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Abstract
Background: Prehabilitation appears to be an effective strategy to reduce postoperative complications and enhance
recovery after colorectal surgery. Although many patients prefer (unsupervised) home-based prehabilitation, adher‑
ence can be problematic. Combining home-based prehabilitation with tele-monitoring might demonstrate a higher
adherence than unsupervised prehabilitation; however, evidence on its feasibility and effectiveness in patients with
colorectal cancer scheduled for elective surgery who are at high risk for postoperative complications is lacking. The
aim of this study was to assess the feasibility of a bimodal tele-prehabilitation program in patients with colorectal
cancer at high risk for postoperative complications.
Methods: High-risk patients (oxygen uptake at the ventilatory anaerobic threshold ≤11 mL/kg/min or oxygen
uptake at peak exercise ≤ 18 mL/kg/min) with colorectal cancer were included in a home-based bimodal tele-preha‑
bilitation program. The program consisted of a personalized tele-monitored moderate to high-intensity interval train‑
ing intervention and nutritional counseling. Feasibility was measured by participation rate, dropout rate, adherence
to the physical exercise training session’s frequency, intensity, and time, and retention rate. Patient appreciation was
measured by a patient appreciation questionnaire. Changes in preoperative physical fitness as secondary outcomes
were quantified by time to exhaustion on a constant work rate (cycle) test, number of repetitions on the 30-s chairstand test, and walking speed on the 4-m gait speed test.
Results: The participation rate was 81%, there were no adverse events, and all participants managed to complete
the tele-prehabilitation program (retention rate of 100%). Adherence with regard to the exercise program’s frequency,
intensity, and time was respectively 91%, 84%, and 100%. All participants appreciated the tele-prehabilitation pro‑
gram. Time to exhaustion on the constant work rate test improved (not statistically significant) from a pre-prehabilita‑
tion median score of 317 seconds to a post-prehabilitation median score of 412 seconds (p = 0.24). Median number
of repetitions on the 30-s chair-stand test improved from 12 to 16 (p = 0.01).
Conclusions: Tele-prehabilitation seems feasible in high-risk patients with colorectal cancer, but efforts should be
made to further improve adherence to physical exercise training intensity. More research is needed to establish the
(cost-)effectiveness of tele-prehabilitation regarding preoperative improvements in preoperative aerobic fitness and
postoperative reduction of complications.
Trial registration: ISRCTN, ISRCTN64482109. Registered 09 November 2021 - Retrospectively registered.
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Background
There is a growing amount of evidence showing that prehabilitation can effectively improve preoperative aerobic
fitness and reduce the incidence of postoperative complications in patients who are referred for abdominal
surgery (Barberan-Garcia et al. 2018) and surgery for
colorectal cancer (Berkel et al. 2021; de Klerk et al. 2021)
when aiming at patients at high risk for complications.
Patients at high risk for postoperative complications after
abdominal surgery often have a low aerobic fitness, are
physically vulnerable, suffer from multimorbidity, are of
older age (van Rooijen et al. 2017), and depend on others
for transport (Berkel et al. 2018). Therefore, for high-risk
patients, participation in center-based prehabilitation
is often difficult (Thomas et al. 2019). Among perceived
barriers that hinder patients from participating in prehabilitation are the many hospital appointments (AgasiIdenburg et al. 2020; Beck et al. 2021), finding time
(Berkel et al. 2022; Ferreira et al. 2018), distance from the
prehabilitation facility (Woodfield et al. 2018), and transportation issues (Berkel et al. 2022; Ferreira et al. 2018;
Prepare-Abc Trial Collaborative 2021).
Evidence from interviews among patients who underwent major abdominal surgery for cancer demonstrated
that many patients prefer home-based prehabilitation
(Ferreira et al. 2018; Beck et al. 2022). A home-based
approach offers safety for patients who experience nausea, diarrhea, or physiological issues (Beck et al. 2022),
provides flexibility towards medical/personal commitments (Wu et al. 2021), resolves transportation issues
(Wu et al. 2021), and enhances social support (Wu et al.
2021). In addition, home-based prehabilitation enables
patients to combine prehabilitation with practical tasks
and social activities of everyday life that are perceived
as meaningful in the often short and stressful period
between cancer diagnosis and treatment (Beck et al.
2022). Considering the abovementioned needs and preferences of high-risk patients, a home-based approach
might be desirable.
A disadvantage of (unsupervised) home-based prehabilitation as opposed to supervised hospital-based prehabilitation is that adherence can be problematic without
supervision (Lacroix et al. 2017). A systematic review
reported mean adherence rates of > 95% in studies evaluating hospital-based (supervised) prehabilitation opposed
to only about 70% in studies evaluating (unsupervised)
home-based prehabilitation (Thomas et al. 2019). As the
preoperative period is often short and time-constrained
(2–6 weeks), high-intensity physical exercise training with

high exercise training adherence is of major importance
for prehabilitation to be effective (Franssen et al. 2022).
To improve adherence, prehabilitation should not only be
personalized to a patient’s aerobic fitness, everyday activities, and preferences, but should also involve some degree
of support and pressure to be motivational (Beck et al.
2021).
By using technologies like tele-monitoring (e.g., teleprehabilitation,) the benefits of home-based and supervised prehabilitation might be combined. This way,
adherence can be measured objectively and accurately,
and patients can be coached, motivated, and encouraged
via tele-monitoring while performing their home-based
individualized training sessions at a time and place of
their preference. Evidence in patients with musculoskeletal conditions suggests that, compared to classic unsupervised home-based programs, tele-monitoring can
improve adherence (Lambert et al. 2017). To date, a few
studies have investigated the feasibility of home-based
tele-prehabilitation programs prior to colorectal cancer surgery (Wu et al. 2021; Bruns et al. 2019), and concluded that tele-prehabilitation was feasible, appreciated
by patients, and has the potential to improve physical fitness. However, these studies (Wu et al. 2021; Bruns et al.
2019) failed to report full feasibility as adherence to the
physical exercise training’s frequency, intensity, and time
was lacking. Moreover, none of these studies (Wu et al.
2021; Bruns et al. 2019) specifically included patients at
high risk for postoperative complications determined by
preoperative cardiopulmonary exercise testing (CPET).
The aim of this pilot study was to investigate whether a
home-based and tele-monitored prehabilitation program
(tele-prehabilitation) is feasible in high-risk patients
scheduled for colorectal cancer surgery. Secondary aims
were to evaluate patient experiences and changes in preoperative aerobic fitness before and after the tele-prehabilitation program.

Methods
Study design

The current pragmatic one-arm pilot feasibility study
was carried out at VieCuri Medical Center, a large teaching hospital in Venlo, the Netherlands. The study was
approved by the Medical Ethics Review Committee
– Zuyderland/Zuyd (Heerlen, the Netherlands) under
reference number METCZ20190150. Initially, the trial
started in February 2020; however, due to restrictions
caused by the worldwide COVID-19 pandemic, inclusion could only start in July 2020 and ended in September
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2021. Reporting was done in accordance with the CONSORT statement extension to randomized pilot and feasibility trials (Eldridge et al. 2016).
Participants

A consecutive sample of potentially high-risk patients
was recruited at the moment of suspected colorectal
cancer by endoscopy. A few days after the endoscopy,
patients were contacted by telephone to check for potential eligibility and willingness to participate. Patients were
potentially eligible when they were ≥ 18 years of age,
were able to operate a mobile phone, and had a score ≤
7 metabolic equivalents of task (METs) on the veteransspecific activity questionnaire (VSAQ). These eligibility criteria were used as a pre-screening. Final eligibility
was determined after CPET and final diagnosis, which
was defined as an oxygen uptake ( VO2) at the ventilatory
anaerobic threshold (VAT) ≤ 11 mL/kg/min or a valid
VO2 at peak exercise (VO2peak) ≤ 18 mL/kg/min during CPET in combination with confirmed diagnosis of
colon or rectal cancer (stage I, II, or III) requiring elective
resection with or without neoadjuvant treatment.
Intervention and assessments

A multimodal tele-prehabilitation program was embedded within the existing colorectal cancer pathway of
VieCuri Medical Center. Therefore, no additional hospital visits were required for study purposes. Pre-prehabilitation measurements (T0) were planned on the day of
the appointment with the surgeon, approximately 2–5
days after final inclusion. In patients receiving neoadjuvant treatment, pre-prehabilitation measurements were
performed concurrent with the first appointment with
the surgeon after completing neoadjuvant treatment
(approximately 4 weeks before surgery). Pre-prehabilitation (T0) assessments consisted of evaluating aerobic
fitness by time to exhaustion on a continuous work rate
test at 80% of the peak work rate achieved during CPET.
Additionally, lower limb muscle power and endurance
was assessed by the number of repetitions on the 30-s
chair-stand test and gait speed was measured using the
4-m gait speed test. Post-prehabilitation (T1), reassessment of the continuous work rate test, 30-s chair-stand
test, and the 4-m gait speed test took place 1 or 2 days
prior to surgery. In addition, participants filled out a
patient appreciation questionnaire, based on the questionnaire of Dronkers et al. (Dronkers et al. 2010), and
the systems usability questionnaire (Myers et al. 1994)
after the post-prehabilitation assessment.
The tele-prehabilitation program consisted of a telemonitored physical exercise training module and a
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nutritional support module. Encouraging smoking
cessation was part of usual care and was therefore not
included explicitly in the tele-prehabilitation program.
Physical exercise training

The tele-monitored physical exercise training module was delivered by using the mobile phone application of HC@Home (version HC1.12a, HC@Home B.V.,
Zwolle, the Netherlands) on a dedicated mobile phone
(delivered to the patients for the duration of the teleprehabilitation program) to which a heart rate monitor
(Polar OH1, Polar Electro Inc., Kempele Finland) was
connected. Personalized training zones were set based
on the heart rate at the VAT and the respiratory compensation point as determined by CPET. Ideally, training sessions took place every other day and consisted of
30 min of aerobic moderate- to high-intensity interval
training by a patient’s preferred activity (i.e., walking,
cycling, stair climbing, sit-to-stand exercises, pushups, steps). Intervals consisted of 3 min of low-intensity
exercise at a heart rate below the heart rate at the VAT
and/or a 6–20 Borg rating of perceived exertion (RPE)
score ≤ 11, interspersed by 3 min of high-intensity
exercise at a heart rate just below the heart rate at the
respiratory compensation point (approximately 70–85%
of the heart rate at V
 O2peak) or a Borg RPE score of
14–16. In-between training days, patients were advised
to retain relative rest but still comply with the Dutch
physical activity guidelines (e.g., > 30 min of moderateintensity physical activity). The abovementioned training protocol was used as a blueprint, which means
that training frequency, intensity, time, type, volume,
and progression were personalized according to CPET
results (e.g., using shorter intervals in patients with a
pulmonary exercise limitation), training heart rate,
training Borg RPE score, recovery after training, and
participant experiences and preferences. After the first
face-to-face physical exercise training at home, which
was supervised by a physical therapist specialized in
physical exercise training in clinical populations, participants continued the home-based physical exercise
training sessions independently. Involvement of a family member or (informal) caregiver during exercising
was encouraged to promote motivation. The first faceto-face session was used to validate training zones and
familiarize participants with the exercises and equipment. Performed training session’s frequency, intensity, and time were automatically uploaded to an online
platform, at which they could be reviewed by the physical therapist. A weekly phone call took place to monitor
training progression and adjust the physical exercise
program accordingly.

Franssen et al. Perioperative Medicine

(2022) 11:28

Nutritional counseling

Participants were screened for malnutrition using the
patient-generated subjective global assessment short
form (PG-SGA-SF) in combination with a comprehensive
nutritional screening by a registered dietician. Preoperative nutritional counseling consisted of optimization of
basic nutritional needs, as well as ensuring the recommended intake of protein, defined as 1.2–2.0 g/kg body
mass (Wischmeyer et al. 2018). After an initial intake
assessment, follow-up counseling was provided by a
weekly phone call between the dietician and the participants in order to monitor nutritional and protein intake,
as well as to compare nutritional and protein intake
against calculated needs. In addition, body mass was
assessed based on self-report and participants were motivated to comply with the dietary advice.
Outcomes

The primary outcome of the study was feasibility as
determined by (1) study participation rate combined with
reasons for non-willingness or inability to participate,
(2) the number and severity of adverse events related to
the physical exercise training program, (3) adherence to
the physical exercise training program, (4) study dropout rate and reasons for dropouts, and (5) retention rate.
Secondary outcomes were (1) participant experiences as
measured by the patient appreciation questionnaire, (2)
user-friendliness of the mobile phone application that
was used for tele-prehabilitation assessed using the systems usability questionnaire (Myers et al. 1994), and (3)
changes in physical fitness during the tele-prehabilitation
program.
Statistical analyses

Statistical analyses were performed using IBM SPSS Statistics version 26.0 (IBM, Chicago, IL, USA). Participation rates were reported descriptively as numbers and
percentages of the potentially eligible patients that were
willing to participate in the current study. Dropout rates
and adverse events were reported as numbers and as a
proportion of participants enrolled in the study. Retention rate was expressed as a percentage and defined as
the proportion of enrolled participants that completed
the program. Adherence to the physical exercise training program with regard to training frequency, training
intensity, and training time was determined as follows.
For training frequency, observed training frequency was
divided by the prescribed frequency and expressed as
a percentage. Regarding training intensity, an exercise
training session was designated as performed at an adequate intensity when, based on heart rate, at least 3 of the
5 prescribed high-intensity exercise bouts complied with
the prescribed intensity, or when the training session
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intensity reported on the Borg RPE score was equal or
higher than prescribed. The number of attended sessions in which the prescribed intensity was accomplished
(based on either heart rate or Borg RPE score) was
divided by the total number of attended sessions and presented as a percentage. For training time, the observed
duration of the sessions was divided by the prescribed
duration of the sessions and presented as a percentage.
Adherence was deemed adequate if ≥ 80% as assessed
individually for training frequency, training intensity,
and training time. Participant appreciation of the teleprehabilitation program, as scored by the patient appreciation questionnaire, and user-friendliness of the mobile
phone application of HC@Home, as scored by the systems usability questionnaire, were reported descriptively.
A systems usability questionnaire score ≥ 73 was considered good, and a score of ≥ 85 excellent user-friendliness (Bangor et al. 2008). Continuous data representing
changes in aerobic fitness during the tele-prehabilitation
program were presented as median and interquartile
range (IQR). Pre-post analysis was performed using the
non-parametric Wilcoxon signed-rank test. A P-value <
0.05 was considered statistically significant.

Results
A total of 36 patients were contacted to check for eligibility and willingness to participate. The participation rate
was 81%. Eventually, a total of 11 patients were eligible
and were enrolled in the tele-prehabilitation program.
Reasons for non-willingness or inability to participate
and reasons for exclusion are depicted in Fig. 1. Baseline
characteristics of the included participants are listed in
Table 1. There were no adverse events or dropouts as a
result of the tele-prehabilitation program. One participant failed to perform the post-prehabilitation assessment and one patient was unable to perform adequately
on the constant work rate test, both due to a feeling of
general discomfort and nausea on the day of assessment.
Tele‑prehabilitation program

The median time that elapsed between diagnosis (date of
endoscopy) and surgery was 34 days (range 20–51) for participants with surgery as their first treatment (n = 10; 91%).
Median time between start of the physical exercise training
program and surgery was 23 days (range 6–30) (Table 2).
Adherence with regard to the tele-prehabilitation program’s
training frequency, intensity, and time (FIT) is depicted in
Table 2. Combined, the participants performed a total of
109 out of 120 prescribed training sessions (91%). In addition, 9 out of 11 participants (81%) managed to adhere to ≥
80% of the prescribed sessions. Mean ± SD training intensity reached throughout each entire training session was 78
± 9% of the maximal heart rate during CPET and a score of
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Fig. 1 Flowchart of inclusion and participation. a High-risk is defined as an oxygen uptake ( VO2) at the ventilatory anaerobic threshold (VAT) ≤
11 mL/kg/min or at peak exercise ( VO2peak) ≤ 18 mL/kg/min at the preoperative CPET. Abbreviations: CPET, cardiopulmonary exercise test; METs,
metabolic equivalent of task; VSAQ, veterans-specific activity questionnaire

14 ± 1 on the 6-20 Borg RPE scale. Although participants
were able to adhere to the prescribed exercise intensity in
84% (91 out of 109) of the performed exercise sessions, only
63% of the participants were able to reach the prescribed
intensity in ≥80% of their performed sessions. With regard
to exercise session time (duration), all 11 participants managed to perform the prescribed exercise duration in ≥ 80%
of the sessions. Duration of the performed physical exercise
training sessions of all patients combined was 3475 min
(100% of prescribed).

Participant appreciation of the tele-prehabilitation
program is depicted in Table 3. All participants indicated that the tele-prehabilitation program prepared
them well for the surgical intervention.
Median systems usability questionnaire score was
85 (IQR 78–100). All 11 patients had a systems usability questionnaire score ≥ 73, indicating that the userfriendliness of the mobile phone application was good.
Six patients had a systems usability questionnaire of ≥
85% indicating excellent user-friendliness (Fig. 2).

Franssen et al. Perioperative Medicine

(2022) 11:28

Table 1 Participant characteristics (n = 11)
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Table 1 (continued)

Characteristics

Included
n = 11

Age (years)

74 [68–78]

Sex ratio (male; female)

6;5

Living status
Living alone
Living with partner
Body mass index (kg/m2)

n = 5 (45%)
n = 6 (55%)

29.1 [24.6–33.1]

Smoking status
Never

1 (9%)

Former

9 (82%)

Current

1 (9%)

Age-adjusted comorbidity index
2–3

1 (9%)

4–5

3 (27%)

6+

7 (64%)

ASA-classification
I

1 (9%)

II

3 (27%)

III

6 (55%)

IV

1 (9%)

VSAQ (METs)

4 [3–5]

VO2 at the VAT (mL/kg/min)

9.3 [7.5–10.0]

VO2peak (mL/kg/min)a

14.8 [12.7–15.6]

Hemoglobin level (mmol/L)

7.1 [6.7–8.7]

Albumin levels (g/L)

37 [35–40]

PG-SGA-SF score
0

5 (45%)

2

2 (18%)

5+

4 (36%)

Tumor location
Colon

8 (73%)

Rectum

3 (27%)

Tumor stage
I

5 (46%)

II

3 (27%)

III

3 (27%)

Type of surgery
Hemicolectomy

8 (73%)

Other

3 (27%)

Surgical approach
Open

1 (9%)

Laparoscopic

8 (73%)

Endoscopic

1 (9%)

Conversion to open

1 (9%)

Received neoadjuvant treatment

1 (9%)

Data are presented as number of patients (%) or median [IQR], unless stated
otherwise
a

n = 9, as a maximal effort was required based on a respiratory exchange ratio
at peak exercise ≥1.10 and/or a heart rate at peak exercise > 85% of predicted
Abbreviations: ASA American Society of Anesthesiologists, MET metabolic
equivalent of task, PG-SGA-SF patient-generated subjective global assessment
short form, VAT ventilatory anaerobic threshold, VO2 oxygen uptake, VO2peak

oxygen uptake at peak exercise, VSAQ veterans-specific activity questionnaire

Pre- and post-prehabilitation (preoperative) assessment of physical fitness was performed in 10 participants (91%) as shown in Fig. 3. With regard to time to
exhaustion on the constant work rate test, 7 participants
(70%) had an equal or longer time to exhaustion at the
post-prehabilitation evaluation, whereas 3 patients (30%)
had a shorter time to exhaustion. Of these 3 patients, 1
patient was unable to perform adequately on the constant
work rate test after the tele-prehabilitation program due
to general discomfort and nausea. From pre- to post-prehabilitation, time to exhaustion on the constant work rate
test changed from a median of 317 s to a median of 412
s (p = 0.24) and from a median of 307 s to a median of
459 s (p = 0.07) with and without the participant with a
general feeling of discomfort at the post-prehabilitation
assessment, respectively. Following the tele-prehabilitation program, the number of repetitions at the 30-s chairstand test significantly improved from a median of 12
to a median of 16 repetitions (p = 0.01). No significant
changes were observed in walking speed as measured by
means of the 4-min walk test (p = 0.33).

Discussion
The current study aimed to evaluate the feasibility of a
home-based tele-prehabilitation program in high-risk
patients with colon or rectal cancer scheduled for surgery. Tele-prehabilitation was deemed feasible, as willingness to participate was high (81%) and adherence
was good (> 80%). Patients felt the tele-prehabilitation
prepared them well for surgery. Changes in physical fitness measured before and after the tele-prehabilitation
program showed a trend towards improved physical fitness after tele-prehabilitation. There are no specific recommendations regarding the sample size of feasibility
studies. Although only 11 participants were included in
the current study, these participants were deemed representative of a larger population of patients with colorectal
cancer with a high risk for postoperative complications,
because participant characteristics are in line with participant characteristics in a larger randomized controlled
trial in the same population (Berkel et al. 2022).
The participation rate of 81% in the current study was
comparable to the participation rate in previous tele-prehabilitation programs (Wu et al. 2021; Waller et al. 2021)
and a hospital-based (Suen et al. 2021) prehabilitation
program (between 68 and 78%), and higher than a community-based (Berkel et al. 2021) prehabilitation program
(56%) before major abdominal surgery. A possible explanation for the observed high willingness to participate is

109 (91%)

Total

306

326

317

307

–

427

783

260

Abbreviations: T0 pre-prehabilitation, T1 post-prehabilitation (1 or 2 days before surgery)

Excluding the participant receiving neoadjuvant treatment (n = 10)

Participant had a general feeling of discomfort during post-prehabilitation assessment and therefore did not perform adequately

d

773

481

316

316
+ 10 (+ 3%)

+ 192 (+ 33%)

+ 178 (+ 59%)

+ 136 (+ 76%)

13

8

14

10

18

10

18

14

+ 4 (+ 29%)

+ 5 (+ 38%)

+ 2 (+ 25%)

+ 4 (+ 40%)

Change (%)

1.3

1.0

1.1

0.7

T0

1.1

0.9

1.3

0.9

T1

+ 0.2 (+ 18%)

− 0.2 (− 15%)

− 0.1 (− 10%)

+ 0.2 (+ 29%)

Change (%)

4-m gait speed test
(m/s)

412

668

–

459

657

237

364

95 (+ 30%)

+ 361 (+ 85%)

–

+ 32 (+ 8%)

− 126 (− 16%)

− 23 (− 9%)

+ 38 (+ 6%)

12

19

12

12

13

10

16

16

19

–

15

16

10

17

4 (+ 33%)

0 (0%)

–

+ 3 (23%)

+ 3 (+ 25%)

0 (0%)

+ 1 (+ 6%)

1.3

1.4

1.0

1.4

1.4

1.0

1.3

1.3

1.3

–

1.6

1.6

–

1.2

0.0 (0%)

− 0.1 (− 7%)2

–

+ 0.2 (+ 14%)
+ 0.2 (+ 14%)

–

− 0.1 (− 8%)

606b 304b − 302 (− 50%)b 10b 16b + 6 (+ 60%)b 1.3b 1.4b −

581

303

All participants (n = 11)

23c/25d

27

6

16

13

21

28

30

25

26

180

T1

T0

Change (%)

T0
T1

Repetitions on the
30-s chair-stand test
(number)

Time to exhaustion on the
constant work rate test (s)

Change in physical fitness between pre- (T0) and post-prehabilitation (T1)
assessment

c

14c/14d

12

14

15

14

7

11

21

12

16

12

58a

110a
14

Time from start
prehabilitation
to surgery
(days)

Time from
endoscopy
to start
prehabilitation
(days)

Treatment initiation intervals

b

3475 (100%)

477 (111%)

68 (76%)

183 (102%)

177 (98%)

312 (104%)

407 (113%)

449 (112%)

349 (95%)

254 (115%)

159 (88%)

640 (85%)

Combined
exercise
duration of
all sessions,
minutes (% of
prescribed)

Time

Participant received neoadjuvant treatment

91 (84%)

8 (62%)

2 (100%)

5 (83%)

4 (67%)

7 (70%)

12 (100%)

11 (85%)

9 (90%)

9 (69%)

5 (100%)

19 (100%)

Number of
sessions with
adequate
intensity,
number (%)

Intensity

a

Median

2 (67%)

13 (100%)

10

11

6 (100%)

6 (100%)

8

9

12 (100%)

10 (100%)

6

7

10 (91%)

13 (100%)

4

5

5 (83%)

13 (108%)

2

3

19 (68%)

1

Number of
sessions (% of
prescribed)

Participant ID Frequency

Table 2 Performed training session frequency, intensity, and time, adherence, and changes in physical fitness of the physical exercise training module of the tele-prehabilitation
program
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Table 3 Patient appreciation of the tele-prehabilitation program
Strongly disagree

1. The aim of the intervention in preparation of the surgical treatment was clear to
me.
2. The perceived exertion during the cardiopulmonary exercise test was high.
3. In my opinion, the cardiopulmonary exercise test was useful.
4. The perceived exertion during the home-based exercises was high.

Strongly agree

1

2

3

4

5

–

–

–

–

11 (100%)

1 (9%)

–

4 (36%) 3 (27%)

3 (27%)

–

–

1 (9%)

10 (91%)

1 (9%)

–

1 (9%)

2 (18%) 4 (36%)

3 (27%)

5. In my opinion the home-based exercises were useful.

-

-

-

1 (9%)

10 (91%)

6. I was motivated to perform the home-based exercises.

–

–

–

1 (9%)

10 (91%)

7. I experienced the home-based exercises as pleasant.

–

1 (9%)

1 (9%)

3 (27%)

6 (54%)

8. The home-based exercises were time-consuming.

7 (64%)

2 (18%) 1 (9%)

1 (9%)

-

9. The weekly evaluations by telephone were beneficial to me.

–

–

–

1 (9%)

10 (91%)

10. I experienced it be pleasant to be able to perform the exercises independently
at home.

–

–

–

1 (9%)

10 (91%)

11. I think the tele-prehabilitation program prepared me well for the surgical treat‑
ment.

–

–

–

2 (18%)

9 (82%)

Data are presented as the number of patients (%)

Fig. 2 Participant’s individual score on the systems usability scale.
Dashed and dotted lines represent thresholds of respectively good
(≥ 73) and excellent (≥ 85) usability of the mobile phone application
used for tele-prehabilitation

that the tele-prehabilitation program was home-based,
personalized, and indirectly supervised, thereby maximizing autonomy and lowering the threshold to participate.
One of the main challenges of “classic” (non-tele-monitored) unsupervised home-based prehabilitation is the

often observed low exercise session adherence (Thomas
et al. 2019). Previous studies have reported lower exercise session adherence in home-based (~ 70%) compared to hospital-based (> 95%) prehabilitation programs
(Thomas et al. 2019). Exercise session adherence (exercise frequency) in the current home-based tele-prehabilitation study was high (93% of prescribed) and almost
comparable to supervised hospital-based prehabilitation
programs (97–99%) (Thomas et al. 2019). Personalization
of the tele-prehabilitation program and flexibility concerning planning of training sessions might have contributed to this high exercise session adherence, as autonomy
is mentioned as one of the key factors that enable patients
to participate in prehabilitation in the stressful and busy
period between diagnosis and surgery (Beck et al. 2021).
In addition, it has been shown that some kind of supervision is essential for patients in order to stay motivated
(Beck et al. 2021). In this regard, home-based tele-prehabilitation might be superior to classic unsupervised
home-based prehabilitation as the tele-monitoring in
combination with weekly telephone calls might provide
sufficient pressure and supervision for patients to keep
motivated. In the current study it was noted that participants appreciated the weekly follow-up phone calls and
reported them as useful.

(See figure on next page.)
Fig. 3 Preliminary changes in aerobic fitness before (pre-prehabilitation) and after (post-prehabilitation) the tele-prehabilitation program. Graphs
represent outcomes of the constant work rate test (A), the 30-s chair-stand test (B) and the 4-m gait speed test (C). Both individual data (left) and
group data (right) are presented. For the group data, bars indicate median values with error bars representing the interquartile range. P-values
indicate significance level tested with the non-parametric Wilcoxon signed-rank test. * All patients that completed the post-prehabilitation (T1)
assessment (n = 10). ** Excluding the patient that had a general feeling of discomfort during post-prehabilitation (T1) assessment (n = 9), which is
highlighted in red (participant ID 5) in the individual data plot
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Apart from adherence to training frequency alone, full
adherence to a physical exercise training program should
also be evaluated based on training intensity and training
time (Franssen et al. 2022). Although overall adherence
to the exercise intensity was > 80%, only 7 participants
(63%) managed to adhere to the prescribed intensity in
≥ 80% of the sessions. Exercise intensity is one of the key
factors that contribute to the effectiveness to improve
aerobic fitness in a short-term physical exercise program
(Franssen et al. 2022); therefore, adherence to exercise
training intensity needs to be optimized. In the current
study, participants performed exercises unsupervised
and tele-monitored after an initial home-based introduction session. It was noted that all participants reached the
prescribed intensity during the first home-based supervised training session. In the following unsupervised
training sessions, adherence to exercise training intensity
was less consistent. This could mean that more direct
supervision and encouragement are needed to adhere
to the exercise intensity. Therefore, adherence concerning exercise intensity might be improved by adding a
weekly supervised session (preferably home-based or by
using video conferencing) in order to motivate and coach
patients to adhere to the exercise program. In addition,
direct feedback regarding the physical exercise training
session intensity and duration provided by the mobile
phone application might be helpful for patients to comply
with the prescribed program.
In general, participants appreciated the tele-prehabilitation program. Most participants reported they experienced it pleasurable to perform exercises independently
at home, they reported that the weekly telephone calls
were helpful and that the tele-prehabilitation program
prepared them well for the surgical procedure. In addition, the usefulness of the smart phone application that
was used for the tele-prehabilitation program, as rated
by the systems usability questionnaire ranged from
good to excellent. All participants managed to use the
smart phone application independently (or with help of
their buddy) after a short introduction session. These
results are in accordance with a multimodal tele-prehabilitation study in patients with abdominal cancer that
used commercially available wearables to improve physical fitness prior to surgery (Waller et al. 2022). Patients
in the latter study (Waller et al. 2022) reported that the
wearables were easy to use and motivational to improve
physical activity.
The current study has several limitations. Some
patients were excluded for reasons that have to do
with feasibility of tele-prehabilitation, such as being
unable to operate a mobile phone (n = 6, 17%) or
being unable to perform a CPET (n = 2, 6%). Although
these excluded patients did not undergo CPET and

Page 10 of 12

therefore it is uncertain whether they would have
been classified as high risk, the reasons for exclusion are specific for a tele-prehabilitation program. In
addition, previous research has shown that patients
that are unable to perform CPET should be treated as
high-risk (Lai et al. 2013).
A major obstacle for the implementation of prehabilitation is the short diagnosis-to-surgery interval (median
of 34 days, range 20–51 days). Combined with a relatively long interval between diagnosis and start of the
prehabilitation (median of 14 days, range 7–21 days),
this leaves limited time for a comprehensive prehabilitation program in patients who receive surgery as their
first treatment. These time limitations are often caused
by logistics (e.g., delayed final diagnosis and/or surgical
planning) and time constraints. Efforts should be made to
use the available time as efficiently as possible, for example by starting screening, assessment, and prehabilitation
directly after colorectal cancer diagnosis by endoscopy.
Nevertheless, although essential for effective prehabilitation, these strict time constraints are not strongly supported by evidence (Franssen et al. 2021a; Strous et al.
2019; Molenaar et al. 2021) and not specific towards
tele-prehabilitation, but involve a broader problem that
is generally seen in prehabilitation studies (Boereboom
et al. 2019). Another limitation that was observed in the
current study was that in 3 participants (27%) heart rate
could not be used as an indicator of exercise intensity
due to chronotropic incompetence. Although this was
partly covered by the use of the Borg RPE score, especially in non-real-time monitored interventions such as
tele-prehabilitation, the combination of perceived effort
(i.e., Borg RPE) with a form of objective monitoring is
of major importance due to the lack of direct supervision. Accelerometer-based (Arvidsson et al. 2019; Jung
et al. 2015) or respiratory rate monitoring (Nicolo et al.
2017) might be alternative measures that can be used in
addition to heart rate monitoring to provide an objective
estimate of exercise intensity when heart rate monitoring is not feasible (e.g., participants with severe cardiac
arrhythmia or chronotropic incompetence).
Strengths of the current tele-prehabilitation program
are that the intervention was personalized and focused
on high-risk patients, based on the CPET, and the use
of an exercise intervention blueprint meaning the exercise intervention was adjusted based on the participant’s
preferences and characteristics. In addition, instead of
attendance rates only, the current study reported full
adherence (frequency, intensity, and time) to the physical exercise intervention. Another strength of the current
study is that tele-prehabilitation was implemented within
the current colorectal cancer treatment pathway and no
additional study visits were required for participants.
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In future research, attempts should be made to optimize adherence to the exercise training intensity of the
tele-monitored physical exercise program, for example
by using a combination of physically supervised and telemonitored supervision. Furthermore, a larger prospective
observational study could be designed to evaluate willingness to participate, adherence, and (cost-)effectiveness
of prehabilitation when different forms of multimodal
prehabilitation (e.g., tele-prehabilitation, communitybased prehabilitation, and hospital-based prehabilitation)
are presented to patients.

Conclusion
Results of this feasibility study have shown that a homebased tele-prehabilitation program is feasible and appreciated in high-risk patients undergoing surgery for
colorectal cancer. However, efforts should be made to
further improve adherence towards exercise intensity.
More research is needed to establish the (cost-)effectiveness of tele-prehabilitation with regard to improvements
in preoperative aerobic fitness and reduction of postoperative complications before definitive conclusions can
be drawn.
Abbreviations
CPET: Cardiopulmonary exercise test; IQR: Interquartile range; RPE: Rating of
perceived exertion; SD: Standard deviation of the mean; T0: Pre-prehabilitation;
T1: Post-prehabilitation (1 or 2 days before surgery); VAT: Ventilatory anaerobic
threshold; VO2peak: Oxygen uptake at peak exercise.
Acknowledgements
The authors like to acknowledge the involved gastroenterology colon care
nurses and sports physicians, surgeons, physiotherapists, and dieticians for
their contribution to this study.
Authors’ contributions
Study concept: RF, BB, JV, MJH; Study design: RF, BB, JV, MJH; Data acquisition:
RF; Quality control of data and algorithms: RF; Data analysis and interpretation:
RF, BB; MJH; Statistical analysis: RF; Manuscript preparation: RF; Manuscript
editing: RF, BB, JV, MJH. The authors read and approved the final manuscript.
Funding
This study was unconditionally financed by the Research and Innovation fund
VieCuri Medical Center and the National Fund against Cancer (Nationaal Fonds
tegen Kanker).
Availability of data and materials
The datasets used and/or analyzed during the current study are available from
the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
The study was approved by the Medical Ethics Review Committee –
Zuyderland/Zuyd (Heerlen, the Netherlands) under reference number
METCZ20190150. All participants gave written informed consent before
inclusion in the study.
Consent for publication
Not applicable.

Page 11 of 12

Competing interests
All authors declare no potential conflict of interest.
Author details
Department of Clinical Physical Therapy, VieCuri Medical Center, Tegelseweg
210 5912BL, Venlo, the Netherlands. 2 Department of Epidemiology, GROW
School for Oncology and Developmental Biology, Faculty of Health, Medicine
and Life Sciences, Maastricht University, Maastricht, the Netherlands. 3 Depart‑
ment of Nutrition and Movement Sciences, School of Nutrition and Transla‑
tional Research in Metabolism (NUTRIM), Faculty of Health, Medicine and Life
Sciences, Maastricht University, Maastricht, The Netherlands. 4 Department
of Epidemiology, Care and Public Health Research Institute (CAPHRI), Faculty
of Health, Medicine and Life Sciences, Maastricht University, Maastricht, The
Netherlands. 5 Department of Surgery, VieCuri Medical Center, Venlo, the
Netherlands. 6 Department of Clinical Epidemiology, VieCuri Medical Center,
Venlo, the Netherlands.

1

Received: 16 December 2021 Accepted: 28 March 2022

References
Agasi-Idenburg CS, Zuilen MK, Westerman MJ, Punt CJA, Aaronson NK,
Stuiver MM. “I am busy surviving” - views about physical exercise in
older adults scheduled for colorectal cancer surgery. J Geriatr Oncol.
2020;11(3):444–50.
Arvidsson D, Fridolfsson J, Borjesson M. Measurement of physical activity in
clinical practice using accelerometers. J Intern Med. 2019;286(2):137–53.
Bangor A, Kortum PT, Miller JT. An empirical evaluation of the system usability
scale. Int J Human–Comput Interact. 2008;24(6):574–94.
Barberan-Garcia A, Ubre M, Roca J, Lacy AM, Burgos F, Risco R, et al. Personalised
prehabilitation in high-risk patients undergoing elective major abdominal
surgery: a randomized blinded controlled trial. Ann Surg. 2018;267(1):50–6.
Beck A, Thaysen HV, Soegaard CH, Blaakaer J, Seibaek L. Investigating the expe‑
riences, thoughts, and feelings underlying and influencing prehabilita‑
tion among cancer patients: a qualitative perspective on the what, when,
where, who, and why. Disabil Rehabil. 2022;44(2):202–9.
Beck A, Vind Thaysen H, Hasselholt Soegaard C, Blaakaer J, Seibaek L. What
matters to you? An investigation of patientsʼ perspectives on and accept‑
ability of prehabilitation in major cancer surgery. Eur J Cancer Care (Engl).
2021:30(6):e13475.
Berkel AEM, Bongers BC, Kotte H, Weltevreden P, de Jongh FHC, Eijsvogel
MMM, et al. Effects of community-based exercise prehabilitation for
patients scheduled for colorectal surgery with high risk for postopera‑
tive complications: results of a randomized clinical trial. Ann Surg.
2022;275(2):e299–306.
Berkel AEM, Bongers BC, van Kamp MS, Kotte H, Weltevreden P, de Jongh
FHC, et al. The effects of prehabilitation versus usual care to reduce
postoperative complications in high-risk patients with colorectal cancer
or dysplasia scheduled for elective colorectal resection: study protocol of
a randomized controlled trial. BMC Gastroenterol. 2018;18(1):29.
Boereboom CL, Blackwell JEM, Williams JP, Phillips BE, Lund JN. Short-term
pre-operative high-intensity interval training does not improve fitness of
colorectal cancer patients. Scand J Med Sci Sports. 2019;29(9):1383–91.
Bruns ERJ, Argillander TE, Schuijt HJ, van Duijvendijk P, van der Zaag ES,
Wassenaar EB, et al. Fit4SurgeryTV at-home prehabilitation for frail older
patients planned for colorectal cancer surgery: a pilot study. Am J Phys
Med Rehabil. 2019;98(5):399–406.
Prepare-Abc Trial Collaborative. SupPoRtive exercise programs for accelerat‑
ing REcovery after major ABdominal cancer surgery trial (PREPARE-ABC):
pilot phase of a multi-Centre randomised controlled trial. Color Dis.
2021;23(11):3008–22.
de Klerk M, van Dalen DH, Nahar-van Venrooij LMW, Meijerink W, Verdaasdonk
EGG. A multimodal prehabilitation program in high-risk patients under‑
going elective resection for colorectal cancer: a retrospective cohort
study. Eur J Surg Oncol. 2021;47(11):2849–56.
Dronkers JJ, Lamberts H, Reutelingsperger IM, Naber RH, Dronkers-Landman
CM, Veldman A, et al. Preoperative therapeutic programme for elderly
patients scheduled for elective abdominal oncological surgery: a rand‑
omized controlled pilot study. Clin Rehabil. 2010;24(7):614–22.

Franssen et al. Perioperative Medicine

(2022) 11:28

Eldridge SM, Chan CL, Campbell MJ, Bond CM, Hopewell S, Thabane L, et al.
CONSORT 2010 statement: extension to randomised pilot and feasibility
trials. BMJ. 2016;355:i5239.
Ferreira V, Agnihotram RV, Bergdahl A, van Rooijen SJ, Awasthi R, Carli F, et al.
Maximizing patient adherence to prehabilitation: what do the patients
say? Support Care Cancer. 2018;26(8):2717–23.
Franssen RFW, Janssen-Heijnen MLG, Barberan-Garcia A, Vogelaar FJ, Van
Meeteren NLU, Bongers BC. Moderate-intensity exercise training or highintensity interval training to improve aerobic fitness during exercise pre‑
habilitation in patients planned for elective abdominal cancer surgery?
Eur J Surg Oncol. 2022;48(1):3–13.
Franssen RFW, Strous MTA, Bongers BC, Vogelaar FJ, Janssen-Heijnen MLG. The
association between treatment interval and survival in patients with colon
or rectal cancer: a systematic review. World J Surg. 2021;45(9):2924–37.
Jung ME, Bourne JE, Beauchamp MR, Robinson E, Little JP. High-intensity interval
training as an efficacious alternative to moderate-intensity continuous
training for adults with prediabetes. J Diabetes Res. 2015;2015:191595.
Lacroix A, Hortobagyi T, Beurskens R, Granacher U. Effects of supervised
vs. unsupervised training programs on balance and muscle strength
in older adults: a systematic review and meta-analysis. Sports Med.
2017;47(11):2341–61.
Lai CW, Minto G, Challand CP, Hosie KB, Sneyd JR, Creanor S, et al. Patientsʼ
inability to perform a preoperative cardiopulmonary exercise test or
demonstrate an anaerobic threshold is associated with inferior outcomes
after major colorectal surgery. Br J Anaesth. 2013;111(4):607–11.
Lambert TE, Harvey LA, Avdalis C, Chen LW, Jeyalingam S, Pratt CA, et al. An
app with remote support achieves better adherence to home exercise
programs than paper handouts in people with musculoskeletal condi‑
tions: a randomised trial. J Physiother. 2017;63(3):161–7.
Molenaar CJL, Janssen L, van der Peet DL, Winter DC, Roumen RMH, Slooter
GD. Conflicting guidelines: a systematic review on the proper interval for
colorectal cancer treatment. World J Surg. 2021;45(7):2235–50.
Myers J, Do D, Herbert W, Ribisl P, Froelicher VF. A nomogram to predict exer‑
cise capacity from a specific activity questionnaire and clinical data. Am J
Cardiol. 1994;73(8):591–6.
Nicolo A, Massaroni C, Passfield L. Respiratory frequency during exercise: the
neglected physiological measure. Front Physiol. 2017;8:922.
Strous MTA, Janssen-Heijnen MLG, Vogelaar FJ. Impact of therapeutic delay in
colorectal cancer on overall survival and cancer recurrence - is there a safe
timeframe for prehabilitation? Eur J Surg Oncol. 2019;45(12):2295–301.
Suen M, Liew A, Turner JD, Khatri S, Lin Y, Raso KL, et al. Short-term multi‑
modal prehabilitation improves functional capacity for colorectal cancer
patients prior to surgery. Asia Pac. J Clin Oncol. 2021. Epub ahead of print.
Thomas G, Tahir MR, Bongers BC, Kallen VL, Slooter GD, van Meeteren NL. Preha‑
bilitation before major intra-abdominal cancer surgery: a systematic review
of randomised controlled trials. Eur J Anaesthesiol. 2019;36(12):933–45.
van Rooijen S, Carli F, Dalton SO, Johansen C, Dieleman J, Roumen R, et al. Pre‑
operative modifiable risk factors in colorectal surgery: an observational
cohort study identifying the possible value of prehabilitation. Acta Oncol.
2017;56(2):329–34.
Waller E, Sutton P, Rahman S, Allen J, Saxton J, Aziz O. Prehabilitation with
wearables versus standard of care before major abdominal can‑
cer surgery: a randomised controlled pilot study (trial registration:
NCT04047524). Surg Endosc. 2022;36(2):1008–17.
Wischmeyer PE, Carli F, Evans DC, Guilbert S, Kozar R, Pryor A, et al. American
Society for Enhanced Recovery and Perioperative Quality Initiative joint
consensus statement on nutrition screening and therapy within a surgi‑
cal enhanced recovery pathway. Anesth Analg. 2018;126(6):1883–95.
Woodfield J, Zacharias M, Wilson G, Munro F, Thomas K, Gray A, et al. Protocol,
and practical challenges, for a randomised controlled trial comparing the
impact of high intensity interval training against standard care before
major abdominal surgery: study protocol for a randomised controlled
trial. Trials. 2018;19(1):331.
Wu F, Rotimi O, Laza-Cagigas R, Rampal T. The feasibility and effects of a
telehealth-delivered home-based prehabilitation program for cancer
patients during the pandemic. Curr Oncol. 2021;28(3):2248–59.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

Page 12 of 12

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

