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Introduction &

INTRODUCTION

lobally, CRC is the third most commonly diagnosed

cancer in males and the second in females, according to
the World Health Organization GLOBOCAN database. More
than 1.9 million new colorectal cancer (including anus) cases
and 935,000 deaths were estimated to occur in 2020,
representing about one in 10 cancer cases and deaths. Overall,
colorectal ranks third in terms of incidence, but second in terms
of mortality (Sung, 2021).

Survival rates have increased throughout the last decades
because of earlier diagnosis, improved diagnostic tests,
introduction of adjuvant therapy, and advances in the treatment
of metastatic disease. Approximately 80% of patients now
survive the first year after diagnosis, and approximately 62%
survive 5 years and more (Tarver, 2019).

Besides disease-free and overall survival time, quality of
life (QOL) has become an important outcome measure for
cancer patients. The term quality of life refers to a
multidimensional concept, which includes, at least, the
dimensions of physical, emotional, and social functioning. In
addition, assessment of QOL in patients with cancer may
improve our understanding of how cancer and therapy
influence the patients' lives and how to adapt treatment
strategies (Bleiberg & Hendlisz, 2002).




Introduction &

The term quality of life (QoL) is used to evaluate the
general well-being of individuals and societies. According to
the World Health Organization (WHO), quality of life (QoL)
defined as individual perception of life, values, objectives,
standards, and interests in the framework of culture. A number
of illness-related factors exist that can affect QoL. The amount
of symptoms distressed experienced by an individual has been
related to QoL in a number of people with cancer. QoL is
increasingly being used as a primary outcome measure in
studies to evaluate the effectiveness of treatment
(Pratheepawanit et al., 1999). Instead of measuring lipoprotein
level, blood pressure, and the electrocardiogram, make
decisions about their health care by means of QoL, which
estimates the effects on outcomes important to themselves.

Cancer and its treatment have a major impact on
patients’ lives, which can lead to difficulties in fulfilling family
roles, the ability to work, or participating in common social
activities. Even when successfully treated, cancer may result in
long-term physical and psychological consequences.

Because most colorectal cancer patients survive beyond
five years Based on long-term data from the National Cancer
Institute, the 5-year relative survival rate for colon cancer
increased from 51% in the mid-1970s to 66% during 2006-
2012, and similarly from 48% to 68% for rectal cancer (“ACS
Cancer Facts and Figures,” 2020).

Understanding quality of life among these long-term
survivors is essential to providing comprehensive survivor care.




