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Abstract
Purpose To assess the prevalence of bowel dysfunctions after treatment for gynaecological cancer and the impact on the quality
of life.
Methods We identified a cohort of 217 eligible women treated with radiotherapy (RT) with curative intention, alone or as
combined treatment, for gynaecological malignancies at three institutions in Catalonia (Spain). Demographic, diagnosis and
treatment modality were reviewed. Patients were sent validated questionnaires to assess bowel function and a set of questions
asking on the changes after RT in bowel function, urinary function, sexuality, pain and lymphoedema.
Results Questionnaires were returned by 109 patients (50.2%) with a mean age of 65 ± 11 years. Of them, 71.8% had been treated
for endometrial cancer and 28.2% for cervical cancer. Overall, 42.7% of patients reported bowel dysfunction, affecting their
quality of life in 36% of cases. Symptoms were more frequent in patients who had undergone external beam RT compared to
brachytherapy. The most common symptomwas defecatory urgency which was reported bymore than 40% of patients according
to the St Mark’s score, although it was less common in other questionnaires. Overall, faecal incontinence ranged between 10 and
15%, and usual loose stools and diarrhoea were reported by 13.5% and 5.1%, respectively.
Conclusion Prevalence of bowel symptoms after treatment of gynaecological malignancies is high. A systematic evaluation using
validated questionnaires should be performed in order to allow the decision-making process and also because there are a number
of treatments available to improve the quality of life of cancer survivors.
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Introduction

In the last few decades, the implementation of screening
programmes and the improvements in the diagnosis and treat-
ment, together with the increase in the life expectancy, have
led to an increase in cancer survivors. The Institute of
Medicine has defined survivorship as a separate phase in the
treatment of cancer and has recommended following a survi-
vorship care plan to improve medical treatment and outcomes
in survivors [1].

A significant percentage of cancer survivors experience
negative physical, social and emotional effects as a result of
their cancer and its treatment. Many symptoms are transient,
but others may become chronic and significantly affect the
quality of life. Therefore, long-term follow-up is essential to
provide treatment to improve symptoms and quality of life.

Outcomes for patients diagnosed with gynaecologic
cancer have improved in line with the improvements in
other cancers. For instance, a 5-year survival for cervical
cancer jumped from 47% in 2000 to 56% in 2010 [2] and
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for uterine cancer from 52% in 1970 to 80% now [3].
There are studies investigating the psychosocial impact
of treatment for these cancers, but there are few reports
about the frequency, severity and range of physical issues
that these patients may experience [4]. The PORTEC-2
trial [5] compared the outcomes after external beam radio-
therapy (EBRT) and vaginal brachytherapy (BT) in pa-
tients with endometrial cancer concluding that brachyther-
apy was associated with better social functioning and low-
er symptom scores for diarrhoea, faecal leakage, the need
to stay close to the toilet and limitation in daily activities
because of bowel symptoms. In the EMBRACE study on
MRI-guided BT in cervical cancer, grade 1–2 bowel mor-
bidity was 28–33% during follow-up, with diarrhoea, flat-
ulence and incontinence being the most prevalent symp-
toms [6].However, these studies did not evaluate bowel
function using detailed and sensitive questionnaires, rely-
ing only on the EORTC-QLQ C30 questionnaire and sub-
scales, and the physician-reported morbidity (CTCAE
v.3.0.) in the second one.

Symptoms will depend on the treatments that the patient
has undergone, and a proportion of them will receive pelvic
radiotherapy which may induce pathophysiological changes
in the organs within the radiation field. In a Swedish study [7],
patients with gynaecologic cancer treated with pelvic RT be-
tween 1991 and 2003 experienced more bowel and urinary
symptoms, lymphedema, sexual dysfunction and pelvic pain,
when compared with a control group of non-irradiated wom-
en. However, more studies are required in view of the techno-
logical improvements that have been implemented the last
years.

Gynaecological cancer treatment may include multiple
modalities alone or in combination which may cause pelvic
floor disorders. Bowel symptoms may be secondary to de-
nervation after a radical hysterectomy, but RT may also
play an important role. Among all the potential long-term
side effects after pelvic RT, bowel dysfunction is the one
with a greatest impact on quality of life [8, 9]. Most patients
will experience a permanent change in their bowel habit
after radiotherapy, which does not affect quality of life in
a proportion of them, but in other patients may be more
severe and interfere with daily activities [10]. Symptoms
may include diarrhoea, mucus discharge, defecatory urgen-
cy, pain, tenesmus, faecal incontinence (FI) and bleeding.
After treatment for gynaecological cancer, the need for as-
sessment of a potential bowel dysfunction after the treat-
ment is particularly relevant, given that women who may
have had obstetric trauma in the past are at a higher risk for
defecatory urgency and FI. In addition to the bowel symp-
toms, patients treated with pelvic RT may also experience
urinary dysfunction [7, 11], sexual dysfunction [12–15],
lymphedema [7, 16], bone fractures [17] and chronic pain
[7, 18].

The prevalence of bowel symptoms in patients treated for
gynaecological cancer may be underestimated for three rea-
sons: (a) patients may not report their problems if they are not
questioned directly about them because they may assume that
are unavoidable consequences of cancer treatments (b) the
RTOG scales, widely used by radiation oncologists may un-
intentionally minimize the impact of gastrointestinal symp-
toms on quality of life as they are classified as grade I or II
toxicity, and (c) women may have pre-existing bowel symp-
toms which may worsen after radiotherapy. However, it is
important to point out that the identification of the specific
needs of this group of patients could contribute to develop a
follow-up strategy to provide treatment if required. Moreover,
the potential adverse effects after the treatment should be
discussed with the patients as part of the informed consent
process.

Therefore, the aim of our study was to assess the preva-
lence of bowel dysfunctions after treatment for gynaecological
cancer and the impact on the quality of life.

Materials and methods

Study design

In December 2016, questionnaires were sent to patients treat-
ed for gynaecological malignancies whose treatment included
radiotherapy between January 2010 and December 2013 at
three institutions (Consorci Sanitari de Terrassa, Hospital
Universitari Sant Joan de Reus and Hospital General de
Catalunya). However, treatment potentially also included sur-
gery and/or chemotherapy. Patients were sent a letter by mail
explaining the purpose of the study along with the question-
naires and a prepaid return envelope. A second questionnaire
set was sent 2 months later to those patients who did not
respond.

Participants

The inclusion criteria were patients with gynaecological can-
cer (endometrial, cervical, vulvar, ovarian, vaginal) treated
with radiotherapy (external beam radiotherapy and/or brachy-
therapy), with or without surgery and/or associated chemo-
therapy with curative intention.

The exclusion criteria were patients treated with palliative
intention or disseminated disease.

Radiotherapy technique

Radiation therapy (RT) was performed according to the site of
the primary disease and if RT was planned as radical or
adjuvant.
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In cervical cancers, the treatment was mainly performed in
a radical way and consisted in concurrent chemoradiation in-
cluding weekly cisplatin. Radiation consisted in a first step of
EBRT to the pelvis ± lumbo-aortic lymph node area to a dose
of 46–50.4 Gy (at 2–1.8 Gy/fr), followed by high-dose-rate
BT in 4–5 fractions of 7 Gy or pulsed-dose-rate BT to a cu-
mulative dose (EBRT+BT) of 80 to 90 Gy EQD2 according to
the treatment institution.

In endometrial cancers, radiation treatment was mainly in-
dicated in the adjuvant setting. After total hysterectomy or
adjuvant chemotherapy, patients were treated with
endocavitary high-dose-rate BT alone (usually 15–25 Gy in
3–5 fractions three times a week) or with a first step of EBRT
to the pelvis (45 Gy at 1.8 Gy/fr), followed by a high-dose-rate
BT boost to the vaginal cuff (13.5–15 Gy in 3 fractions).
Chemotherapy was performed in patients with high-risk en-
dometrial cancer or non-endometrioid histology.

For vulvar cancer, the pelvis was treated with EBRT in the
adjuvant setting (45 Gy at 1.8 Gy/fr) according FIGO stage
when there were positive nodes. For less frequent tumours
such as vaginal cancer, the treatment was extrapolated from
cervical cancer.

Demographic and clinical data

Patient charts were reviewed to collect data on age, time since
the end of treatment, type of cancer and modalities of
treatment.

Medical history that could contribute to symptoms of FI
such previous deliveries, previous conditions causing diar-
rhoea such as irritable bowel syndrome, cholecystectomy,
neurological conditions, diabetes mellitus, and anal, colorectal
or pelvic floor surgery were also recorded.

Symptom and quality of life assessments

Selected questionnaires were agreed with five patients previ-
ously treated for gynaecological cancer who chose those that
were considered more appropriate:

a) Gastrointestinal Symptom Rating Scale (GSRS) [19]: a
disease-specific instrument, including 15 items which
combine into five symptom clusters: (reflux, abdominal
pain, indigestion, diarrhoea and constipation). The orig-
inal questionnaire was modified to become a self-
administered questionnaire. Symptoms were rated in
four possible categories: never, occasionally, frequently
affecting QoL and causing important changes in QoL.
Only items related to lower tract symptoms were
analysed.

b) Memorial Sloan-Kettering Cancer Center Bowel
Instrument [20]: a validated questionnaire to assess
bowel function after rectal resection. Each question

has five possible answers: always, most of the time,
sometimes, rarely and never. In our study, patients filled
in the full score, but we analysed selected questions.

c) St Mark’s incontinence score [21]: a validated question-
naire to assess the severity of FI. Each question has five
possible answers: never, rarely, sometimes, weekly and
daily.

d) Faecal Incontinence Quality of Life (FIQL) [22]: a
disease-specific tool designed to evaluate the impact of
FI on four aspects of quality of life (lifestyle, coping
behaviour, depression and self-perception and level of
embarrassment).

e) EORTC-QLQ C30 (validated version in Spanish) [23]: a
tool designed to assess quality of life (QoL) in patients
with cancer.

f) EORTC-QLQ EN24 (validated version in Spanish) [24]:
a disease-specific tool designed to assess QoL in patients
with endometrial cancer.

g) EORTC-QLQ CX24 (validated version in Spanish)
[25]: a disease-specific tool designed to assess QoL in
patients with cervical cancer. Patients with ovarian and
vaginal cancer also filled in this questionnaire.

h) FACT-V (validated version in Spanish) [26]: a disease-
specific tool designed to assess QoL in patients with
vulvar cancer.

i) Visual analogue scale measuring the QoL ranging
from 0 (worst) to 10 (best).

j) Visual analogue scale measuring the impact on bowel
symptoms on QoL ranging from 0 (nothing) to 10 (very
much).

In addition, a set of questions was added to the validated
questionnaires asking on the changes after RT in bowel func-
tion, urinary function, sexuality, pain and lymphedema
(annex 1).

Regarding the responses of the first three questionnaires,
only clinically relevant symptoms with an impact on QoL
were taken into account to overcome the limitations of studies
based on questionnaires. Therefore, data presented only in-
cludes those patients who reported their symptoms as follows:

a) Gastrointestinal Symptom Rating Scale: patients rating
symptoms as “frequently affecting QoL” or “causing im-
portant changes in QoL”.

b) Memorial Sloan-Kettering Cancer Center Bowel
Instrument: patients rating the symptom as “always” or
“most of the time”.

c) St Mark’s incontinence score: patients experiencing the
symptom “weekly” or “daily”.

Results are presented using mean, SD and range for quan-
titative variables, and frequencies for qualitative variables. No
statistical analysis was performed.
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Ethical approval

The study was approved by the Ethics Committee of the
Consorci Sanitari de Terrassa and the Hospital Universitari
Sant Joan de Reus. Informed consent was not required by
the first institution according to Spanish law but was required
by the Ethics Committee from the second institution and ob-
tained for their patients.

Results

Participants

Between January 2010 and December 2013, 372 patients were
treated with RT with curative intention for gynaecological
malignancies at three institutions. Of them, 131 (35%) had
died and 24 (6%) were lost to follow-up at the time of sam-
pling. Therefore, the questionnaires were sent to 217 patients
who fulfilled the inclusion criteria. Questionnaires were
returned by 109 patients, giving a response rate of 50.2%.
Clinical data of patients who returned the questionnaire as
well as treatment modalities are shown in Table 1. Given that
there were very few patients with vulvar, ovarian and vaginal
cancer (three, two and two cases respectively), only data from
patients with endometrial and cervical cancer were finally
analysed.

Bowel dysfunction

Bowel symptoms assessed by the GSRS questionnaire re-
vealed that almost 27% of patients presented defecatory ur-
gency “frequently affecting” or “causing important changes”
in their QoL. More than 20% of patients complained of ab-
dominal pain, almost 10% feeling of incomplete evacuation
and FI (Fig. 1). Overall, the percentage of patients who rated
the symptoms as “frequently affecting” or “causing important
changes” in their QoL was higher in patients who had under-
gone EBRT with or without BT, compared with those who
received BT alone. As an exception, the feeling of incomplete
evacuation was higher in patients treated with BT.

When assessed by the MSKCC questionnaire, 15% altered
their activities “always” or “most of the time” because of
bowel function (Fig. 2). Defecatory urgency (“unable to wait
15 minutes to get to the toilet”) was the most common symp-
tom (31%) followed by gas incontinence (20.6%), the sensa-
tion of incomplete emptying (19.8%) and fragmented defeca-
tion (9.3%). Regarding stool consistency, loose stools and
diarrhoea “most of the time” or “always” were reported by
13.5% and 5.1% respectively. Similarly, the percentage of
patients rating their symptoms as activities “always” or “most
of the time” was lower in the group treated with BT alone.

The St Mark’s score (Table 2) showed defecatory urgency
(defined as not being able to defer defecation more than
15 min) in 40.7% of cases. Overall, 28.9%, 11% and 14.5%
of patients experienced daily or weekly gas incontinence, in-
continence to liquid stool and incontinence to solid stool re-
spectively. Defecatory urgency was higher in the BT group,
but the percentage of patients with FI was higher in the EBRT
group. The St Mark score was 6.0 ± 5.5 (0–24) for the overall
series but increased to 13.6 ± 5.1 (8–24) for patients with
weekly or daily incontinence to solid stools and to 14.7 ± 5.6
(8–24) for patients with weekly or daily incontinence to liquid
stools.

Overall functional outcomes

Table 3 shows the subjective evaluation of changes after ra-
diotherapy. It should be noted that more than 40% of patients
reported bowel or sexual dysfunction, affecting their QoL in
more than 35% of cases. Changes in urinary function, bone
pain or lymphedema were over 30%.

Quality of life

Data on QoL measured by the EORTC-QLQ C30, the
EORTC-QLQ EN24 and the EORTC-QLQ CX24 is shown
in Table 4. Mean value of QoL on a visual scale ranging was
6.8 ± 2.2 (0–10). Mean value of the impact on bowel symp-
toms on QoL was 3.9 ± 3.4 (0–10), but 24.3% of patients
scored between 7 and 10.

Discussion

Our main finding was that almost half of the patients treated
for gynaecologic malignancies reported changes in their bow-
el function, with one in three rating these changes “affect their
quality of life”.

The most common symptoms were defecatory urgency,
feeling of incomplete evacuation, loose stools and FI. Our
figures are similar to the results of a survey [15] completed
by 1029 gynaecological cancer survivors who experienced
bowel complaints in 42% of cases, and listed sexual, bowel
and urinary dysfunctions as the three most important health
concerns. A recent systematic review [27] concluded that the
prevalence of pelvic floor disorders in gynaecological cancer
population is very high. However, rates vary enormously due
to differences in reported measures and timings. In patients
treated for cervical cancer, the rate of FI and faecal urgency
respectively varied between 2–34% and 3–49%. Concerning
endometrial cancer, outcomes of the PORTEC-2 trial [28]
reported higher FI and faecal urgency rates in patients who
received EBRT (24% and 55%, respectively) than in those
who were treated with BT (15 and 32%, respectively).
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Table 1 Clinical characteristics
Age (years) 65 ± 11 (39–93)

Relevant medical history for bowel dysfunction

Diabetes mellitus 15/92 (14.6%)

Neurological disorders 0%

IBS 2/90 (1.9%)

Previous anal surgery 6/92 (5.8%)

Previous colorectal resection 4/91 (3.9%)

Cholecystectomy 7/88 (6.8%)

Obstetric history

Background of deliveries 90 (87.4%)

Number of deliveries 2.0 ± 1.3 (0–7)

Obstetric risk factors* for FI 52/86 (60.5%)

Cancer diagnosis

Endometrial 74 (71.8%)

Cervical 29 (28.2%)

Treatment modalities received

- EBRT alone 1

EBRT (N = 18, 17.5%) - EBRT + surgery 4

- EBRT + surgery + CT 13

- BT alone 2

BT (N = 13, 12.6%) - BT + surgery 10

- BT + surgery + CT 1

- EBRT + BT 3

EBRT + BT (N = 72, 69.9%) - EBRT + BT+ surgery 11

- EBRT + BT+CT 7

- EBRT + BT+ surgery + CT 51

EBRT external beam radiotherapy, BT brachytherapy, CT chemotherapy

*Obstetric risk factors for FI: fetal weight > 4 Kg, forceps, sphincter injury

Results presented as mean ± SD (range) for quantitative variables and frequencies for qualitative variables

0 5 10 15 20 25 30 35 40

Nocturnal defecation

Bleeding

Faecal incontinence

Feeling of incomplete evacuation

Urgent need for defecation

Borborygmus

Increased flatus

Abdominal distension

Anal pain

Abdominal pain

BT EBRT BT + EBRT Overall

Fig. 1 Selected symptoms of the
Gastrointestinal Symptom Rating
Scale (bars represent the
percentage of patients rating
symptoms as “frequently
affecting” or “causing important
changes”)
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Studies [29, 30] have found that prevalence of FI was sig-
nificantly higher in gynaecological cancer survivors compared
to controls. However, both studies assessed anal continence
by the Wexner score which does not take defecatory urgency
into account, a very common symptom after radiotherapy.

Dunberger et al. [31] compared 616 women treated with
pelvic radiotherapy alone or as combined treatment for
gynaecological cancer, with 344 controls randomly recruited.
Survivors experienced a higher occurrence of defecatory ur-
gency and FI when compared to controls. Prevalence of
defecatory urgency with faecal leakage was 49% among can-
cer survivors and 12% among controls. Another prospective
study [32] reported 69% and 18% of women experiencing
defecatory urgency and FI, respectively, 3 years after radio-
therapy for gynaecological cancer using the LENT-SOMA
scales.

The great variation of tools to assess bowel function and the
use of non-validated questionnaires complicate the assessment
of prevalence of bowel dysfunctions after gynaecological can-
cer treatment. This was the conclusion of a previous study of

our group assessing bowel symptoms after prostate cancer treat-
ment in which defecatory urgency remained undetected after
radiotherapy treatment [33]. It should be noted that question-
naires frequently used, such as those from the EORTC, do not
fully assess the bowel function. The EORTC-QLQ-C30 in-
cludes questions on bowel consistency but not on FI or
defecatory urgency. The EORTC EN 24 contains questions
about FI but not urgency, and the EORTC CX 24 does not
include any question on bowel symptoms. Others such as the
LENT-SOMA include enough questions about bowel function,
and very few studies use specific questionnaires that are usually
used in coloproctology such as the St Mark’s score which in-
cludes a question on defecatory urgency in addition to several
on FI. In our study, there were also differences according to the
different questionnaires that were used. Defecatory urgency
was 40.7% in the overall group and more than 62% in the BT
group assessed by the St Mark’s score, a specific score for FI.
However, rates were lower when the GSRS and the MSKCC
questionnaires where used (27–31% in the overall series). A
potential explanation is that in the two last questionnaires we

0 5 10 15 20 25 30 35 40

Altering activities because of bowel function

Leakage of stool during night

Wearing pads

Leakage of stool during the day

Unable to control the passage of gas

Unable to wait 15 minutes to get to the toilet

Loose stool

Diarrhoea

Another BM within 15 minutes of last BM

Get to the toilet on time

Feeling of complete emptying after BM

BT EBRT EBRT + BT Overall

Fig. 2 Selected symptoms of the
Memorial Sloan-Kettering
Cancer Center bowel instrument
(percentage of patients rating the
symptom as “always” or “most of
the time”)

Table 2 Faecal incontinence
symptoms according to St Mark’s
score

Overall N = 91 EBRT N = 17 BT N = 8 EBRT +BT N = 66

St Mark’s score 6.0 ± 5.5

(0–22)

7.3 ± 6.3

(0–22)

3.9 ± 3.5

(0–10)

6 ± 5.4

(0–20)

Incontinence to solid stool1 14.5% 29.4% 12.5% 10.8%

Incontinence to liquid stool1 11% 17.7% 0 10.6%

Incontinence to gas1 28.9% 47.1 12.5% 26.1%

Defecatory urgency2 40.7% 35.3% 62.5% 40.9%

Wear pads 25.3% 35.3% 12.5% 24.2%

1 Experiencing the symptom daily or weekly; 2 Not being able to defer defecation more than 15 min. Results
presented as mean ± SD (range) for quantitative variables and frequencies for qualitative variables; Note: ques-
tionnaire adequately filled in by 91 out of 103 patients
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Table 4 Quality of life assessed
by the EORTC-QLQ C30, QLQ
EN24 and QLQ CX24

EORTC-QLQ C30 Overall Endometrial cancer Cervical cancer

Global Health-QoL 62 (25.9) 61 (21.1) 64.3 (35.7)

Physical functioning 76.9 (24.2) 74.6 (24.8) 82.7 (22.3)

Role functioning 78.5 (29.5) 79.5 (28.7) 75.9 (32.1)

Emotional functional 69.6 (27.6) 70.2 (25.8) 68.2 (32.3)

Cognitive functioning 83.7 (20.8) 84.8 (19.7) 80.9 (23.4)

Social functioning 75.5 (29) 77.1 (26.3) 71.4 (35.1)

Fatigue 34 (30) 33 (26.4) 36.1 (38)

Nausea and vomiting 9.4 (21.3) 6.5 (15.5) 17.3 (31.2)

Pain 30 (31.4) 28.9 (28.6) 32.7 (38.5)

Dyspnea 14.1 (23.9) 13.6 (22.9) 15.5 (26.4)

Insomnia 33 (34.5) 32 (33.1) 35.7 (38.4)

Appetite loss 14.1 (26.1) 10.6 (22.2) 23.4 (33.1)

Constipation 21.8 (31.8) 18.8 (30.7) 29.6 (33.7)

Diarrhoea 19.7 (30) 20.8 (29.8) 16.7 (30.8)

Financial difficulties 19.4 (32.4) 16.2 (28.2) 27.4 (40.6)

EORTC-QLQ EN24 EORTC-QLQ CX24

Sexual interest 89.3 (18) Body image 64.9 (37.1)

Sexual activity 89.3 (18) Sexual activity 83.9 (28.3)

Sexual enjoyment 68.1 (25) Sexual enjoyment 42.4 (36.8)

Lymphoedema 29.5 (33) Sexual vaginal functioning 58.3 (25.4)

Urological symptoms 26.3 (24.2) Symptom experience 26.1 (24.1)

Gastrointestinall symptoms 18.7 (20.6) Lymphoedema 34.5 (43.1)

Poor body image 18.4 (25.1) Peripheal neuropathy 13.1 (22.8)

Sexual/vaginal problems 34.7 (33.5) Menopausal symptoms 42.8 (41.4)

Pain in back and pelvis 39.9 (32.7) Sexual worry 33.3 (42.4)

Tingling/numbness 36.1 (37)

Muscular pain 45.5 (35.7)

Hair loss 17.1 (30.6)

Taste change 11.3(23.9)

Results presented as mean score (SD)

Table 3 Subjective evaluation of changes after radiotherapy

Overall N = 89 EBRT N = 17 BT N = 8 EBRT+BT N = 64

Changes in bowel function 42.7% 52.9% 12.5% 43.8%

Changes in bowel function affecting QoL 36% 47.1% 0% 37.5%

Changes in urinary function 35.6% 47.1% 25% 33.8%

Changes in urinary function affecting QoL 23.6% 41.2% 12.5% 20.3%

Changes in sexual function 46% 18.8% 12.5% 57.1%

Changes in sexual function
affecting QoL*

35.2% 12.5% 25% 42.2%

Bone pain (sacrum, pelvis, hip)
affecting QoL

33.3% 47.1% 12.5% 32.3%

Lymphedema affecting QoL 32.2% 47.1% 37.5% 27.7%

Results presented as % of patients who presented subjective changes; *patients were asked if they had changes in their sexuality that they considered
important

Note: questionnaire filled in by 89 out of 103 patients
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only considered the symptoms that were rated by the patients as
“frequently affecting” or “causing important changes on QoL”
and symptoms experienced “always” or “most of the time”. The
percentage of patients with FI was also higher according to the
St Mark’s score, in which symptoms are asked in greater detail.
Other questions with a binary response such as wearing pads
were similar in all questionnaires.

Women undergoing treatment for gynaecological cancer
may present pre-existing bowel, urinary and/or sexual disor-
ders which may worsen after the treatments. A cross-sectional
study [34] in 186 women scheduled for surgery for
gynaecological malignancy revealed urinary incontinence in
40.9% cases, FI in 3.9%, abdominal pain in 47.4% and diar-
rhoea in 20.1%. Barraclough et al. [32] reported defecatory
urgency and FI in 25% and 4% respectively at baseline before
any treatment. In a study [35] in which 43% of gynaecological
cancer survivors reported anal incontinence, figures were sur-
prisingly high in control patients (32%). More than 87% of
women in our study had previous deliveries, with over 60%
having obstetric risk factors for FI. Consequently, previous
conditions together with ageing may contribute to the bowel
dysfunction, specially defecatory urgency and FI. Therefore,
FI in this patient group may be a consequence of different
events that happen along life and underscore the importance
of assessing bowel function before and after treatment for
gynaecological cancer.

Our study has several limitations. Firstly, due to the retro-
spective nature of our study we lack a detailed baseline assess-
ment, and therefore, it is impossible to be sure whether any of
the bowel dysfunction reported was caused by the treatment.
Another limitation is that the study population is heteroge-
neous, including patients with different cancers and treated
with different modalities. Moreover, we did not correlate the
mean radiation dose to organs at risk or the type of treatment
with the dysfunctions, but the objective of our studywas not to
assess the risk factors in detail but to raise awareness of the
need to proactively ask the patients. Finally, the response rate
means we do not know how the 50% of non-responders had
fared. It has been reported that patients in Spain historically
have low response rates to questionnaires. However, due to
the limitations of studies with questionnaires, only symptoms
clinically relevant with an impact on QoL were taken into
account in an attempt to identify those patients really affected
by bowel dysfunction.

We would like to emphasize the importance of assessing
bowel symptoms in cancer survivors. It has been previously
reported that the prevalence may be higher than expected [32,
36], and they may have a significant impact on daily life and
social functioning. A study [37] among gynaecological cancer
survivors reported that patients with loose stools (37% expe-
rienced loose stools at least once a week) were more likely to
experience defecatory urgency and FI compared to survivors
without loose stools. This finding is consistent with reports in

patients from general population in which diarrhoea was iden-
tified as the main independent risk factor for FI [38].
Assessing faecal consistency in these patients provides an
opportunity to identify those patients who might benefit from
medical treatment with methylcellulose and/or loperamide
[39] or who may suffer from small intestine bacterial over-
growth and/or bile salt malabsorption which have potential
specific treatments [40]. In the UK, practice guidance to man-
age gastrointestinal problems after treatment for cancer [40]
have been endorsed by all gastrointestinal professional socie-
ties and shown to be beneficial in a randomized clinical trial
[41].

Independently, Henson et al. [42] have shown that a structured
gastroenterological evaluation benefits patients with gastrointes-
tinal symptoms after pelvic RT. They concluded that a gastroen-
terological assessment identifies potentially treatable diagnoses
in patients with chronic gastrointestinal symptoms leading to a
significant improvement of symptoms. Moreover, patients with
urgency and/or FI may be offered additional treatments such as
biofeedback and/or neuromodulation.

Conclusions

The high prevalence of bowel symptoms after treatment of
gynaecological malignancies suggests the need for systematic
assessments. Moreover, given the high prevalence of pelvic
floor symptoms in women, a baseline evaluation using vali-
dated questionnaires should be included before the treatment
and taken into account for decision-making. Bowel dysfunc-
tions, and pelvic floor problems in general, should be
discussed openly with the patients because there are a number
of treatments available to improve the quality of life of patient
after cancer treatment.
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