health care providers 
of evidence-based information materials to be shared 
with survivors in our province. Our starting point was the 
content of the two scps created by our clinician–scientists 

for crc survivors. We aimed to synthesize, within a short 
period (less than 1 year) and through a systematic review 
of systematic reviews, the best available evidence to inform 
a more comprehensive project on scps. That choice proved 
to be a challenge, because most of the systematic reviews 

TABLE IV  Patient outcomes from scientific evidence contained in two provincial colorectal cancer survivorship care plans

Outcome Survivorship care plan1 Survivorship care plan2

Anxiety Anxiety is an ongoing physical problem associated with 
cancer.
Learning about the causes of your anxiety is the first step in 
helping you manage that which makes you feel anxious.
Try keeping a diary of moments when your anxiety level 
increases so that you can identify things that make you 
anxious.

It is very common to feel some anxiety, apprehension, or 
nervousness at the end of the treatment.
These approaches might be helpful:

■■ �Emotional and social support from social group, family, 
and friends

■■ Physical activity
■■ Spirituality
■■ Practical and financial

Fatigue Fatigue is possibly the most common side effect among 
people recovering from a diagnosis of cancer or its 
treatment.
Physical activity can help to manage fatigue.
Ask for help.

Fatigue is normal and your energy level will eventually return.
Many people find that gentle exercises are helpful.
Starting off slowly is important.
Sometimes resting is as helpful as sleeping.

Weight gain or loss Some people lose weight without trying after their cancer 
diagnosis, while others can gain weight.

■■ �Choose fibre-rich vegetables and fruits, and whole-grain 
breads and cereals.

■■ Limit portions of high-calorie foods.

You might experience appetite changes, gaining or losing 
weight without trying.

Nutrition and diet ■■ Drink 8–10 cups of fluid daily.
■■ Eat small portions often.
■■ Choose

■■ lower fibre fruits and vegetables;
■■ grain products that are low in fibre;
■■ lower fat choices that are bland and not fried.

Diet plays a significant role in how your bowel functions after 
treatment.

■■ Eating frequent small meals can be a good idea.
■■ Limit the intake of very high fibre food
■■ �A low or low-medium fibre diet is usually your best 

choice.
■■ Consider drinking plenty of non-caffeinated beverages.

Physical activity Physical activity is an important part of healthy living. It can
■■ improve your quality of life.
■■ help you to better manage symptoms.
■■ reduce anxiety, depression, and fatigue.
■■ �help with stress and weight management, and improve 

your body image.

Regular physical activity has been shown to
■■ improve physical functioning,
■■ reduce cancer related fatigue,
■■ improve sleep,
■■ reduce feelings of anxiety and depression, and
■■ help to maintain a healthy body weight.

Bowel-related 
  side effects

You might experience any one or a combination of loose 
or frequent bowel movements, incontinence, diarrhea, gas, 
bloating, or constipation.

Your bowel is likely to change with time.
Once your bowel function is settled down to your “new 
normal,” you can introduce some new food to your diet.

Ostomy Some people find that the foods they eat can change their 
output.
Some people have trouble with high-fibre foods.

Some foods can cause problems with ostomies. As you 
experiment with new foods, you will learn what works for 
you.

Sexual 
  side effects

Problems with erections or ejaculation, or both (men).
Problems with pain during sex or vaginal dryness, or both 
(women).

Many people who have had treatment for their cancer 
say that they have problems with sexual functioning after 
treatment.

■■ Ongoing fatigue can diminish sexual desire.
■■ Nerve damage or scaring in the pelvic area.
■■ Women might experience painful intercourse.
■■ �In men, erectile dysfunction and intensity of orgasm might 

vary from before treatment to after treatment.

Alcohol As the amount of alcohol a person drinks increases, the risk 
of developing cancer increases.
To reduce your risk of cancer, limit the amount of alcohol 
you drink.

There is a debate about the role that alcohol plays in 
colorectal cancer patients.
It is a good idea to talk with your health care provider 
concerning alcohol intake.

Tobacco use Tobacco use (including smoking and chewing tobacco) is 
the single most preventable cause of death, disease, and 
disability.
If you smoke, please ask your doctor for help in quitting.

Smoking is implicated in many cancers.
If you smoke, consider quitting, and talk with your health 
care providers.
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that discussed the psychosocial topics included in our 
provincial scps did not yet involve crc patients and sur-
vivors. In fact, the U.S. National Institutes of Health trials 
registry (http://ClinicalTrials.gov), a database of publicly 
and privately supported clinical studies involving human 
participants conducted around the world, supports that 
conclusion. Our recent search of that database using the 
search terms “colorectal cancer” and “survivor” yielded 
fifty-seven entries, forty of which were related to psycho
social aspects of survivorship; however, of twelve complet-
ed trials, none has yet reported results. Clinical trials are 
the basis for systematic reviews, and the small number of 
trials relevant to crc survivors as the population of inter-
est suggests that little investigation is ongoing. Judging by 
the number of scps available to crc patients and survivors 
around the world, the lack of high-quality evidence is, at 
best, puzzling. We posit that research focusing on survi-
vors—especially clinical trials of interventions that could 
minimize the known effects of crc and crc treatments on 
qol—ought to be a priority, because an appreciable pro-
portion of the individuals diagnosed with crc will live, but 
with chronic conditions.

In cancer survivors, patient-reported qol is a fre-
quently measured outcome. Dealing with fear of death, 
cancer recurrence, and cancer-related challenges has a 
detrimental effect on qol for cancer survivors, including 
those affected by crc71,72. In the presence of comorbidities, 
qol is worse, especially if patients face severe side effects 
of cancer treatments60–62. Colorectal cancer patients and 
survivors experience numerous emotional, physical, and 
functional challenges. It is typical that, in a person facing 
certain degrees of physical and functional challenges, 
those challenges can impair psychological adjustment 
and qol73–75.

Sexual dysfunction is a frequently observed treatment 
side effect in crc survivors, although the severity var-
ies from person to person, by sex, and also by treatment 
type59,64. Individuals with cancer of the rectum experi-
ence higher levels of sexual dysfunction, especially if they 
undergo certain types of treatment. Sexual dysfunctions 
were more common in patients who received ape or radia-
tion treatment (or both); bowel dysfunctions were more 
frequent in patients who received ar. Radiotherapy is 
known to cause vaginal dryness and narrowing, leading 
to painful intercourse76–78. Sexual activity requires desire 
and opportunity, which are related to a variety of factors, 
such as the individual’s psychological state, sexual func-
tioning before the cancer diagnosis, their partner’s sexual 
functioning, and home and cultural influences, among 
many others79. It is therefore necessary to differentiate 
lack of sexual activity from sexual dysfunction. However, 
measuring sexual dysfunction in a sufficiently large crc 
population, while accounting for various confounding and 
interacting variables, is a challenging task. A miscellany of 
interventions to ease bowel dysfunction—such as physical 
therapy, biofeedback, anal sphincter repair, manipulation 
of bowel flora with antibiotics, and use of sacral neuro-
modulation—have been tried, and some seem to deliver 
benefit, but others do not80–83. However, we could find no 
reviews that investigated the effectiveness of any such 
interventions in crc patients or survivors. Although no 

definitive evidence is available at this time, the provision of 
psycho-education, physical therapies, and counselling for 
diet and lifestyle changes could potentially help survivors 
deal with coexisting sexual, urinary, and bowel difficulties. 
It is clear that there is a serious dearth of reliable scientific 
syntheses specific to sexual, urinary, and bowel difficulties 
in crc survivors. We found only two reviews that investi-
gated the effect of physical activity on crc survivors, and 
both found clinically important benefits for survivors with 
respect to physical functioning and qol57,58.

To our surprise, we could find no reviews that inves-
tigated future cancer risk in crc patients and survivors, 
whether as a recurrence or a second primary cancer. How-
ever, we did identify twenty-nine reviews (poor-to-mod-
erate quality) that investigated lifestyle factors and their 
association with crc incidence in general populations25–53. 
According to those publications, physical activity33,45–47,52, 
low body mass index36, fibre-rich diet28–30,38,48, and cal-
cium intake31,37,51 lowered the crc risk; smoking32,41,43,49 
and consumption of alcohol35,40,42,50 and red or processed 
meats25–27,34,39 increased the risk. Although such findings 
are very important in primary prevention, can that knowl-
edge be applied for secondary prevention in crc patients 
and survivors? With the exception of a fibre-rich diet, all 
the other recommendations to lower cancer risk in the 
general population were mentioned in the two scps from 
our province.

Even though we observed that certain lifestyles pro-
vide protection against crc in general populations, we 
could find no reviews that investigated their effect on crc 
patient and survivor populations. Nevertheless, scps in 
crc care often make recommendations related to diet84,85, 
including the two scps from our province. Accordingly, crc 
survivors often hear recommendations to consume a diet 
low in fibre to manage their bowel symptoms. Although 
controlling bowel symptoms is very important for many, 
such a recommendation might potentially create undue 
anxiety, because a low-fibre diet increases the crc risk in 
the general population. For crc survivors, then, it might be 
important to recommend the other lifestyles factors that 
are known to lower the cancer risk. Moreover, improve-
ments in physical functioning, qol, and physical activity 
might also potentially lower the future risk for cancer in 
crc patients and survivors. Alcohol and smoking cessation 
interventions could also be important in those populations, 
because such interventions might lower crc risk and also 
prevent comorbidities that are associated with alcohol and 
tobacco use.

Our investigation confirms a serious gap in the lit-
erature concerning cancer risk in crc survivors and also 
concerning a diet that is functional for crc patients and 
survivors. We are therefore highlighting the urgent need for 
reliable studies that target secondary prevention of cancer 
for crc survivors, especially those that explore lifestyle 
and behavioural factors, including diet. Campbell et al.18 
mention that support for patient self-management and use 
of evidence-based health-promotion interventions were 
areas of relative weakness when analyzing survivorship 
models of care used at 8 livestrong Survivorship Centers 
of Excellence Network sites in the United States, corrobo-
rating our statement.

http://ClinicalTrials.gov
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The present study has some limitations. Although we 
included moderate- to high-quality systematic reviews or 
meta-analyses only, we had no control over the studies that 
were included in those publications. An amstar evaluation 
assesses only the systematic review, and not the original 
studies that are included in the review. Quality appraisal 
of the included primary studies was beyond the scope of 
our study. Even when quality assessments were performed 
in the included reviews and meta-analyses, the tools used 
for the quality assessments varied widely. Some reviews 
reported heterogeneity for their source studies, and those 
heterogeneities were not restricted to the measured out-
comes alone; they also affected the measuring tools used, 
follow-up times, the populations studied, and the findings 
observed. Furthermore, bias was evident in some of the 
included reviews.

Although we have to recognize the limitations, a major 
strength of our study is that our umbrella review was con-
ducted very rigorously. Decision-makers are increasingly 
required to make evidence-informed policy decisions and 
often have to obtain that evidence within a short time. 
Within a relatively short period, we were able to collate and 
highlight where the existing scientific evidence is of superior 
quality and to provide a snapshot of the events and chal-
lenges that are important in crc survivorship. Using amstar, 
a recognized quality assessment tool, we were able to assess 
the quality of the reviews included in the present analysis, 
giving us confidence about the results reported here.

SUMMARY

T he present rev iew combines data f rom selected 
high-quality systematic reviews and summarizes the best 
evidence available to inform clinicians delivering scps to 
people affected by crc. We posit that the included infor-
mation is current and reliable, and can potentially help 
clinicians to make recommendations to people complet-
ing treatment for crc and living with or beyond cancer.

It is possible that well-designed trials focusing on crc 
survivorship have been conducted and that the result-
ing evidence has not yet been synthesized and appraised 
through systematic reviews. However, our results, together 
with a search at http://ClinicalTrials.gov, suggest that much 
research remains to be done in the area of crc survivorship.

ACKNOWLEDGMENTS
Ms.  Lorraine Leitz, the medical librarian at the BC Cancer 
Agency–Vancouver Island Centre, was instrumental in supporting 
the literature search and obtaining manuscripts. We also thank 
Ms.  Jessica Wilton and Ms.  Sarah Mahovlich for helping with 
abstract screening and obtaining manuscripts.

This project was funded by the Canadian Cancer Society Re-
search Institute through a grant (Grant #019789) to the Canadian 
Centre for Applied Research in Cancer Control as part of a program 
of research about patients and families. The funders played no 
role in study design; data collection, analysis, and interpretation; 
the writing of the report; or the decision to submit the paper for 
publication. They accept no responsibility for the contents.

CONFLICT OF INTEREST DISCLOSURES
We have read and understood Current Oncology’s policy on dis-
closing conflicts of interest, and we declare that we have none.

AUTHOR AFFILIATIONS
*BC Cancer Agency, Vancouver Island Centre, Victoria, and †School 
of Population and Public Health, Faculty of Medicine, University 
of British Columbia, Vancouver, BC.

REFERENCES
	 1.	 Canadian Partnership Against Cancer (cpac). Sustain-

ing Action Toward a Shared Vision: 2012–2017 Strategic 
Plan. Toronto, ON: cpac; n.d. [Available online at: http://
www.partnershipagainstcancer.ca/wp-content/uploads/
sites/5/2015/03/Sustaining-Action-Toward-A-Shared-Vision-
Section-1-Strategic-Plan_accessible.pdf; cited 3 August 2016]

	 2.	 Hewitt ME, Greenfield S, Stovall E, eds. From Cancer Patient to 
Cancer Survivor: Lost in Transition. Washington, DC: National 
Academies Press; 2005.

	 3.	 Ganz PA, Hahn EE. Implementing a survivorship care plan 
for patients with breast cancer. J Clin Oncol 2008;26:759–67.

	 4.	 Hewitt ME, Bamundo A, Day R, Harvey C. Perspectives 
on post-treatment cancer care: qua litat ive research 
w ith sur v ivors, nurses, and physicians. J Clin Oncol 
2007;25:2270–3.

	 5.	 Kantsiper M, McDonald EL, Geller G, Shockney L, Snyder 
C, Wolff AC. Transitioning to breast cancer survivor-
ship: perspectives of patients, cancer specialists, and 
primary care providers. J Gen Intern Med 2009;24(suppl 
2):S459–66.

	 6.	 National Cancer Survivorship Initiative (ncsi). Living With 
and Beyond Cancer: Taking Actions to Improve Outcomes. Lon-
don, U.K.: ncsi; 2013. [Available online at: https://www.gov.
uk/government/uploads/system/uploads/attachment_data/
file/181054/9333-TSO-2900664-NCSI_Report_finaL.pdf; 
cited 13 March 2016]

	 7.	 Alfano CM, Smith T, de Moor JS, et al. An action plan for 
translating cancer survivorship research into care. J Natl 
Cancer Inst 2014;106:pii:dju287.

	 8.	 Grunfeld E, Mant D, Vessey MP, Yudkin P. Evaluating primary 
care follow-up of breast cancer: methods and preliminary 
results of three studies. Ann Oncol 1995;6(suppl 2):47–52.

	 9.	 Doll R, Kazanjian A, Smillie K, Ward A, Chasen M. A call 
for action in survivorship research and care. Curr Oncol 
2012;19:16–20.

	10.	 Canadian Cancer Survivorship Research Consortium (ccsrc). 
About Us [Web page]. n.l.: ccsrc; n.d. [Available at: http://
www.ccsrc.ca/AboutUs/about-us; cited 16 March 2016]

	11.	 Keating JP. Sexual function after rectal excision. ANZ J Surg 
2004;74:248–59.

	12.	 Steele RJ. Anterior resection with total mesorectal excision. 
J R Coll Surg Edinb 1999;44:40–5.

	13.	 Porrett T, Daniel N, eds. Essential Coloproctology for Nurses. 
London, UK: Whurr Publishers; 1999.

	14.	 Fearon K, Strasser F, Anker SD, et al. Definition and classifica-
tion of cancer cachexia: an international consensus. Lancet 
Oncol 2011;12:489–95.

	15.	 Blum D, Omlin A, Baracos VE, et al. Cancer cachexia: a 
systematic literature review of items and domains associ-
ated with involuntary weight loss in cancer. Crit Rev Oncol 
Hematol 2011;80:114–44.

	16.	 Rock CL, Doyle C, Demark-Wahnefried W, et al. Nutrition and 
physical activity guidelines for cancer survivors. CA Cancer 
J Clin 2012;62:243–74.

	17.	 Mistry A, Wilson S, Priestman T, Damery S, Haque M. How do 
the information needs of cancer patients differ at different 
stages of the cancer journey? A cross-sectional survey. JRSM 
Short Rep 2010;1:30.

	18.	 Campbell MK, Tessaro I, Gellin M, et al. Adult cancer survi-
vorship care: experiences from the livestrong Centers of 
Excellence Network. J Cancer Surviv 2011;5:271–82.

http://clinicaltrials.gov/
http://www.partnershipagainstcancer.ca/wp-content/uploads/sites/5/2015/03/Sustaining-Action-Toward-A-Shared-Vision-Section-1-Strategic-Plan_accessible.pdf
http://www.partnershipagainstcancer.ca/wp-content/uploads/sites/5/2015/03/Sustaining-Action-Toward-A-Shared-Vision-Section-1-Strategic-Plan_accessible.pdf
http://www.partnershipagainstcancer.ca/wp-content/uploads/sites/5/2015/03/Sustaining-Action-Toward-A-Shared-Vision-Section-1-Strategic-Plan_accessible.pdf
http://www.partnershipagainstcancer.ca/wp-content/uploads/sites/5/2015/03/Sustaining-Action-Toward-A-Shared-Vision-Section-1-Strategic-Plan_accessible.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/181054/9333-TSO-2900664-NCSI_Report_finaL.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/181054/9333-TSO-2900664-NCSI_Report_finaL.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/181054/9333-TSO-2900664-NCSI_Report_finaL.pdf
http://www.ccsrc.ca/AboutUs/about-us
http://www.ccsrc.ca/AboutUs/about-us


SURVIVORSHIP CARE PLANS FOR PEOPLE WITH COLORECTAL CANCER, D’Souza et al.

e497Current Oncology, Vol. 23, No. 5, October 2016 © 2016 Multimed Inc.

	19.	 Daudt HM, van Mossel C, Dennis DL, Leitz L, Watson HC, 
Tanliao JJ. Survivorship care plans: a work in progress. Curr 
Oncol 2014;21:e466–79.

	20.	 Hartling L, Chisholm A, Thomson D, Dryden DM. A descrip-
tive analysis of overviews of reviews published between 2000 
and 2011. PLoS One 2012;7:e49667.

	21.	 Moher D, Shamseer L, Clarke M, et al. Preferred Reporting 
Items for Systematic Review and Meta-Analysis Protocols 
(prisma-p) 2015 statement. Syst Rev 2015;4:1.

	22.	 Shea BJ, Grimshaw JM, Wells GA, et al. Development of am-
star: a measurement tool to assess the methodological qual-
ity of systematic reviews. BMC Med Res Methodol 2007;7:10.

	23.	 Shea BJ, Hamel C, Wells GA, et al. amstar is a reliable and 
valid measurement tool to assess the methodological quality 
of systematic reviews. J Clin Epidemiol 2009;62:1013–20.

	24.	 Shea B, Andersson N, Henry D. Increasing the demand for 
childhood vaccination in developing countries: a systematic 
review. BMC Int Health Hum Rights 2009;9(suppl 1):S5.

	25.	 Alexander DD, Cushing CA, Lowe KA, Sceurman B, Roberts 
MA. Meta-analysis of animal fat or animal protein intake and 
colorectal cancer. Am J Clin Nutr 2009;89:1402–9.

	26.	 Alexander DD, Miller AJ, Cushing CA, Lowe KA. Processed 
meat and colorectal cancer: a quantitative review of prospec-
tive epidemiologic studies. Eur J Cancer Prev 2010;19:328–41.

	27.	 Alexander DD, Weed DL, Cushing CA, Lowe K A. Meta-
analysis of prospective studies of red meat consumption and 
colorectal cancer. Eur J Cancer Prev 2011;20:293–307.

	28.	 Asano T, McLeod RS. Dietary fibre for the prevention of 
colorectal adenomas and carcinomas. Cochrane Database 
Syst Rev 2002;:CD003430.

	29.	 Aune D, Chan DS, Lau R, et al. Dietary fibre, whole grains, 
and risk of colorectal cancer: systematic review and 
dose-response meta-analysis of prospective studies. BMJ 
2011;343:d6617.

	30.	 Aune D, Lau R, Chan DS, et al. Nonlinear reduction in risk 
for colorectal cancer by fruit and vegetable intake based 
on meta-analysis of prospective studies. Gastroenterology 
2011;141:106–18.

	31.	 Bergsma-Kadijk JA, van  ’t Veer P, Kampman E, Burema J. 
Calcium does not protect against colorectal neoplasia. Epi-
demiology 1996;7:590–7.

	32.	 Botteri E, Iodice S, Bagnardi V, Raimondi S, Lowenfels AB, 
Maisonneuve P. Smoking and colorectal cancer: a meta-
analysis. JAMA 2008;300:2765–78.

	33.	 Boyle T, Keegel T, Bull F, Heyworth J, Fritschi L. Physical 
activity and risks of proximal and distal colon cancers: a 
systematic review and meta-analysis. J Natl Cancer Inst 
2012;104:1548–61.

	34.	 Chan DS, Lau R, Aune D, et al. Red and processed meat and 
colorectal cancer incidence: meta-analysis of prospective 
studies. PLoS One 2011;6:e20456.

	35.	 Fedirko V, Tramacere I, Bagnardi V, et al. Alcohol drinking and 
colorectal cancer risk: an overall and dose–response meta-​
analysis of published studies. Ann Oncol 2011;22:1958–72.

	36.	 Harriss DJ, Atkinson G, George K, et al. on behalf of the 
c-clear group. Lifestyle factors and colorectal cancer risk 
(1): systematic review and meta-analysis of associations with 
body mass index. Colorectal Dis 2009;11:547–63.

	37.	 Huncharek M, Muscat, J, Kupelnick B. Colorectal cancer risk 
and dietary intake of calcium, vitamin D, and dairy products: 
a meta-analysis of 26,335 cases from 60 observational studies. 
Nutr Cancer 2009;61:47–69.

	38.	 Jin H, Leng Q, Li C. Dietary flavonoid for preventing colorectal 
neoplasms. Cochrane Database Syst Rev 2012;:CD009350.

	39.	 Larsson SC, Wolk A. Meat consumption and risk of colorectal 
cancer: a meta-analysis of prospective studies. Int J Cancer 
2006;119:2657–64.

	40.	 Li Y, Yang H, Cao J. Association between alcohol consumption 
and cancers in the Chinese population—a systematic review 
and meta-analysis. PLoS One 2011;6:e18776.

	41.	 Liang PS, Chen TY, Giovannucci E. Cigarette smoking and 
colorectal cancer incidence and mortality: systematic review 
and meta-analysis. Int J Cancer 2009;124:2406–15.

	42.	 Longnecker MP, Orza MJ, Adams ME, Vioque J, Chalmers TC. A 
meta-analysis of alcoholic beverage consumption in relation to 
risk of colorectal cancer. Cancer Causes Control 1990;1:59–68.

	43.	 Mizoue T, Inoue M, Tanaka K, et al. Tobacco smoking and 
colorectal cancer risk: an evaluation based on a systematic 
review of epidemiologic evidence among the Japanese popu-
lation. Jpn J Clin Oncol 2006;36:25–39.

	44.	 Norat T, Lukanova A, Ferrari P, Riboli E. Meat consumption 
and colorectal cancer risk: dose-response meta-analysis of 
epidemiological studies. Int J Cancer 2002;98:241–56.

	45.	 Pham NM, Mizoue T, Tanaka K, et al. on behalf of the Research 
Group for the Development and Evaluation of Cancer Pre-
vention Strategies in Japan. Physical activity and colorectal 
cancer risk: an evaluation based on a systematic review of 
epidemiologic evidence among the Japanese population. Jpn 
J Clin Oncol 2012;42:2–13.

	46.	 Samad AK, Taylor RS, Marshall T, Chapman MA. A meta-
analysis of the association of physical activity with reduced 
risk of colorectal cancer. Colorectal Dis 2005;7:204–13.

	47.	 Spence RR, Heesch KC, Brown WJ. A systematic review of the 
association between physical activity and colorectal cancer 
risk. Scand J Med Sci Sports 2009;19:764–81.

	48.	 Trock B, Lanza E, Greenwald P. Dietary fiber, vegetables, 
and colon cancer: critical review and meta-analyses of the 
epidemiologic evidence. J Natl Cancer Inst 1990;82:650–61.

	49.	 Tsoi KK, Pau CY, Wu WK, Chan FK, Griffiths S, Sung JJ. 
Cigarette smoking and the risk of colorectal cancer: a meta-
analysis of prospective cohort studies. Clin Gastroenterol 
Hepatol 2009;7:682–8.e1–5.

	50.	 Wang J, Wang H, Chen Y, Hao P, Zhang Y. Alcohol ingestion 
and colorectal neoplasia: a meta-analysis based on a Mende-
lian randomization approach. Colorectal Dis 2011;13:e71–8.

	51.	 Weingarten MA, Zalmanovici A, Yaphe J. Dietary calcium 
supplementation for preventing colorectal cancer and adeno-
matous polyps. Cochrane Database Syst Rev 2008;:CD003548.

	52.	 Wolin KY, Yan Y, Colditz GA, Lee IM. Physical activity and 
colon cancer prevention: a meta-analysis. Br J Cancer 
2009;100:611–16.

	53.	 Yoon H, Benamouzig R, Little J, François-Collange M, Tomé 
D. Systematic review of epidemiological studies on meat, 
dairy products and egg consumption and risk of colorectal 
adenomas. Eur J Cancer Prev 2000;9:151–64.

	54.	 Guo Z, Jia X, Liu JP, Liao J, Yang Y. Herbal medicines for ad-
vanced colorectal cancer [withdrawn]. Cochrane Database 
Syst Rev 2012;:CD004653.

	55.	 Taixiang W, Munro AJ, Guanjian L. Chinese medical herbs 
for chemotherapy side effects in colorectal cancer patients. 
Cochrane Database Syst Rev 2005;:CD004540.

	56.	 Zhong LL, Chen HY, Cho WC, Meng XM, Tong Y. The efficacy 
of Chinese herbal medicine as an adjunctive therapy for 
colorectal cancer: a systematic review and meta-analysis. 
Complement Ther Med 2012;20:240–52.

	57.	 Cramp F, Byron-Daniel J. Exercise for the management of 
cancer-related fatigue in adults. Cochrane Database Syst Rev 
2012;11:CD006145.

	58.	 Fong DY, Ho JW, Hui BP, et al. Physical activity for cancer 
survivors: meta-analysis of randomised controlled trials. 
BMJ 2012;344:e70.

	59.	 Ho VP, Lee Y, Stein SL, Temple LK. Sexual function after 
treatment for rectal cancer: a review. Dis Colon Rectum 
2011;54:113–25.



SURVIVORSHIP CARE PLANS FOR PEOPLE WITH COLORECTAL CANCER, D’Souza et al.

e498 Current Oncology, Vol. 23, No. 5, October 2016 © 2016 Multimed Inc.

	60.	 Jansen L, Koch L, Brenner H, Arndt V. Quality of life among 
long-term (≥5 years) colorectal cancer survivors—systematic 
review. Eur J Cancer 2010;46:2879–88.

	61.	 Jeffery M, Hickey BE, Hider PN. Follow-up strategies for pa-
tients treated for non-metastatic colorectal cancer. Cochrane 
Database Syst Rev 2007;:CD002200.

	62.	 Pachler J, Wille-Jorgensen P. Quality of life after rectal re-
section for cancer, with or without permanent colostomy. 
Cochrane Database Syst Rev 2012;12:CD004323.

	63.	 Scheer AS, Boushey RP, Liang S, Doucette S, O’Connor AM, 
Moher D. The long-term gastrointestinal functional out-
comes following curative anterior resection in adults with 
rectal cancer: a systematic review and meta-analysis. Dis 
Colon Rectum 2011;54:1589–97.

	64.	 Traa MJ, De Vries J, Roukema JA, Den Oudsten BL. Sexual (dys)
function and the quality of sexual life in patients with colorec-
tal cancer: a systematic review. Ann Oncol 2012;23:19–27.

	65.	 BC Cancer Agency (bcca). Resources [Web page]. Vancouver, 
BC: bcca; n.d. [Available at: http://www.bccancer.bc.ca/
health-info/coping-with-cancer/life-after-cancer/resources; 
cited 2 April 2015]

	66.	 Daudt HM, Dennis D, Payeur N. What is the nutritional and 
psychological status of colorectal patients referred to BC 
Cancer Agency, Vancouver Island center? [abstract 4C]. In: 
BC Cancer Agency (bcca). BC Cancer Agency 2010 Annual 
Cancer Conference: Interdisciplinary Cancer Control in the 
21st Century. Vancouver, BC: bcca; 2010: 14.

	67.	 Watson H, Mossel C, Daudt HM, et al. Transition and beyond; 
survivorship care plan for people with colorectal cancer [ab-
stract 4D]. In: BC Cancer Agency (bcca). BC Cancer Agency 
2010 Annual Cancer Conference: Interdisciplinary Cancer 
Control in the 21st Century. Vancouver, BC: bcca; 2010: 14.

	68.	 Lane K, Daudt H, Watson H, Currer L, Brieriey P, Waring J. Fea-
sibility of a post-treatment physical activity and educational 
program for people who had colorectal cancer [abstract 27C]. 
In: BC Cancer Agency (bcca). BC Cancer Agency 2010 Annual 
Cancer Conference: Interdisciplinary Cancer Control in the 21st 
Century. Vancouver, BC: bcca; 2010: 96.

	69.	 Sharif MO, Janjua-Sharif FN, Ali H, Ahmed F. Systematic 
reviews explained: amstar—how to tell the good from the 
bad and the ugly. Oral Health Dent Manag 2013;12:9–16.

	70.	 Howick J, Chalmers I, Glasziou P, et al. Background Docu-
ment: Explanation of the 2011 Oxford Centre for Evidence-
Based Medicine (OCEBM) Levels of Evidence. Oxford, U.K.: 
University of Oxford, Centre for Evidence-Based Medicine; 
n.d. [Available online at: http://www.cebm.net/wp-content/
uploads/2014/06/CEBM-Levels-of-Evidence-Background-
Document-2.1.pdf; cited 3 August 2016]

	71.	 Kim Y, Carver CS, Spillers RL, Love-Ghaffari M, Kaw CK. Dy-
adic effects of fear of recurrence on the quality of life of cancer 
survivors and their caregivers. Qual Life Res 2012;21:517–25.

	72.	 Denlinger CS, Barsevick AM. The challenges of colorectal 
cancer survivorship. J Natl Compr Canc Netw 2009;7:883–93.

	73.	 Baker F, Denniston M, Smith T, West MM. Adult cancer sur-
vivors: how are they faring? Cancer 2005;104(suppl):2565–76.

	74.	 Wilson IB, Cleary PD. Linking clinical variables with health-
related quality of life. A conceptual model of patient out-
comes. JAMA 1995;273:59–65.

	75.	 Brown SR, Mathew R, Keding A, Marshall HC, Brown JM, 
Jayne DG. The impact of postoperative complications on 
long-term quality of life after curative colorectal cancer 
surgery. Ann Surg 2014;259:916–23.

	76.	 Denton AS, Maher EJ. Interventions for the physical aspects of 
sexual dysfunction in women following pelvic radiotherapy. 
Cochrane Database Syst Rev 2003;:CD003750.

	77.	 Miles T, Johnson N. Vaginal dilator therapy for women 
receiving pelvic radiotherapy. Cochrane Database Syst Rev 
2010;:CD007291.

	78.	 Stelzner F. Anatomically-induced diagnostic and technical 
surgical problems and complications in surgery of the ano-
rectum [German]. Zentralbl Chir 1992;117:111–14.

	79.	 Fish D, Temple LK. Functional consequences of colorectal 
cancer management. Surg Oncol Clin N Am 2014;23:127–49.

	80.	 Laforest A, Bretagnol F, Mouazan AS, Maggiori L, Ferron M, 
Panis Y. Functional disorders after rectal cancer resection: 
does a rehabilitation programme improve anal continence 
and quality of life? Colorectal Dis 2012;14:1231–7.

	81.	 Devroede G, Giese C, Wexner SD, et al. Quality of life is 
markedly improved in patients with fecal incontinence after 
sacral nerve stimulation. Female Pelvic Med Reconstr Surg 
2012;18:103–12.

	82.	 Schwandner O. Sacral neuromodulation for fecal incon-
tinence and “low anterior resection syndrome” following 
neoadjuvant therapy for rectal cancer. Int J Colorectal Dis 
2013;28:665–9.

	83.	 Faucheron JL, Chodez M, Boillot B. Neuromodulation for 
fecal and urinary incontinence: functional results in 57 con-
secutive patients from a single institution. Dis Colon Rectum 
2012;55:1278–83.

	84.	 Bender A, Boerner L, Bratton S, Grant B, Iannotta J, McGinley-
Gieser D. HEAL Well: A Cancer Nutrition Guide. n.l.: American 
Institute for Cancer Research, livestrong Foundation, and 
Savor Health; n.d. [Available online at: http://www.aicr.
org/assets/docs/pdf/education/heal-well-guide.pdf; cited 
24 August 2016]

	85.	 Journey Forward. Eating Hints After Cancer Treatment 
[Web page; content excerpted from: U.S. National Can-
cer Institute (nci). Eating Hints Before, During, and After 
Cancer Treatment. Bethesda, MD: nci; 2011]. n.l.: Journey 
Forward; n.d. [Available at: https://www.journeyforward.
org/document/eating-hints-after-cancer-treatment; cited 
24 August 2016]

http://www.bccancer.bc.ca/health-info/coping-with-cancer/life-after-cancer/resources
http://www.bccancer.bc.ca/health-info/coping-with-cancer/life-after-cancer/resources
http://www.cebm.net/wp-content/uploads/2014/06/CEBM-Levels-of-Evidence-Background-Document-2.1.pdf
http://www.cebm.net/wp-content/uploads/2014/06/CEBM-Levels-of-Evidence-Background-Document-2.1.pdf
http://www.cebm.net/wp-content/uploads/2014/06/CEBM-Levels-of-Evidence-Background-Document-2.1.pdf
http://www.aicr.org/assets/docs/pdf/education/heal-well-guide.pdf
http://www.aicr.org/assets/docs/pdf/education/heal-well-guide.pdf
https://www.journeyforward.org/document/eating-hints-after-cancer-treatment
https://www.journeyforward.org/document/eating-hints-after-cancer-treatment

