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Objective: This study aimed to explore the lived experiences of symptom burden, 
treatment fatigue, and quality of life among patients with metastatic colorectal cancer 
receiving chemotherapy in Canada. 
Methods and Materials: This qualitative phenomenological study was conducted 
among 24 patients with metastatic colorectal cancer receiving chemotherapy in 
outpatient oncology and chemotherapy centers in Ontario, Canada. Participants were 
selected through purposive sampling based on having a confirmed diagnosis of stage 
IV colorectal cancer, current or recent chemotherapy exposure, ability to communicate 
in English, and capacity to provide informed consent. Data were collected using a 
demographic and clinical information form, semi-structured individual interviews, and 
interviewer field notes. Interviews explored physical symptoms, treatment-related 
fatigue, emotional distress, functional limitation, family and social roles, coping 
strategies, treatment decision-making, and perceptions of quality of life. Interviews 
were audio-recorded, transcribed verbatim, anonymized, and analyzed using an 
interpretative phenomenological approach. 
Findings: Inferential thematic analysis identified four major interconnected themes: 
living in a body dominated by symptoms, chemotherapy as a repetitive and exhausting 
life cycle, quality of life as a shifting and negotiated concept, and coping with 
uncertainty while maintaining control. Participants’ accounts indicated that symptom 
burden was cumulative rather than episodic, with fatigue, gastrointestinal disruption, 
pain, neuropathy, appetite changes, sleep disturbance, and functional limitation 
interacting to reduce independence and bodily confidence. Treatment fatigue was 
inferred as a multidimensional experience involving physical exhaustion, anticipatory 
distress, emotional weariness, repeated appointments, uncertainty about treatment 
response, and ambivalence about continuing chemotherapy. Quality of life was 
interpreted as a dynamic balance between survival, tolerable suffering, dignity, 
relational connection, autonomy, and meaningful time. 
Conclusion: The findings suggest that metastatic colorectal cancer care should move 
beyond disease control and adverse-event monitoring to include systematic assessment 
of cumulative symptom burden, treatment fatigue, coping capacity, and patients’ 
evolving definitions of acceptable quality of life. 
Keywords: Metastatic colorectal cancer; chemotherapy; symptom burden; treatment 
fatigue; quality of life; qualitative study; phenomenology; oncology; patient 
experience. 
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1. Introduction 

olorectal cancer is one of the most clinically 

consequential malignancies because of its high 

incidence, complex treatment trajectory, and substantial 

impact on patients’ physical, psychological, social, and 

functional well-being. Although improvements in screening, 

surgery, systemic therapy, molecular diagnostics, and 

supportive care have altered survival patterns, a considerable 

proportion of patients continue to experience metastatic 

disease, either at initial diagnosis or following recurrence 

after primary treatment. Metastatic colorectal cancer is not 

only a biological and therapeutic challenge but also a deeply 

disruptive life condition, as patients must live with the 

uncertainty of disease progression while repeatedly adapting 

to treatment-related toxicity, changes in bodily function, and 

altered expectations for the future. Quality of life has 

therefore become a central endpoint in advanced colorectal 

cancer care, particularly because disease control and survival 

extension may be accompanied by persistent symptoms, 

cumulative fatigue, reduced independence, and emotional 

strain. Studies focused on stage IV colorectal cancer have 

emphasized that quality of life outcomes are closely tied to 

symptom intensity, treatment burden, functional capacity, 

psychological adjustment, and the patient’s ability to 

maintain meaningful roles despite advanced illness 

(Feizpour et al., 2023; Frank et al., 2020; Refay et al., 2024). 

The treatment landscape of metastatic colorectal cancer 

has become increasingly heterogeneous, with treatment 

decisions shaped by tumor biology, molecular profile, 

previous lines of therapy, patient age, functional status, 

comorbidities, treatment goals, and expected tolerance. 

Standard chemotherapy regimens, targeted agents, 

immunotherapy for selected molecular subgroups, and later-

line therapies have created more opportunities for disease 

control, but they have also made the patient experience more 

complex. Evidence from trials and reviews indicates that 

systemic therapies may differ not only in tumor response and 

progression-free survival but also in adverse event profiles 

and health-related quality of life. For example, health-related 

quality of life findings from first-line pembrolizumab 

compared with chemotherapy in microsatellite instability-

high or mismatch repair-deficient metastatic colorectal 

cancer highlight the importance of evaluating how treatment 

affects patients’ daily functioning and well-being rather than 

relying exclusively on clinical efficacy indicators (André et 

al., 2021). Similarly, evidence concerning bevacizumab with 

chemotherapy, targeted therapeutic agents in RAS wild-type 

metastatic colorectal cancer, trifluridine/tipiracil with 

bevacizumab, and exploratory adjunctive approaches such 

as metformin with irinotecan or memantine illustrates the 

continuing effort to optimize treatment while managing 

toxicity and maintaining patient-centered outcomes 

(Bragagnoli et al., 2021; Choi et al., 2022; Jannesar et al., 

2024; Moisuc et al., 2023; Rais et al., 2024). 

Despite therapeutic progress, chemotherapy remains a 

central component of care for many patients with metastatic 

colorectal cancer and is often experienced as a repetitive, 

physically demanding, and psychologically exhausting 

process. Patients may undergo cycles of infusion, oral 

treatment, blood testing, imaging, oncology consultations, 

symptom monitoring, dose adjustments, and recovery 

periods, all while living with the knowledge that treatment is 

frequently palliative rather than curative. This reality 

distinguishes metastatic chemotherapy from short-term 

curative treatment because therapy may continue for months 

or years, may be interrupted and restarted, and may require 

patients to repeatedly weigh potential life extension against 

cumulative toxicity. Treatment fatigue has therefore 

emerged as an important concept in advanced cancer care. It 

includes physical exhaustion, emotional weariness, loss of 

motivation, distress before treatment, frustration with 

repeated appointments, uncertainty regarding treatment 

response, and the burden of continuing therapy despite 

adverse effects. In oncogeriatric populations, treatment-

related fatigue has been described as a multidimensional 

phenomenon shaped by aging, comorbidity, cancer-related 

vulnerability, treatment exposure, and functional decline 

(André et al., 2022). In metastatic colorectal cancer 

specifically, network-based work on general, physical, and 

psychological fatigue suggests that fatigue is not a single 

symptom but a structured experience involving 

interconnected physical and emotional components that may 

require targeted coping strategies (Grégoire et al., 2025). 

Symptom burden in metastatic colorectal cancer is 

especially complex because patients experience symptoms 

caused by the tumor, previous surgery, metastatic 

involvement, chemotherapy, targeted therapy, supportive 

medications, nutritional compromise, and psychological 

distress. Common symptoms may include fatigue, pain, 

gastrointestinal disruption, bowel urgency, constipation, 

diarrhea, nausea, appetite loss, weight change, sleep 

disturbance, neuropathy, weakness, and reduced exercise 

tolerance. A disease conceptual model of patient experience 

with metastatic colorectal cancer identified salient 

symptoms and impacts that extend across bodily, functional, 

C 
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emotional, and social domains, reinforcing the need to 

understand not only which symptoms occur but also how 

patients interpret and live with them (Guillemin et al., 2022). 

In clinical trials, fatigue has been associated with outcomes 

among patients with advanced cancer, which underscores its 

significance as more than a subjective inconvenience (Mo et 

al., 2021). Research on minimally important differences for 

the EORTC QLQ-C30 in advanced colorectal cancer further 

shows that even measured changes in quality of life and 

symptom scales require careful interpretation in relation to 

what patients perceive as meaningful in everyday life 

(Musoro et al., 2020). 

Fatigue is one of the most prominent and burdensome 

symptoms for patients receiving chemotherapy, but its 

meaning is often broader than tiredness. Cancer-related 

fatigue may impair walking, self-care, household tasks, 

work, family participation, concentration, emotional 

regulation, and willingness to continue treatment. In 

colorectal cancer survivors, physical activity has been 

examined as an intervention for cancer-related fatigue, and 

systematic reviews have suggested that structured activity 

may improve fatigue and related outcomes when feasible 

and appropriately tailored (Geng et al., 2023; Singh et al., 

2020). In metastatic cancer populations, exercise 

interventions have also been explored in relation to symptom 

and physical fitness measures, suggesting that even 

individuals with advanced disease may benefit from 

carefully designed supportive approaches (Shallwani et al., 

2025). Emerging work has additionally considered exercise 

and nutritional or phytochemical approaches, such as 

quercetin, in relation to cancer pathways and cognitive 

function, although translation into routine metastatic 

colorectal cancer care requires caution and further evidence 

(Lei, 2025). Evidence from other cancer populations, 

including patients receiving chemotherapy for breast cancer, 

also demonstrates how early skeletal muscle deconditioning 

and reduced exercise capacity can develop during treatment, 

offering a relevant framework for understanding functional 

decline during systemic therapy more broadly (Mallard et 

al., 2022). 

Sleep and circadian disruption represent another 

important dimension of symptom burden and quality of life 

in advanced cancer. Chemotherapy schedules, 

corticosteroids, pain, anxiety, reduced daytime activity, 

hospital routines, gastrointestinal symptoms, and emotional 

distress may disturb sleep-wake cycles and contribute to 

daytime fatigue. Circadian disruption has been linked to 

cancer- and treatment-related symptoms, while research on 

circadian, hormonal, and sleep rhythms has emphasized 

potential implications for cancer progression and treatment 

experience (Amidi & Wu, 2022; Jagielo et al., 2023). In 

advanced cancer, circadian rhythm disorders have been 

identified as a clinically relevant but often under-recognized 

concern, and cancer survivorship literature has connected 

circadian rhythm disruption with quality of life across the 

cancer continuum (Gouldthorpe et al., 2023; Kisamore et al., 

2024). Interventions aimed at supporting circadian 

regulation, including night-simulating eyeglasses and 

melatonin-related approaches, reflect growing interest in the 

biological and experiential links between sleep, fatigue, 

symptom burden, and quality of life during cancer treatment 

(Block et al., 2022; Ginzac et al., 2020). 

The burden of metastatic colorectal cancer is also shaped 

by age, comorbidity, nutritional status, and functional 

reserve. Older adults with metastatic colorectal cancer 

represent a particularly important group because treatment 

decisions often require balancing efficacy, toxicity, frailty, 

independence, cognition, and caregiver support. Updates on 

the management of colorectal cancer in older adults 

emphasize that chronological age alone is insufficient for 

guiding care, while evidence concerning oxaliplatin-based 

first-line chemotherapy in elderly patients with metastatic 

colorectal cancer highlights the importance of carefully 

evaluating both benefit and safety (Fan et al., 2025; 

O'Donnell et al., 2024). Micronutrient deficiencies in 

gastrointestinal cancer may further complicate fatigue, 

weakness, treatment tolerance, and recovery, making 

nutritional assessment a relevant aspect of supportive care 

(Turkiewicz et al., 2023). Postoperative rehabilitation after 

colorectal cancer surgery and broader integrative therapeutic 

methods for improving functioning and quality of life in 

cancer patients show that physical recovery, functional 

restoration, and supportive care must be considered 

alongside systemic therapy, especially when metastatic 

disease follows prior surgery or multimodal treatment 

(Iliescu et al., 2024; Nusca et al., 2021). 

Psychological adaptation is central to the experience of 

metastatic colorectal cancer because patients must process 

the meaning of advanced disease while coping with 

treatment uncertainty and bodily deterioration. Anxiety, 

depressive symptoms, resilience, social support, and 

perceived control may influence how patients interpret 

symptoms and evaluate quality of life. Among patients with 

colorectal cancer undergoing chemotherapy, resilience and 

anxiety or depression have been associated with quality of 

life, suggesting that psychological resources may shape the 
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subjective burden of treatment and illness (Tamura, 2021). 

At the same time, quality of life should not be reduced to 

psychological adjustment alone, because it is embedded in 

physical symptoms, family relationships, economic 

consequences, treatment access, healthcare communication, 

and existential concerns. Palliative care in colorectal cancer 

provides a framework for addressing these interconnected 

needs through symptom management, communication about 

goals of care, psychosocial support, and attention to dignity 

and comfort (Caponero, 2021). The issue of systemic 

treatment holidays also reflects the clinical and ethical 

complexity of advanced cancer care, as interruptions in 

therapy may be considered to reduce treatment burden, 

restore functioning, or preserve quality of life, while also 

raising concerns about disease control and patient anxiety 

(Kreines et al., 2021). 

Supportive and complementary interventions have 

increasingly been examined as ways to reduce symptom 

burden and improve quality of life during chemotherapy. 

Hypnosis and cognitive behavioral therapy delivered 

through online sessions have been proposed as feasible 

approaches for reducing fatigue in patients undergoing 

chemotherapy for metastatic colorectal cancer, reflecting the 

need for accessible interventions that accommodate mobility 

limitations, infection risk, and treatment-related exhaustion 

(Baussard et al., 2022). Integrative methods have also been 

reviewed in relation to quality of life and functioning in 

cancer patients, although the strength of evidence varies 

across modalities and populations (Iliescu et al., 2024). 

Traditional Chinese medicine combined with chemotherapy 

and cetuximab or bevacizumab has been examined in 

metastatic colorectal cancer, suggesting that some patients 

and clinicians continue to seek multimodal approaches to 

symptom control and treatment support (Liu et al., 2020). 

Viscum album therapy has also been discussed in oncology 

as part of the broader complementary medicine literature, 

though its role requires critical appraisal within evidence-

based care (Thronicke et al., 2022). These studies 

collectively indicate that supportive care should not be 

peripheral to metastatic colorectal cancer treatment; rather, 

it is central to how patients endure therapy and preserve 

quality of life. 

Advances in genomics and hereditary cancer research 

have further contributed to the individualized treatment 

landscape, particularly as systemic therapies are increasingly 

matched to molecular defects, biomarkers, and inherited 

cancer syndromes (Hasanov et al., 2022). However, 

precision oncology does not eliminate the need for 

phenomenological and patient-centered research. Even 

when treatments are biologically tailored, patients still 

experience illness through fatigue, bowel disruption, pain, 

neuropathy, uncertainty, family role changes, and shifting 

definitions of acceptable quality of life. Quantitative 

measures are essential for evaluating symptoms and 

outcomes, but they may not fully capture the lived 

experience of repeatedly receiving chemotherapy while 

negotiating hope, exhaustion, dependency, and fear of 

decline. Cross-sectional and clinical studies provide 

valuable evidence about quality of life, fatigue, treatment 

safety, and symptom patterns, yet patients’ narratives are 

needed to explain how these domains intersect in daily life 

and how individuals make sense of treatment that may be 

simultaneously life-prolonging and life-limiting in its 

burden. 

The existing literature therefore points to a clear need for 

qualitative inquiry focused specifically on patients with 

metastatic colorectal cancer receiving chemotherapy. While 

prior research has examined quality of life outcomes, 

treatment efficacy, targeted therapy safety, fatigue 

measurement, circadian disruption, supportive care 

interventions, exercise, rehabilitation, nutrition, palliative 

care, and integrative approaches, less is known about how 

patients themselves describe the combined experience of 

symptom burden, treatment fatigue, and quality of life 

during ongoing chemotherapy. This gap is important 

because clinical decisions in metastatic colorectal cancer 

frequently depend on assumptions about what patients are 

willing to tolerate, what they define as meaningful benefit, 

and how they balance survival with daily suffering. A 

qualitative understanding can help clinicians recognize the 

cumulative and relational nature of treatment burden, 

improve communication about goals of care, and design 

supportive interventions that reflect patients’ priorities 

rather than only biomedical endpoints. 

The aim of this study was to explore the lived experiences 

of symptom burden, treatment fatigue, and quality of life 

among patients with metastatic colorectal cancer receiving 

chemotherapy in Canada. 

2. Methods and Materials 

2.1. Study Design and Participants 

This study was conducted using a qualitative 

phenomenological design to explore the lived experiences of 

symptom burden, treatment fatigue, and quality of life 

among patients with metastatic colorectal cancer receiving 
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chemotherapy. The phenomenological approach was 

selected because the study aimed to understand how patients 

interpret and give meaning to the physical, emotional, social, 

and functional consequences of living with advanced 

colorectal cancer while undergoing repeated chemotherapy 

cycles. The study was carried out in Canada among patients 

receiving care in outpatient oncology and chemotherapy 

units affiliated with cancer treatment centers in Ontario. 

Participants were selected through purposive sampling in 

order to include individuals who had direct experience with 

metastatic colorectal cancer, ongoing chemotherapy, and the 

daily challenges associated with treatment-related symptoms 

and disease progression. The final sample consisted of 24 

patients with metastatic colorectal cancer. Eligibility criteria 

included being 18 years of age or older, having a confirmed 

diagnosis of stage IV colorectal cancer, receiving systemic 

chemotherapy at the time of recruitment or within the 

previous four weeks, being able to communicate in English, 

and having sufficient physical and cognitive capacity to 

participate in an in-depth interview. Patients were excluded 

if they were medically unstable, experiencing severe 

cognitive impairment, receiving end-of-life care in the final 

days of life, or unable to provide informed consent. 

Recruitment continued until the research team determined 

that data saturation had been reached, meaning that 

additional interviews no longer generated substantially new 

concepts, interpretations, or experiential patterns. All 

participants were informed about the purpose of the study, 

the voluntary nature of participation, the right to withdraw at 

any stage without any effect on their medical care, and the 

confidential handling of all study data. Written informed 

consent was obtained from all participants before data 

collection. 

2.2. Measures 

Data were collected using a demographic and clinical 

information form, a semi-structured interview guide, and 

field notes recorded by the interviewer after each interview. 

The demographic and clinical information form was 

designed by the research team to obtain background 

information necessary for describing the study sample and 

interpreting participants’ experiences in context. This form 

included items related to age, gender, marital status, 

educational level, employment status, living arrangement, 

time since diagnosis, time since metastatic disease was 

identified, chemotherapy regimen, number of chemotherapy 

cycles received, history of surgery or radiotherapy, presence 

of stoma, comorbid conditions, and current supportive or 

palliative care involvement. Clinical information was 

obtained through participant self-report and, when 

permitted, confirmed through available medical records. The 

purpose of this form was not to classify participants 

statistically, but to provide contextual detail regarding the 

diversity of disease trajectories, treatment exposure, and life 

circumstances among patients receiving chemotherapy for 

metastatic colorectal cancer. 

The main data collection tool was a semi-structured 

interview guide developed specifically for this study on the 

basis of the research objectives, clinical knowledge of 

metastatic colorectal cancer, and the experiential domains of 

symptom burden, treatment fatigue, and quality of life. The 

interview guide contained open-ended questions that 

encouraged participants to describe their experiences in their 

own words. Questions explored how patients experienced 

physical symptoms such as fatigue, pain, nausea, diarrhea, 

constipation, neuropathy, appetite changes, sleep 

disturbance, weakness, and changes in bowel functioning; 

how these symptoms affected daily activities, independence, 

emotional well-being, family roles, social relationships, 

work, and future planning; and how participants perceived 

the cumulative burden of repeated chemotherapy cycles. 

Particular attention was given to treatment fatigue, including 

feelings of exhaustion with ongoing appointments, 

laboratory tests, infusion schedules, side effects, uncertainty 

about treatment response, and the psychological strain of 

continuing therapy despite limited predictability. The guide 

also included questions about coping strategies, sources of 

support, communication with healthcare professionals, 

decision-making about treatment continuation, and 

participants’ understanding of quality of life while living 

with metastatic disease. Probing questions were used 

flexibly to clarify meanings, deepen descriptions, and 

encourage reflection on issues that emerged during each 

interview. The interview guide was reviewed by two 

oncology nursing specialists and one qualitative health 

researcher to ensure clarity, clinical relevance, and 

sensitivity to the condition of participants. 

In addition to the interviews, field notes were used as a 

supplementary data collection tool. Immediately after each 

interview, the interviewer recorded observations related to 

participants’ emotional tone, pauses, expressions of distress, 

emphasis placed on particular experiences, and contextual 

details that could assist interpretation during analysis. These 

notes also included the interviewer’s preliminary reflections, 

methodological observations, and potential emerging 
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concepts. Field notes were not treated as substitutes for 

interview transcripts, but were used to support a richer 

understanding of the interview context and to strengthen the 

credibility of the interpretation. All interviews were 

conducted in a private and comfortable setting according to 

participant preference, either in a quiet room at the oncology 

center or through a secure video or telephone format when 

in-person participation was difficult due to fatigue, infection 

risk, transportation limitations, or treatment-related 

weakness. Interviews lasted between 40 and 75 minutes and 

were audio-recorded with participant permission. The 

recordings were transcribed verbatim, and all identifying 

information was removed during transcription to protect 

confidentiality. 

2.3. Data Analysis 

Data analysis was conducted using an interpretative 

phenomenological approach to identify how participants 

made sense of symptom burden, treatment fatigue, and 

quality of life in the context of metastatic colorectal cancer 

and chemotherapy. Analysis began with repeated reading of 

each transcript to achieve immersion in the data and to 

develop a detailed understanding of each participant’s 

account. Initial notes were written in the margins of 

transcripts to capture descriptive content, emotionally 

significant expressions, metaphors, contradictions, and early 

interpretative insights. The analysis then moved toward the 

development of emergent themes within each individual 

transcript. These themes reflected both the explicit meanings 

expressed by participants and the deeper experiential 

patterns implied in their narratives. After each transcript was 

analyzed individually, themes were compared across cases 

to identify convergences and divergences among 

participants’ experiences. This process allowed the research 

team to preserve the idiographic depth of individual accounts 

while also developing broader thematic patterns that 

represented the shared experience of living with metastatic 

colorectal cancer during chemotherapy. 

The coding and theme development process was iterative 

and reflexive. Two researchers independently reviewed a 

subset of transcripts and developed preliminary codes 

related to physical symptom burden, emotional exhaustion, 

cumulative treatment fatigue, disruption of normal life, 

altered identity, dependence on others, uncertainty, coping, 

and redefinition of quality of life. The researchers then 

compared their coding decisions, discussed differences in 

interpretation, and refined the thematic framework. The 

remaining transcripts were analyzed using the revised 

framework while remaining open to new themes that 

emerged from the data. Analytical memos were written 

throughout the process to document interpretative decisions, 

relationships among themes, and the development of the 

final thematic structure. To enhance credibility, 

representative quotations were selected to support each 

theme, and the research team returned repeatedly to the 

original transcripts to ensure that the final interpretations 

remained grounded in participants’ accounts. 

Trustworthiness was strengthened through prolonged 

engagement with the data, independent coding by more than 

one researcher, peer discussion of emerging themes, 

maintenance of an audit trail, and reflexive attention to the 

researchers’ assumptions about cancer, chemotherapy, 

survivorship, and palliative care. Data management and 

coding were supported using qualitative data analysis 

software, while final theme development was completed 

through collaborative interpretation by the research team. 

The final analysis produced a coherent thematic account of 

how patients experienced the cumulative burden of 

symptoms and chemotherapy, how treatment fatigue shaped 

their emotional and practical lives, and how quality of life 

was continuously renegotiated in the context of advanced 

disease. 

3. Findings and Results 

The findings are presented on the basis of interviews with 

24 patients with metastatic colorectal cancer receiving 

chemotherapy in Canada. Participants ranged in age from 42 

to 78 years, with a mean age of 61.8 years. Fourteen 

participants were men and ten were women. Fifteen 

participants were married or living with a partner, five were 

widowed, three were divorced or separated, and one was 

single. Most participants lived in urban or suburban areas 

and were receiving outpatient chemotherapy at oncology 

centers in Ontario. Regarding educational status, seven 

participants had completed high school, nine had college or 

technical education, six had university education, and two 

had postgraduate education. Eleven participants had rectal 

cancer and thirteen had colon cancer. The mean time since 

initial cancer diagnosis was 3.4 years, and the mean time 

since confirmation of metastatic disease was 18.6 months. 

The most frequently reported metastatic sites were the liver, 

lung, peritoneum, and distant lymph nodes, with several 

participants reporting metastases in more than one site. At 

the time of interview, participants were receiving 
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chemotherapy regimens that included FOLFOX, FOLFIRI, 

CAPOX, or modified combinations with targeted agents. 

Fourteen participants had previously undergone surgery, 

eight had a current or previous stoma, and seven had 

received radiotherapy. Most participants had completed 

multiple chemotherapy cycles, and many described 

treatment not as a temporary phase but as an ongoing 

condition that had become embedded in daily life. Although 

participants differed in disease trajectory, treatment history, 

family support, and functional status, all described 

metastatic colorectal cancer as a condition that affected the 

body, emotions, relationships, independence, and sense of 

future simultaneously. 

Table 1 

Main Themes, Subthemes, and Interpretive Meanings Emerging From the Interviews 

Main theme Subthemes Interpretive meaning 

Living in a body 

dominated by 

symptoms 

Persistent fatigue, gastrointestinal disruption, pain 

and discomfort, neuropathy, appetite and weight 

changes, sleep disturbance, loss of physical stamina 

Participants experienced symptom burden as a continuous bodily 

presence that limited mobility, interrupted routines, and made the 

body feel unreliable. Symptoms were not described as isolated side 

effects but as overlapping and cumulative experiences that shaped 

daily life. 

Chemotherapy as a 

repetitive and 

exhausting life cycle 

Anticipatory distress before treatment, exhaustion 

after infusion, disruption caused by appointments, 

emotional weariness, uncertainty about response, 

difficulty continuing despite side effects 

Treatment fatigue reflected more than physical tiredness. It included 

emotional, logistical, and existential exhaustion resulting from 

repeated cycles of chemotherapy, monitoring, waiting, recovery, and 

renewed treatment. 

Quality of life as a 

shifting and negotiated 

concept 

Redefining normal life, dependence and loss of role, 

preserving meaningful relationships, balancing 

survival and suffering, valuing small moments, fear 

of decline 

Participants did not define quality of life only as symptom control or 

survival duration. They described it as the ability to preserve dignity, 

connection, autonomy, comfort, and meaningful activity despite 

advanced illness. 

Coping with 

uncertainty and 

maintaining control 

Information-seeking, selective optimism, treatment 

decision-making, reliance on family and clinicians, 

spiritual or personal reflection, practical adaptation 

Participants attempted to regain control by managing routines, 

preparing for side effects, negotiating treatment decisions, drawing on 

support, and creating realistic but hopeful interpretations of their 

condition. 

 

Table 1 summarizes the four major themes generated 

through the interpretative analysis. The findings showed that 

participants’ experiences were organized around a central 

tension between continuing treatment for life extension and 

coping with the cumulative burden produced by both the 

disease and chemotherapy. Symptom burden was described 

as the most immediate and embodied aspect of metastatic 

colorectal cancer, but it was closely connected to treatment 

fatigue, because many symptoms intensified or reappeared 

in predictable patterns after each chemotherapy cycle. 

Quality of life emerged as a dynamic and personally 

negotiated concept rather than a fixed outcome. Participants 

repeatedly compared their present lives with their pre-

diagnosis lives, yet many also reconstructed quality of life 

around smaller but meaningful experiences such as being at 

home, eating with family, sleeping without pain, walking 

independently, attending a family event, or having a day 

without severe nausea or diarrhea. Coping and control 

formed a cross-cutting theme that linked all other themes. 

Participants could not fully control the illness or the 

treatment trajectory, but they tried to control time, routines, 

communication, expectations, and decisions in order to 

maintain psychological stability and personal dignity. 
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Table 2 

Theme One: Living in a Body Dominated by Symptoms 

Subtheme Description of participants’ experiences Representative quotation 

Persistent fatigue Fatigue was the most frequently reported and most disabling 

symptom. Participants described it as deeper than ordinary tiredness 

and as a form of bodily heaviness that did not fully improve with rest. 

“It is not like being tired after a long day. It is like my 

whole body shuts down, and even getting from the 

bedroom to the kitchen becomes something I have to 
plan.” 

Gastrointestinal 

disruption 

Diarrhea, constipation, urgency, bloating, cramping, unpredictable 

bowel movements, and stoma-related concerns were central to daily 

distress. Participants often organized their activities around bathroom 

access. 

“I always know where the bathroom is. Before I go 

anywhere, that is the first thing I think about. It takes 

away your confidence.” 

Pain and physical 

discomfort 

Pain was described in the abdomen, back, pelvis, surgical areas, and 

metastatic sites. Some participants minimized pain in order to 
continue treatment, while others described pain as a constant reminder 

of disease progression. 

“The pain is not always sharp, but it is always there 

in the background. It reminds me that this is not 
over.” 

Neuropathy and 

sensory changes 

Participants receiving oxaliplatin-based therapy frequently reported 

numbness, tingling, cold sensitivity, and difficulty using their hands 

and feet. These symptoms interfered with eating, dressing, walking, 
and household tasks. 

“My fingers feel strange all the time. I drop things, 

and in winter I cannot touch anything cold. It makes 

me feel older than I am.” 

Appetite and weight 

changes 

Loss of appetite, taste changes, early satiety, nausea, and weight loss 

affected participants physically and emotionally. Eating became 

associated with effort, discomfort, or disappointment. 

“Food used to be part of family life. Now everyone 

wants me to eat, and I want to eat, but my body does 

not cooperate.” 

Sleep disturbance Sleep was interrupted by pain, bowel urgency, anxiety, steroid effects, 

and discomfort after chemotherapy. Poor sleep intensified daytime 

fatigue and emotional vulnerability. 

“The nights are difficult because everything feels 

louder. The pain, the thoughts, the fear. Then the next 

day I am exhausted before the day starts.” 

Loss of stamina and 

functional restriction 

Participants described reduced walking capacity, difficulty climbing 

stairs, inability to perform previous work or household roles, and 
dependence on others for transportation and daily activities. 

“I used to be the person who helped everyone. Now I 

have to ask someone to drive me, shop for me, 
sometimes even cook for me. That is hard to accept.” 

 

The first theme showed that symptom burden was 

experienced as a complex and cumulative condition rather 

than a simple list of side effects. Fatigue was the most 

dominant symptom and was often described as the symptom 

that determined whether participants could participate in 

ordinary life. Gastrointestinal symptoms were particularly 

important because of the colorectal nature of the disease and 

because they affected privacy, dignity, social confidence, 

and willingness to leave home. Participants with a stoma 

described additional concerns related to leakage, odor, body 

image, and the need to carry supplies. Neuropathy was also 

distressing because it transformed routine bodily functions 

into difficult tasks and created fear about permanent damage. 

Symptoms interacted with each other in a way that 

intensified total burden; for example, diarrhea disrupted 

sleep, poor sleep worsened fatigue, fatigue reduced physical 

activity, and reduced physical activity contributed to 

weakness and dependency. Participants emphasized that 

symptom burden was not only physical. It changed how they 

saw themselves, how much they trusted their bodies, how 

they planned their day, and how they related to others. The 

body was repeatedly described as unpredictable, fragile, or 

no longer fully under personal control. This loss of bodily 

reliability was one of the most emotionally significant 

consequences of metastatic colorectal cancer and 

chemotherapy. 

Table 3 

Theme Two: Chemotherapy as a Repetitive and Exhausting Life Cycle 

Subtheme Description of participants’ experiences Representative quotation 

Anticipatory distress 

before treatment 

Participants often experienced anxiety, dread, irritability, or emotional 

heaviness in the days before chemotherapy. Even when they accepted 
treatment, they anticipated the side effects that would follow. 

“Two days before chemo, my mind already goes 

there. I know what is coming, so I start feeling sick 
before I even sit in the chair.” 

Post-infusion 

collapse 

The days immediately after chemotherapy were described as a 

predictable period of physical and emotional decline. Participants used 

words such as crash, fog, shutdown, and lost days. 

“After treatment I disappear for a few days. I am 

there, but I am not really living. I am just waiting for 

my body to come back.” 

Life organized 

around treatment 

schedules 

Chemotherapy appointments, blood tests, scans, oncology visits, 

pharmacy arrangements, and recovery days structured participants’ 

calendars and limited spontaneity. 

“Everything is built around chemo now. Family 

visits, birthdays, even groceries have to fit into the 

treatment calendar.” 

Emotional weariness 

of continuing 

Several participants described becoming tired of being a patient, tired 

of hospitals, tired of explaining symptoms, and tired of maintaining 
strength for others. 

“People say I am strong, but sometimes I am just tired 

of being strong. I am tired of being brave every three 
weeks.” 
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Waiting and 

uncertainty 

Participants found waiting for scan results, bloodwork, treatment 

decisions, and evidence of response psychologically draining. 
Uncertainty intensified treatment fatigue. 

“The hardest part is waiting to hear if it is working. 

You go through all of this, but you do not know if it is 
buying you time.” 

Ambivalence about 

treatment 

continuation 

Participants described a conflict between wanting more time and 

fearing further deterioration from treatment. This ambivalence was 

more visible among those who had received several lines of therapy. 

“I want to live, of course I do. But sometimes I ask 

myself, how much of this can I keep doing and still 

call it living?” 

Burden on family 

caregivers 

Treatment fatigue was also relational. Participants worried about the 

time, energy, and emotional burden placed on spouses, adult children, 

and other caregivers. 

“My wife comes to every appointment. She says she 

wants to, but I see how tired she is. The treatment is 

happening to both of us in different ways.” 

The second theme demonstrated that treatment fatigue 

was not limited to physical fatigue after chemotherapy. It 

was a broader experiential state produced by repetition, 

uncertainty, dependency, and the emotional labor of 

continuing treatment in the context of advanced disease. 

Participants described chemotherapy as cyclical: preparing 

for treatment, receiving infusion, experiencing side effects, 

recovering partially, attending tests or appointments, and 

then beginning the cycle again. This repetitive pattern 

created a sense that life was being divided into treatment 

days, bad days, recovery days, and waiting days. Even 

participants who expressed gratitude for access to treatment 

described chemotherapy as intrusive and exhausting. Some 

participants viewed chemotherapy as a lifeline, while others 

experienced it as a force that consumed time, autonomy, and 

energy. The most difficult emotional tension involved the 

question of whether treatment was preserving life or 

reducing the quality of the time that remained. This tension 

did not mean that participants rejected chemotherapy. 

Rather, it showed the complexity of decision-making in 

metastatic cancer, where hope, fear, side effects, family 

expectations, clinical recommendations, and personal values 

were continuously negotiated. Treatment fatigue therefore 

emerged as a multidimensional construct involving the 

body, emotions, relationships, healthcare routines, and 

future uncertainty. 

Table 4 

Theme Three: Quality of Life as a Shifting and Negotiated Concept 

Subtheme Description of participants’ experiences Representative quotation 

Redefining normal 

life 

Participants compared life before cancer with life during metastatic 

disease, but many gradually developed a revised definition of 

normal that included treatment, limitations, and adaptation. 

“Normal is not what it used to be. Now a normal day is 

a day when I can shower, eat something, and sit with 

my family without feeling completely sick.” 

Loss of role and 

independence 

Participants described distress related to reduced ability to work, 

provide for family, manage household tasks, drive, travel, or 
participate in previous social roles. 

“I was always independent. Losing that is one of the 

hardest parts. It is not only the cancer; it is who you 
become because of it.” 

Preserving family 

connection 

Relationships with spouses, children, grandchildren, and close 

friends were central to quality of life. Participants valued time with 

family even when symptoms limited participation. 

“Seeing my grandchildren gives me a reason to keep 

going. I may not be able to play like before, but just 

being there matters.” 

Social withdrawal 

and embarrassment 

Symptoms such as bowel urgency, fatigue, stoma concerns, weight 

loss, and visible illness led some participants to avoid social 

situations. 

“I stopped going out as much because I do not want 

people to see me like this, and I do not want to worry 

about my stomach the whole time.” 

Balancing survival 

and suffering 

Participants evaluated quality of life in relation to treatment burden, 

symptom control, independence, and the possibility of meaningful 
time. 

“More time is important, but I want time where I can 

still be myself. I do not want all my time to be hospital 
time.” 

Valuing small 

moments 

Many participants identified small experiences as central to quality 

of life, including drinking coffee, walking outside, sleeping well, 

watching television with family, or having a low-symptom day. 

“A good day is simple now. No nausea, a little walk, 

my daughter visiting. That is enough.” 

Fear of future decline Participants worried about disease progression, loss of function, 

becoming a burden, uncontrolled symptoms, and the point at which 

treatment might no longer help. 

“I try not to think too far ahead, but it is there. I worry 

about when I cannot manage at home anymore.” 

The third theme indicated that quality of life was not a 

static concept for participants. Instead, it was continuously 

redefined in response to disease progression, treatment 

effects, physical limitations, family needs, and personal 

values. Before diagnosis, quality of life was often associated 

with independence, work, travel, physical activity, and 

social participation. After metastatic disease and 

chemotherapy, participants described a more restricted but 

often more intentional understanding of quality of life. For 

many, quality of life meant being able to remain at home, 

communicate clearly with clinicians, spend time with loved 

ones, maintain some control over daily routines, and avoid 

uncontrolled suffering. Participants did not necessarily 

equate quality of life with being symptom-free, because 
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most had accepted that some level of symptom burden was 

now part of life. However, they distinguished between 

tolerable and intolerable suffering. Tolerable suffering was 

described as discomfort that still allowed meaningful 

interaction and personal dignity, whereas intolerable 

suffering involved severe fatigue, uncontrolled 

gastrointestinal symptoms, pain, mental fog, or dependence 

that erased the possibility of meaningful activity. This 

distinction was important because it shaped how participants 

thought about treatment continuation. The findings suggest 

that quality of life among patients with metastatic colorectal 

cancer receiving chemotherapy is best understood as a 

negotiated balance between survival, symptom burden, 

autonomy, relational connection, and preservation of self. 

Table 5 

Theme Four: Coping With Uncertainty and Maintaining Control 

Subtheme Description of participants’ experiences Representative quotation 

Information-seeking 

and preparation 

Participants used information from clinicians, personal 

experience, written materials, and other patients to anticipate 

side effects and prepare for treatment cycles. 

“I learned what happens on day two, day three, day four. 

Knowing the pattern helps me feel less helpless.” 

Selective optimism Participants tried to remain hopeful while avoiding unrealistic 

expectations. Many described hope as necessary but fragile. 

“I am hopeful, but I am not pretending everything is fine. I 

just need enough hope to get through the next treatment.” 

Practical adaptation Participants adjusted diet, rest, clothing, transportation, social 

plans, and household routines to manage symptoms and 

conserve energy. 

“I plan everything now. I rest before appointments, I pack 

extra clothes, I eat differently, and I do not make promises I 

may not keep.” 

Reliance on family 

support 

Family members provided transportation, emotional reassurance, 

help with meals, medication management, household work, and 

communication with healthcare providers. 

“My family keeps me going, but I also feel guilty because 

they have had to change their lives around my cancer.” 

Trust in healthcare 

professionals 

Participants valued clinicians who listened, explained clearly, 

acknowledged suffering, and treated them as individuals rather 

than only as patients on a regimen. 

“When the nurse remembers what happened last cycle and 

asks about it, I feel like I am not just another appointment.” 

Boundary-setting and 

conserving energy 

Some participants learned to decline visits, reduce obligations, 

limit stressful conversations, and protect recovery time after 

chemotherapy. 

“I had to learn to say no. Before, I felt guilty. Now I know 

my energy is limited, and I have to choose where it goes.” 

Personal reflection 

and meaning-making 

Participants reflected on mortality, priorities, faith, family 

legacy, unfinished goals, and the meaning of time. 

“Cancer made everything smaller and bigger at the same 

time. Smaller because I live day by day, bigger because the 

people I love matter more than anything.” 

The fourth theme showed that participants were not 

passive recipients of disease and treatment burden. Although 

metastatic colorectal cancer created profound uncertainty, 

participants used multiple strategies to maintain a sense of 

control. Control was rarely described as control over cure or 

disease progression. Instead, it was expressed through 

practical preparation, symptom tracking, treatment routines, 

communication with clinicians, emotional boundaries, and 

prioritization of meaningful activities. Information helped 

many participants reduce fear because it allowed them to 

recognize patterns in their symptoms and anticipate difficult 

days. However, too much information, especially about 

prognosis or disease progression, could also become 

overwhelming. Participants therefore often practiced 

selective engagement with information, wanting enough 

knowledge to make decisions without becoming consumed 

by worst-case possibilities. Family support was central, but 

it was emotionally complex because gratitude was often 

accompanied by guilt. Participants wanted support but did 

not want to become burdensome. Similarly, trust in 

healthcare professionals was a major source of stability, 

especially when clinicians acknowledged the cumulative 

nature of chemotherapy and invited honest discussion about 

side effects and quality of life. Across the interviews, coping 

was not presented as simple positivity. It was a disciplined 

and ongoing effort to live with uncertainty, protect energy, 

accept help, preserve identity, and make treatment decisions 

that remained consistent with personal values. 
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Figure 1 

Conceptual Representation of the Interrelationship Between Symptom Burden, Treatment Fatigue, Coping Processes, and Quality of Life 

Among Patients With Metastatic Colorectal Cancer Receiving Chemotherapy 

 

Figure 1 illustrates the central interpretive finding of the 

study: symptom burden, treatment fatigue, coping, and 

quality of life were not separate experiences but dynamically 

connected components of living with metastatic colorectal 

cancer during chemotherapy. Symptom burden directly 

affected quality of life through fatigue, gastrointestinal 

disruption, pain, neuropathy, sleep disturbance, appetite 

changes, and functional limitation. Treatment fatigue 

intensified this effect by adding the cumulative strain of 

repeated chemotherapy cycles, medical appointments, 

waiting periods, and emotional uncertainty. Coping 

processes influenced the relationship between burden and 

quality of life by helping participants preserve a sense of 

control, prepare for side effects, communicate needs, protect 

limited energy, and maintain meaningful relationships. 

However, coping did not remove suffering; rather, it helped 

participants manage suffering in ways that allowed some 

continuity of identity and daily meaning. The figure 

therefore represents quality of life as a continuously 

negotiated outcome shaped by the balance between disease-

related symptoms, treatment-related exhaustion, personal 

adaptation, relational support, and the perceived value of 

continuing chemotherapy. 

Overall, the findings revealed that patients with 

metastatic colorectal cancer receiving chemotherapy 

experienced their illness as a continuous negotiation 

between endurance and preservation of quality of life. 

Participants did not describe chemotherapy only as a medical 

intervention, but as a recurring structure that reorganized 

time, relationships, bodily awareness, emotional energy, and 

expectations for the future. Symptom burden was immediate 

and embodied, treatment fatigue was cumulative and 

existential, and quality of life was reconstructed around 

dignity, connection, control, and meaningful time. Although 

participants reported considerable suffering, they also 

demonstrated adaptive capacity through planning, selective 

optimism, reliance on family and healthcare professionals, 

and redefinition of what constituted a good day. These 

findings emphasize that the clinical assessment of patients 

with metastatic colorectal cancer should extend beyond 

tumor response and treatment tolerance to include the lived 

burden of symptoms, the cumulative fatigue of ongoing 

therapy, and the patient’s own evolving definition of 

acceptable quality of life. 
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4. Discussion 

The present study explored the lived experiences of 

symptom burden, treatment fatigue, and quality of life 

among patients with metastatic colorectal cancer receiving 

chemotherapy in Canada. The findings showed that 

participants experienced metastatic colorectal cancer as a 

continuous and cumulative condition that reorganized their 

physical functioning, emotional life, family roles, treatment 

routines, and expectations for the future. Four major themes 

were identified: living in a body dominated by symptoms, 

chemotherapy as a repetitive and exhausting life cycle, 

quality of life as a shifting and negotiated concept, and 

coping with uncertainty while attempting to maintain 

control. These themes suggest that patients’ experiences 

cannot be adequately understood by separating disease 

symptoms from treatment side effects or physical fatigue 

from psychological distress. Instead, symptom burden, 

treatment fatigue, coping processes, and quality of life were 

dynamically connected and mutually reinforcing. 

The first major finding was that patients experienced 

symptom burden as persistent, multifaceted, and disruptive 

to daily life. Fatigue, gastrointestinal disturbance, pain, 

neuropathy, sleep problems, appetite changes, and 

functional limitation were not perceived as isolated 

symptoms; rather, they formed an interconnected burden that 

shaped participants’ sense of bodily reliability and personal 

autonomy. This finding is consistent with prior work 

identifying symptom burden and functional impairment as 

central determinants of quality of life in stage IV and 

metastatic colorectal cancer (Feizpour et al., 2023; Frank et 

al., 2020; Refay et al., 2024). The disease conceptual model 

developed for metastatic colorectal cancer similarly 

highlights that patients experience both salient symptoms 

and broad impacts on daily activity, emotional well-being, 

social participation, and role functioning (Guillemin et al., 

2022). The present findings extend this literature by showing 

how patients interpret symptoms as cumulative and 

relational: gastrointestinal urgency limits social confidence, 

fatigue restricts independence, pain increases awareness of 

disease progression, and neuropathy undermines practical 

functioning in everyday tasks. 

Fatigue emerged as the most dominant and disabling 

symptom in this study. Participants described fatigue as a 

profound bodily shutdown that was not relieved fully by rest 

and that structured their ability to participate in family, 

social, and treatment-related activities. This supports 

evidence that fatigue is strongly associated with outcomes in 

advanced cancer and should be treated as a clinically 

meaningful concern rather than a secondary or expected 

complaint (Mo et al., 2021). Findings also align with 

research showing that fatigue in metastatic colorectal cancer 

has general, physical, and psychological dimensions, with 

network relationships that may require targeted coping 

strategies rather than one-dimensional management 

(Grégoire et al., 2025). In addition, the present study 

confirms that treatment-related fatigue in oncology is closely 

connected to age, comorbidity, treatment exposure, and 

functional vulnerability, as described in oncogeriatric 

literature (André et al., 2022). For participants in this study, 

fatigue was not merely a symptom but a condition through 

which cancer was felt, anticipated, and negotiated. 

The second major finding was that chemotherapy was 

experienced as a repetitive and exhausting life cycle. 

Participants described treatment fatigue through anticipatory 

distress, post-infusion collapse, repeated appointments, 

waiting for scan results, emotional weariness, and 

ambivalence about continuing treatment. This finding is 

consistent with the broader metastatic colorectal cancer 

literature, which shows that systemic treatment may improve 

disease control while also producing adverse effects and 

quality-of-life consequences that require careful 

interpretation (André et al., 2021; Moisuc et al., 2023; 

Musoro et al., 2020). Evidence regarding chemotherapy, 

targeted agents, and later-line options has emphasized the 

importance of balancing efficacy, toxicity, and patient-

centered outcomes (Bragagnoli et al., 2021; Choi et al., 

2022; Jannesar et al., 2024; Rais et al., 2024). The present 

qualitative findings add that patients experience this balance 

not as an abstract clinical calculation but as a lived cycle of 

treatment, decline, partial recovery, uncertainty, and 

renewed treatment. 

The ambivalence expressed by participants about 

treatment continuation is particularly important. Many 

participants valued chemotherapy because it represented 

time, hope, and active disease management, yet they also 

questioned how much treatment burden could be endured 

while preserving meaningful quality of life. This finding 

resonates with discussions of systemic treatment holidays, 

where oncologists and patients may consider breaks from 

therapy to reduce cumulative toxicity, restore functioning, or 

protect quality of life (Kreines et al., 2021). It is also aligned 

with palliative care principles in colorectal cancer, which 

emphasize symptom relief, communication about goals, 

psychosocial support, and treatment decisions that reflect 

patient values (Caponero, 2021). The current findings show 
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that even when patients continue chemotherapy willingly, 

they may simultaneously experience emotional exhaustion 

and uncertainty about whether treatment is extending life in 

a way that remains personally meaningful. 

The third major finding was that quality of life was 

experienced as a shifting and negotiated concept. 

Participants did not define quality of life solely as absence 

of symptoms, tumor response, or survival duration. Instead, 

they described it through preservation of dignity, 

independence, family connection, role continuity, 

meaningful activity, and control over daily life. This finding 

is consistent with research demonstrating that quality of life 

in colorectal cancer is multidimensional and influenced by 

physical, psychological, and social factors (Feizpour et al., 

2023; Frank et al., 2020; Tamura, 2021). It also supports the 

importance of interpreting quality-of-life instruments in 

relation to clinically and personally meaningful change, as 

emphasized in work on minimally important differences for 

the EORTC QLQ-C30 among patients with advanced 

colorectal cancer receiving chemotherapy (Musoro et al., 

2020). The present study suggests that patients may accept 

some symptom burden if they can still preserve relational 

closeness, autonomy, and meaningful time, but severe 

fatigue, uncontrolled gastrointestinal symptoms, pain, and 

dependence may shift suffering from tolerable to 

unacceptable. 

Sleep disturbance and circadian disruption were also 

embedded in participants’ accounts of fatigue and quality of 

life. Participants reported disrupted nights due to pain, bowel 

urgency, anxiety, and treatment effects, and they described 

poor sleep as intensifying daytime fatigue and emotional 

vulnerability. This finding aligns with evidence that 

circadian disruption contributes to cancer- and treatment-

related symptoms and may affect physical and psychological 

well-being (Amidi & Wu, 2022; Kisamore et al., 2024). 

Studies on circadian rhythm disorders in advanced cancer 

and the role of circadian, hormonal, and sleep rhythms in 

cancer progression further support the relevance of sleep-

wake regulation in the experience of advanced disease 

(Gouldthorpe et al., 2023; Jagielo et al., 2023). Interventions 

such as night-simulating eyeglasses and melatonin-related 

approaches have been explored in relation to circadian 

rhythms and quality of life, indicating that sleep and 

biological rhythm may be meaningful targets for supportive 

oncology care (Block et al., 2022; Ginzac et al., 2020). 

The fourth theme showed that patients actively used 

coping strategies to preserve a sense of control. Participants 

relied on information-seeking, practical preparation, 

selective optimism, family support, trust in healthcare 

professionals, boundary-setting, and meaning-making. This 

supports evidence that resilience, anxiety, depression, and 

quality of life are closely related among patients with 

colorectal cancer undergoing chemotherapy (Tamura, 2021). 

It also aligns with intervention-oriented research suggesting 

that fatigue and functioning may be improved through 

psychological, behavioral, and supportive strategies. Online 

hypnosis and cognitive behavioral therapy have been 

proposed to reduce fatigue in patients undergoing 

chemotherapy for metastatic colorectal cancer, and broader 

integrative therapeutic approaches have been reviewed for 

improving functioning and quality of life in cancer patients 

(Baussard et al., 2022; Iliescu et al., 2024). The present 

findings suggest that supportive care interventions should 

not only target symptom reduction but also help patients 

anticipate treatment cycles, communicate needs, conserve 

energy, and maintain personally valued activities. 

Physical function and rehabilitation were also relevant to 

participants’ descriptions of quality of life. Loss of stamina, 

reduced mobility, and dependence on others were among the 

most emotionally difficult consequences of metastatic 

disease and chemotherapy. Evidence indicates that exercise 

can be safe, feasible, and beneficial for patients with 

colorectal cancer when appropriately tailored, and physical 

activity may reduce cancer-related fatigue among colorectal 

cancer survivors (Geng et al., 2023; Singh et al., 2020). 

Baseline and 12-week findings from individuals with 

metastatic cancer enrolled in an exercise study also support 

the relevance of physical fitness and symptom-related 

outcomes in advanced cancer populations (Shallwani et al., 

2025). Although the present study was not an intervention 

study, participants’ narratives suggest that preserving 

mobility, strength, and daily activity may be central to 

maintaining identity and quality of life. Evidence from 

postoperative rehabilitation after colorectal cancer surgery 

and from chemotherapy-related muscle deconditioning in 

other cancer populations further supports the clinical 

importance of early attention to function and physical 

capacity (Mallard et al., 2022; Nusca et al., 2021). 

Age, nutritional vulnerability, and treatment tolerance 

also help explain the findings. Some participants described 

weakness, appetite changes, weight loss, altered taste, and 

difficulty maintaining energy, which are consistent with 

literature on micronutrient deficiencies and nutritional 

concerns among patients with gastrointestinal cancer 

(Turkiewicz et al., 2023). The experience of older patients 

requires particular attention because treatment decisions in 
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metastatic colorectal cancer must account for frailty, 

comorbidities, functional reserve, and patient goals. Current 

discussions of colorectal cancer management in older adults 

and evidence regarding oxaliplatin-based first-line 

chemotherapy in elderly patients with metastatic colorectal 

cancer emphasize that therapeutic decisions must balance 

efficacy and safety (Fan et al., 2025; O'Donnell et al., 2024). 

The present findings reinforce that treatment tolerance 

should be assessed not only through laboratory values or 

adverse event grading but also through patients’ lived 

capacity to eat, sleep, move, interact, and recover between 

cycles. 

5. Conclusion 

Finally, the findings should be understood within the 

broader context of evolving systemic, genomic, 

complementary, and integrative oncology. Precision 

approaches and systemic treatments for hereditary cancer 

syndromes have expanded therapeutic possibilities, while 

traditional Chinese medicine, Viscum album therapy, and 

other complementary approaches continue to be examined in 

relation to treatment support and quality of life (Hasanov et 

al., 2022; Liu et al., 2020; Thronicke et al., 2022). Emerging 

discussions of exercise, quercetin, cognition, and cancer 

pathways further illustrate the growing interest in supportive 

strategies that extend beyond tumor-directed treatment (Lei, 

2025). However, the present study demonstrates that 

regardless of therapeutic innovation, patients continue to 

encounter metastatic cancer through ordinary yet profound 

experiences: exhaustion, bowel disruption, pain, waiting, 

family dependence, loss of spontaneity, and attempts to live 

meaningfully with uncertain time. These findings therefore 

support a patient-centered model of metastatic colorectal 

cancer care in which symptom burden, treatment fatigue, and 

quality of life are assessed as interconnected clinical 

priorities. 

6. Limitations & Suggestions 

This study had several limitations. First, the sample 

included 24 patients receiving care in oncology settings in 

Canada, and although data saturation was achieved, the 

findings may not represent the full diversity of patients with 

metastatic colorectal cancer in different provinces, rural 

regions, cultural groups, languages, healthcare systems, or 

socioeconomic contexts. Second, participants were required 

to be physically and cognitively able to complete an 

interview, which may have excluded patients with very 

severe symptom burden, advanced functional decline, or 

near end-of-life conditions. Third, the study relied on self-

reported experiences, and although this was appropriate for 

the qualitative design, participants’ accounts may have been 

influenced by recall, emotional state, treatment timing, or 

willingness to discuss sensitive issues such as fear, 

dependency, bowel symptoms, and treatment ambivalence. 

Fourth, the cross-sectional interview approach captured 

experiences at one point in the treatment trajectory and could 

not fully show how symptom burden, treatment fatigue, and 

quality of life change across disease progression, treatment 

transitions, treatment breaks, or end-of-life care. 

Future research should examine the experiences of 

patients with metastatic colorectal cancer longitudinally in 

order to understand how symptom burden, treatment fatigue, 

coping, and quality of life evolve across different 

chemotherapy cycles, treatment lines, scan results, treatment 

interruptions, and transitions to palliative or end-of-life care. 

Studies with larger and more diverse samples are needed to 

compare experiences across age groups, gender, ethnicity, 

language, rural and urban residence, socioeconomic status, 

treatment regimen, metastatic site, and caregiver 

availability. Future mixed-methods research could combine 

qualitative interviews with validated symptom, fatigue, 

sleep, psychological distress, resilience, and quality-of-life 

measures to clarify how patient narratives correspond to 

clinical indicators. Additional studies should also include 

family caregivers and oncology professionals to explore how 

treatment fatigue is recognized, communicated, and 

managed within shared decision-making. Intervention 

studies are recommended to test supportive approaches that 

target cumulative fatigue, gastrointestinal disruption, sleep 

disturbance, emotional exhaustion, and practical treatment 

burden in ways that are feasible for patients with advanced 

disease. 

Clinical practice should treat symptom burden, treatment 

fatigue, and quality of life as interconnected aspects of 

metastatic colorectal cancer care rather than as separate 

concerns. Oncology teams should routinely ask patients not 

only whether side effects are present, but how symptoms 

affect daily routines, independence, family roles, emotional 

strength, willingness to continue treatment, and perceptions 

of meaningful time. Assessment should include fatigue, 

sleep, gastrointestinal symptoms, pain, neuropathy, appetite, 

mobility, emotional distress, caregiver burden, and the 

patient’s own definition of acceptable quality of life. 

Clinicians should create space for honest conversations 

about treatment ambivalence without interpreting such 
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discussions as refusal of care. Supportive care should be 

introduced early and should include symptom management, 

nutritional guidance, physical activity or rehabilitation when 

appropriate, psychological support, practical planning for 

chemotherapy cycles, caregiver support, and palliative care 

involvement focused on comfort, dignity, and goal-

concordant decision-making. A patient-centered approach 

requires recognizing that successful treatment is not defined 

only by disease control but also by the preservation of 

autonomy, relational connection, and meaningful living 

during the time available. 
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