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ABSTRACT
Background The objective of this study was to 
identify the eating behaviors of patients from 3 months 
onwards after esophageal surgery. The study was 
conducted on patients who had been on an oral diet for 
more than 3 months after the surgery.
Methods Data were collected through interviews and 
analyzed by a qualitative inductive method based on the 
Grounded Theory Approach.
Results The results of the analysis revealed that 
postoperative esophageal cancer patients go through the 
following three stages in respect of their eating behavior 
during the first year after surgery: i) Get used to swal-
lowing, ii) Learning how to cope with the symptoms 
occurring during eating, by failing and succeeding 
repeatedly, and iii) building self-management skills in 
terms of eating behaviors. These were identified as the 
process through which the patients develop their eating 
behaviors during the first year after surgery.
Conclusion The patients first faced the reality of the 
underlying issue, namely, difficulty in eating after the 
surgery, with the feeling that they experienced during 
swallowing in the process of eating. However, they had 
no choice but to accept the reality and make efforts to 
devise practical eating behaviors through experience. 
Then, eventually, they learned that self-management 
is necessary not only for maintaining a stable eating 
behavior, but also for sustaining their lives. In the long-
term post-operative patient’s acquisition of new eating 
habits, medical staff look back and share their experi-
ences so that they can recognize their altered body 
without being discouraged. However, it is necessary to 
continue to support them even after they discharge from 
the hospital by accepting difficulties in eating behavior.

Key words cancer patient; eating behavior; esopha-
geal cancer

In the standard treatment for esophageal cancer, surgical 

resection is the first-line radical treatment for stages 
I to III of the disease.1 Due to the high risk of lymph 
node metastasis, lymphadenectomy is also routinely 
performed.2 This may damage the recurrent laryngeal 
nerve function for a prolonged period after surgery, 
inevitably affecting eating and swallowing functions.3–5

Postoperative esophageal cancer patients are well 
known to be at a high risk of suffering from eating and 
swallowing difficulties.6 More specifically, patients 
may experience the following symptoms: feeling of 
food being stuck in the throat, decreased dietary intake, 
weight loss, early satiety, and regurgitation.7 Owing 
to these symptoms, they find that they have to make 
a tremendous effort to eat.8 It is a factor of difficulty 
to be forced to improve eating habits after surgery.9 It 
has been reported that these patients find it difficult to 
change their eating and swallowing habits, and that, 
therefore, the need to eat imposes a mental burden on 
the patients.10 According to one report, patients often 
find that their postoperative eating problems are more 
serious than they had expected before the surgery.11 
Furthermore, it has been reported that postoperative 
esophageal cancer patients are often discharged from 
the hospital after surgery before their eating function 
has recovered adequately.8 Therefore, it is inevitable that 
the patients suffer from eating problems resulting from 
the functional symptoms even after hospital discharge.

According to one report, the process of recovery 
from eating difficulties in postoperative esophageal 
cancer patients takes a long time, with establishment 
of stable eating behaviors often taking more than 1 
year after the surgery.12 Previously reported studies 
have identified the difficulties faced by the patients 
during this recovery process, particularly difficulties 
in related to lifestyle, living environment, emotional 
aspects of eating,13 reestablishing eating patterns,12 and 
in the lifestyle modification process in postoperative 
esophageal cancer patients.10 Thus, studies have been 
conducted on the continuous nursing support needed for 
living in general, including symptom assessment, how 
to enable patients to cope with difficulties, and provision 
of appropriate psychological and social support. Since 
there have been no concrete studies on eating behaviors 
and interventional methods focusing only on eating 
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behaviors, the authors conducted this investigation in an 
attempt to identify effective nursing support for postop-
erative esophageal cancer patients.

The aim of this study was to identify the eating 
behaviors of postoperative esophageal cancer patients 
during the first year after surgery, as the tentative period 
required for a stable eating behavior to be established in 
these patients.

MATERIALS AND METHODS
Definitions of terms
“Eating behaviors” is defined in this study as “postop-
erative eating conditions differing from those before 
surgery in esophageal cancer patients, as well as 
newly established eating methods, modifications and 
behaviors.”

Methodology
Study subjects
i) Patients diagnosed with primary thoracic esophageal 
cancer and informed of the diagnosis, ii) underwent 
esophageal reconstruction with lymphadenectomy, 
iii) received an oral diet for more than 3 months after 
surgery, iv) could communicate verbally, v) could eat on 
their own, vi) were allowed to participate in the study 
by their primary care physicians, vii) provided informed 
consent for participation in this study.

Survey period
August to October 2017

Study design
In this study, we used the grounded theory approach 
(GTA) to generate our own theory of the mechanism by 
which the phenomenon based on the experience of the 
patient occurs.10 In qualitative research, the data that is 
the experience of the patient is conceptualized, and the 
theory is generated by relating the concepts. GTA ana-
lyzes by focusing on the subordinate concept consisting 
of properties and dimensions to raise the abstraction 
level, but the work method of unitization is clear and 
easy for others to interpret, and when increasing the 
abstraction level research bias is also low risk.

Data collection method
An interview guide was created with reference to previ-
ous research.11 We conducted interviews using a semi-
structured interview method in a private room for about 
30 minutes per person. Consideration was given so that 
the subject could freely talk about food intake eating 
behaviors when the meal started immediately after the 
operation, physical symptoms, coping methods, and 

about their thoughts. For patients who provided consent, 
the interview contents were recorded on an integrated 
circuit (IC) recorder.

With the permission of the study subjects, basic 
information about the patients was collected from 
their medical records and nursing records. Information 
includes age, disease name, surgical procedure, date of 
treatment, date of resumption of oral intake, and clinical 
course of treatment.

Analysis method
In this study, the eating behaviors of postoperative 
esophageal cancer patients during the first year after 
surgery were analyzed based on the data obtained, en-
suring that there were no deviations from the informa-
tion obtained from the study subjects. In reference to the 
analysis method of GTA, the analysis was carried out 
as follows: i) a verbatim record was generated using all 
the data obtained from the first patient and segmented 
the data based on the semantic content, and ii) from the 
segmented data, the properties that would become the 
section or point of view and the dimensions that show 
how they look when viewed from that property were 
extracted, and code name was given based on those. 
We made sure that they were returned to the original 
segment after assignment of each code, and confirmed 
that the code was consistent with the content of the 
text iii) from all the data, data exclusively related to 
the eating behaviors of the subjects during the first 
year after resumption of oral intake after surgery were 
extracted, the codes were sorted into categories, and a 
name was assigned to each category iv) after assigning 
category names, we returned to the segmented data, 
and confirmed that the component category names were 
consistent with the content of the text v) based on ana-
lytical results and theoretical comparisons, theoretical 
sampling was performed to select the target audience, 
examine the question content, and collect many proper-
ties and dimensions. Based on this, the following data 
were collected, and steps i) to iv) were repeated. When 
no new category emerged (when categorization had 
reached saturation) in the ongoing analysis and data 
collection process, the data collection was discontinued 
vi) the categories of shared meanings were classified 
by phenomenon, to increase the level of extraction; vii) 
from the extracted categories, a category relationship 
diagram was created viii) the category relationship 
diagram was explained using the concept and finally, ix) 
in the process of analysis, in order to improve reliability 
and validity, the analysis was conducted after repeated 
discussions with collaborators who were experienced in 
qualitative research on cancer nursing.
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Ethical considerations
The researcher asked the candidate study subjects to 
obtain a referral from their primary care physicians. 
For the patients selected as eligible, the researcher 
explained, in writing, the aims and methodology of 
the study, that the patients had the freedom to provide 
consent for participation or not and also the freedom to 
withdraw consent for/from the study, that their personal 
information would be protected, that they would not 
face any/minimal disadvantage if they chose not to par-
ticipate, about the methods of storage/management and 
shredding and muting of all data after study completion, 
about the fact that the use of the data would be restricted 
to this study, about the researchers intention to review 
the patients’ medical records, and publication of the 
study results. Then, the researcher obtained informed 
consent in writing from the patients.

This study was conducted with the approval of the 
Ethics Review Committee of Tottori University Faculty 
of Medicine (approval number 1707A070).

RESULTS
Summary of the study subjects’ characteristics
We selected 12 study subjects, including 9 men and 3 
women. At the end of the interview with 10 subjects, 
it was judged that the theoretical saturation had been 
reached. However, in order to confirm the theoretical 
saturation, two additional subjects were subsequently 
interviewed. The subjects ranged in age from 50 to 80 
years, with a mean age of 70.0 years. A summary of the 
study subjects’ characteristics is shown in Table 1.

Summary of interview
Each subject underwent one interview session lasting 
from 25 to 60 minutes (34 minutes on average). The 
total duration for all interviews was 434 minutes.

Eating behaviors of postoperative esophageal can-
cer patients during the first year after surgery
Analysis results
Analysis of the data on the eating behaviors of postop-
erative esophageal cancer patients during the first year 
after surgery yielded 57 codes. Ultimately, the data were 
divided into 23 subcategories, 9 categories and 3 core 
categories (Table 2). The process-driven core categories 
are described below. The core categories are denoted 
by [ ], categories are denoted by {}, and subcategories 
are denoted by < >. The phrases within quotes are those 
that were directly obtained from the subject interviews, 
but were supplemented with additional words within (), 
as needed, to allow easier understanding. The notation 
in parentheses at the end of the sentence indicates the 

target person shown in Table 1. Using the categories and 
subcategories, a relationship diagram was created to 
explain the phenomena (Fig. 1).

The analysis of the eating behaviors of postopera-
tive esophageal cancer patients during the first year 
after surgery revealed the involvement of the following 
processes in the development of eating behaviors:

i) Stage 1 – [Get used to swallowing]
The study subjects noticed speech impairment and 

changes in swallowing after surgery. Therefore, they 
were {Ingredients that can be swallowed ∙ Repeat trial 
and error in the recipe}, as they attempted to resume 
eating. These behaviors reflect the efforts of the patients 
to consume their meals, taking into consideration their 
own specific circumstances, desperately trying to 
get used to their new swallowing pattern, taking into 
account the types of meals that they could eat, how to 
cook them and their nutritive values, as described in the 
subcategories.

<Eating, paying attention to what types of meals 
are easier to eat>, <Selecting and preparing foods, 
paying attention to the cooking methods and calories>, 
to match their own daily conditions {Limited to what 
you can swallow rather than choosing what to eat} was 
derived from <To eat whatever I want to eat> when the 
subjects attempted to find foods that were easier to swal-
low, and <What I can eat is limited> when they selected 
foods taking into account their own tastes and checked 
what foods were easier/more difficult to swallow.

Their behaviors reflected their desperate efforts to 
consume food while becoming accustomed to the dif-
ficulties in swallowing that they faced for the first time 
after they resumed eating.

“Well, (as I eat,) I feel that (food) goes down slowly 
into my stomach. This makes me feel like it is okay, it is 
fine. (H)”; “I am trying to eat a little bit of what I want 
to eat. It is not because my taste has changed. It is no 
longer a choice, what I can eat is limited. (L)”

ii) Stage 2 [Learning how to cope with the symp-
toms occurring during eating, by failing and succeeding 
repeatedly]

The study subjects experienced various symptoms 
after the resumed eating after the surgery. They had a 
harder time with regard to their eating behaviors than 
they had expected before the surgery, saying that <The 
trouble with eating was such that one could not imagine 
it without actually experiencing it>. This experience 
led them to {Develop eating behaviors through actual 
experiences}. They also identified the following precau-
tions that they needed to take through their experiences 
of eating meals and learned how to adopt them: <The 
amount I can eat is always the same, regardless of my 
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desire to eat, so I determine how much to eat by the 
apparent size and objective volume of the food.> <I 
have learned how to deal with when food gets stuck in 
the throat.> <To eat at my own pace without pressure 
on how quickly I finish in time to keep up with others> 
<Determined carefully the amount of one bite and the 
amount to swallow> <I try to chew well, but as a matter 
of fact, I swallow before I realize> and <When taking 

medicines, I swallow one tablet at a time, to ensure that 
each one tablet has passed down the throat, to prevent 
accidental mis swallowing>. This led to {Confirm 
through meal intake and acquire cautions and coping 
strategies}.

This behavior also indicated their <Trying to 
change their original eating behavior>. In addition, they 
also learned {To try to identify my own postures and 

Table 1. Overview of the target audience

Tar-
get Sex Age Disease name Stage Technique Reconstruction route Period from  

meal start

A M 70s Mid-thoracic  
esophageal cancer III

Subtotal esophageal extrac-
tion 
Remnant gastrectomy 
3-region lymphadenectomy 
Cholecystectomy 
Cervical esophagus, jejunos-
tomy

Pedicled jejunum in front of the chest 
wall

1 year  
7 months

B M 70s Barrett’s  
esophageal cancer I

Thoracic esophagectomy 
3-region lymphadenectomy 
Cholecystectomy

Retrosternal route gastric tube recon-
struction

8 year  
7 months

C M 60s Mid-thoracic 
esophageal cancer II

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Reconstruction of the gastric tube in 
the posterior sternum

4 year  
5 months

D M 70s Mid-thoracic 
esophageal cancer I

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Retrosternal route gastric tube recon-
struction

1 year  
8 months

E M 70s Mid-thoracic 
esophageal cancer II

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Retrosternal route gastric tube recon-
struction

7 year  
2 months

F M 70s Mid-thoracic 
esophageal cancer I

Thoracic esophagectomy 
3-region lymphadenectomy 
Cholecystectomy

Retrosternal route jejunal recon-
struction

4 year  
2 months

G F 70s Mid-thoracic 
esophageal cancer I

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Reconstruction of the gastric tube in 
the posterior sternum

1 year  
4 months

H F 50s Mid-thoracic 
esophageal cancer III

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Retrosternal route gastric tube recon-
struction

2 year  
4 months

I M 60s Lower thoracic 
esophageal cancer II

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Reconstruction of the gastric tube in 
the posterior sternum

4 year  
6 months

J M 50s Lower thoracic 
esophageal cancer III

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Retrosternal route gastric tube recon-
struction

1 year  
6 months

K M 70s Mid-thoracic 
esophageal cancer III

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Reconstruction of the gastric tube in 
the posterior sternum 1 year

L F 80s Mid-thoracic 
esophageal cancer II

Subtotal esophageal extrac-
tion 
3-region lymphadenectomy

Retrosternal route gastric tube recon-
struction 10 months

F, female; M, male.
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Table 2. Eating behavior of patients with esophageal cancer one year after surgery

Core category Category Subcategory Code
 (1) Get used to 
swallowing

Ingredients that can be 
swallowed•Repeat trial 
and error in the recipe

Eating, paying attention to what 
types of meals are easier to eat

I was thick at the beginning of the meal
Gradually change the form according to one’s condition

Selecting and preparing foods, 
paying attention to the cooking 
methods and calories

Think easy-to-eat recipes
Dietary adjustment and intake considering calories

Limited to what you 
can swallow rather than 
choosing what to eat

To eat whatever I want to eat Eat what you like
Eat as much as you can

What I can eat is limited What can be eaten is limited rather than taste
Eating and vomiting doesn’t mean that everything isn’t 
nutritious

(2) Learning 
how to cope 
with the symp-
toms occurring  
during eating, 
by failing and 
succeeding  
repeatedly

Confirm through meal 
intake and acquire 
cautions and coping 
strategies

The amount I can eat is always 
the same, regardless of my desire 
to eat, so I determine how much 
to eat by the apparent size and 
objective volume of the food.

The amount that can be eaten has decreased
How much you eat depends on what you eat
I have a desire to eat, but I do not increase because I 
decide the amount considering the symptoms.
I’m willing to eat, but I can’t actually eat
If you want to eat, you can eat, but you can’t
Increase the number of meals or eat between meals to 
compensate for the small amount
I started to eat properly

I have learned how to deal with 
when food gets stuck in the 
throat.

I can now do what to do when I catch it
Do it yourself when you catch it

To eat at my own pace without 
pressure on how quickly or finish 
in time to keep up with others

Eat slowly over time without being disturbed by the pace 
of others
Eat one meal more slowly than when healthy
You may lose motivation to eat over time
I can’t eat fast
I seldom go out because of the amount and pace of eating 
out
I can’t eat when I’m with people
Do at your own pace, without competing with healthy 
people

Determined carefully the amount 
of one bite and the amount to 
swallow

Determine how much to swallow in your mouth
Make the bite small

I try to chew well, but as a matter 
of fact, I swallow before I realize

Chew well and swallow
Harder than softer ones can chew better and eat
May swallow unknowingly

Trying to change their original 
eating behavior

Taking the drug while having the core that the drug has 
passed through the throat
Be cautious because of fear of oral aspiration and reflux

When taking medicines, I swal-
low one tablet at a time, to ensure 
that each one tablet has passed 
down the throat, to prevent ac-
cidental mis-swallowing

I knew that I was going to eat just as I was before
There is an understanding of food intake, but it is not pos-
sible

Continued on the following page



178

Y. Ueda and M. Chujo

© 2020 Tottori University Medical Press

behaviors that facilitate digestion} and {When eating 
out, I select how to eat or what to eat depending on the 
person I eat with, and try not to cause trouble at restau-
rants} from their actual experiences. They learned these 
two eating behaviors through learning the precautions 
that they need to take and the means to cope with these 

difficulties.
At the same time, when I experienced the symp-

toms of eating post-operative meals, <I remembered 
the explanation before surgery by actually experienc-
ing it> <I was able to calmly deal with it because I 
was listening to the explanation> and {Preoperative 

Table 2—Continued

Core category Category Subcategory Code
(2) Learn-
ing how to 
cope with the 
symptoms 
occurring  
during eating, 
by failing and 
succeeding  
repeatedly

When eating out, I se-
lect how to eat or what 
to eat depending on 
the person I eat with, 
and try not to cause 
trouble at restaurants

Change how you eat and what 
you eat depending on who goes 
out to eat

Choose people to go out to eat
Change how to eat or choose what to eat depending on 
who goes out to eat

I hate to bother the shop How to vomit when eating out
May disturb the shop

To try to identify my 
own postures and be-
haviors that facilitate 
digestion

Lying as a way to promote post-
meal food and digestion

I’m lying right after eating
Lying down as a way to encourage digestion

Devise eating postures and ac-
tions after eating

After eating, don’t lie down or move around to help diges-
tion
Be careful when eating in the tatami room, as it may get 
stuck in your body

Develop eating be-
haviors through actual 
experiences

The trouble with eating was such 
that one could not imagine it 
without actually experiencing it

There were a lot of things I learned from actual experience
I’m looking for a way to deal with it through actual experi-
ence
Before the operation, I felt light that I would be able to eat 
normally if I had surgery.

Preoperative explana-
tion was connected 
to eating behavior 
through real experi-
ence

I remembered the explanation 
before surgery by actually expe-
riencing it

I didn’t understand just because I was told before surgery
Remembering the explanation before surgery by experi-
encing your own experience after surgery

I was able to calmly deal with 
it because I was listening to the 
explanation

Because I was listening to the explanation, I could calmly 
deal with it

(3) Building 
self- manage-
ment skills in 
terms of eat-
ing behaviors

In reality, things do not 
go the same way as we 
had thought

Had received guidance on meal 
intake from doctors and nutri-
tionists many times

There is a manual, but it does not follow the manual
It ‘s actually impossible to do as instructed

In reality, things do not work in 
accordance with what is written 
in manuals

Repeated meal instruction from a doctor
Received nutritional guidance from a dietitian

Will power and self-
control are necessary 
for maintaining the 
stability of eating 
behaviors

It is necessary to have a strong 
will power and to continue to 
make efforts

Will and effort are required to maintain eating behavior
Understanding how to eat food but not being able to sus-
tain behavior is a weakness in one’s will

Control myself by seriously tak-
ing the precautions drawn from 
actual experiences

Self-control is needed to stay stable
Control the precautions when eating according to the 
actual experience and daily physical condition

Eating still poses a risk to my 
life, and I must continue to exer-
cise precautions against symp-
toms and poor eating behaviors 
for as long as I live

Eating is still a life-threatening
The symptoms of eating should last forever
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explanation was connected to eating behavior through 
real experience}.

“I can eat if I try to eat, but (if I eat a lot,), I choke 
or what I eat does not go down the throat into my stom-
ach. Therefore, I always eat the same amount. (I)”

“I seldom eat out, except for very special occasions, 
because I cannot eat at the same pace as everyone else. 
(F)”

“(Before surgery) I could not pay attention to my 
postoperative condition, as I was preoccupied with the 
things that I had to do at home while getting ready for 
the surgery. (After resuming eating after surgery,) I 
recalled things like, “So, this is what my doctor told me. 
(H)”

iii) Stage 3 [Building self-management skills in 
terms of eating behaviors]

When they resumed eating after surgery, the study 
subjects also realized that {In reality, things do not go 
the same way as we had thought}, by experiencing that 
<In reality, things do not work in accordance with what 
is written in manuals> although they <Had received 

guidance on meal intake from doctors and nutritionists 
many times>.

Through actual experience, they became aware 
that it takes will power, and learning {Will power and 
self-control are necessary for maintaining the stability 
of eating behaviors}. They were unable to deal with 
symptom exacerbation when it occurred, even though 
they knew how to cope. This made them aware that <It 
is necessary to have a strong will power and to continue 
to make efforts>, considering that it is important to 
<Control myself by seriously taking the precautions 
drawn from actual experiences>. Thus, the postopera-
tive study subjects developed their own postoperative 
eating behaviors, and realized that <Eating still poses a 
risk to my life, and I must continue to exercise precau-
tions against symptoms and poor eating behaviors for as 
long as I live>. This is the conclusion that they reached 
after experiencing the symptoms they had and learning 
how to cope with the symptoms.

“Well, when I was in good health, I could do as I 
wished. Now, (in order to maintain eating behaviors) I 

Fig. 1. The process of acquiring postoperative eating behavior in patients with esophageal cancer.
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know it is necessary to exercise self-control. Making an 
effort is all that is needed. (C)” “I still face difficulties 
in eating. I know that this will last for as long as I live, 
and therefore I will keep working hard at eating and 
trying to identify foods that I can eat, without giving 
up. (J)” A diagram showing the relationship among cat-
egories (Fig. 1) After surgery, dietary intake began with 
resumption of oral intake, and the passage of time to 
present is indicated by arrows. In Step 1, under the core 
category of [Get used to swallowing], the study subjects 
realized {Limited to what you can swallow rather than 
choosing what to eat} through their eating behaviors by 
{Ingredients that can be swallowed ∙ Repeat trial and er-
ror in the recipe}. Through this experience, they moved 
to the Stage 2 core category of [Learning how to cope 
with the symptoms occurring during eating, by failing 
and succeeding repeatedly].

In Stage 2, focusing on {Developing eating behav-
iors through actual experiences}, they made efforts to 
develop specific eating behaviors aimed at {Confirm 
through meal intake and acquire cautions and coping 
strategies}, {To try to identify my own postures and be-
haviors that facilitate digestion}, {When eating out, I se-
lect how to eat or what to eat depending on the person I 
eat with, and try not to cause trouble at restaurants} and 
finding that {Preoperative explanation was connected 
to eating behavior through real experience}. Through 
this process of developing specific eating behaviors by 
failing and succeeding repeatedly, they finally reached 
Stage 3 [Building self-management skills in terms of 
eating behaviors].

In Stage 3, there were differences in individual 
symptoms and also in the strategies that they used to 
cope with such symptoms, because they learned through 
actual experience that {Will power and self-control are 
necessary for maintaining the stability of eating behav-
iors} and through their realization that {In reality, things 
do not go the same way as we had thought}.

DISCUSSION
This study was conducted to identify the eating behav-
iors of postoperative esophageal cancer patients during 
their first year after surgery. The study identified the 
following processes involved in the development of eat-
ing behaviors.

With regard to the symptoms that the postoperative 
esophageal cancer patients experience while eating, pre-
vious studies have identified the following: prolonged 
meal times and the fact that there are many patients 
who are fearful about accidental swallowing and having 
something becoming stuck in the throat,7 difficulties in 
daily lives,11 the fact that eating behaviors are far more 

painful in the postoperative state than they had expect-
ed.9 This is considered to be related to the difficulty in 
forming mental images of their state after surgery and 
in being mentally unprepared before the surgery despite 
receiving an explanation prior to surgery.14

This study identified that in Stage 1, the patients 
face the reality that they cannot eat in the same way as 
they did before at the time of resumption of oral intake. 
This means that prior to the surgery, they were not 
concerned about the postoperative symptoms occurring 
potentially during eating and the hardships associated 
with eating behaviors.

Takeda reported that neglecting the recognition 
or trial-and-error activity using the five senses leads 
to separation between reality and concept, disabling 
the ability of people to understand semantic principles. 
Takeda states that the ultimate evidence comes from 
confirmation obtained through experience, that is, by 
using the whole body and mind.15 From this standpoint, 
it is considered that when the study subjects realized 
that the eating behaviors in their eating behaviors after 
resuming oral intake, their troubles with the eating 
surface became evident. Therefore, for these patients, 
the eating difficulties that they experienced after the 
surgery were different from those that they expected 
and were therefore harder to bear.

In this situation, the process of [Becoming ac-
customed to swallowing] is considered as their first 
experience of eating behaviors that they experience and 
represents the time when they face the reality for the 
first time.

In the Stage 2, which represents [Learning how 
to cope with the symptoms occurring during eating, 
by failing and succeeding repeatedly], the patients are 
considered to become aware of the necessity that they 
need to change their eating behaviors as a result of their 
self-evaluation and experience of their symptoms and 
behaviors during eating. This awareness is considered 
to be drawn from the fact that their behaviors, being 
uncontrollable by themselves, led to the exacerbation of 
symptoms occurring during eating.

Upon experiencing an event that makes a person 
strongly unpleasant and which the person has not 
predicted will occur to him/her, he/she evaluates the 
event as a threat. As a result, they bring a big change to 
himself/herself.16 Based on this concept, the challenge 
faced by a patient to develop new eating behaviors is 
considered to result from his/her evaluation that the 
painful experience arises as a result of his/her own eat-
ing behaviors.

The patient accumulated learning about his or her 
own eating behavior by repeating the actual experiences 



181

Eating behaviors of patients with esophageal cancer

© 2020 Tottori University Medical Press

of eating behaviors. Faced with the problems that 
became apparent after surgery, I realized that I had no 
choice but to accept changes in my body, and eventually 
stepped up to stage 3 [Building self-management skills 
in terms of eating behaviors]. I think. Tokieda stated 
that it is important to set a “purpose for behavior con-
trol” in order to control behavior, and it can be evaluated 
as a solid statement to achieve that purpose.16 Young 
also found that making meaningful decisions requires 
grounds for meaningful behavior and deepens experien-
tial learning to clarify criteria.17 From this, esophageal 
cancer patients accept the purpose of eating behavior as 
eating behavior to maintain life, and controlling their 
own eating behavior for that specific purpose maintains 
stable eating behavior. I think that I have decided that it 
is necessary to continue.

In past research, while restraining one’s own 
behavior, it is said that restraining habitual behaviors 
and patience are harder to learn and more difficult to 
maintain than newly inducing more adaptive behavior.18 
Therefore, it is difficult for patients to acquire and main-
tain new eating habits, which have been a custom for 
decades before surgery, and to maintain them. However, 
it is speculated that after the postoperative three-step 
process, they accepted the changes in their bodies and 
changed their behaviors to maintain life. As it is said 
that directing people to new learning opportunities can 
be a means to enable them to overcome the past,19 even 
in situations where the patients had difficulties in de-
veloping new eating behaviors, they underwent a trial-
and-error process as actual experience, and only then 
accepted the postoperative physical changes and the 
changes in their goals in respect of the eating behaviors. 
As a result, they succeeded in developing new eating 
behaviors.

The patient’s postoperative course of esophageal 
cancer takes a while until stable eating behavior is 
achieved. Therefore, the medical practitioner not only 
provides professional knowledge, but also reflects on 
the patient’s experience and feeds it back so that the 
patient can recognize the changed body, the individual 
symptoms, and eating behaviors. It is necessary to 
continue to support them by understanding their feeling 
of difficulty.

Although this study constructed a theory based on 
the experience of patients, it is necessary to seek objec-
tive knowledge in order to increase the truth.
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