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Purpose: Interest in prehabilitation, the preoperative enhancement of patients’ condition, is rising in the surgical field. Challenging 
factors appear to be patients’ motivation to participate in and their compliance with prehabilitation programs. The aim of this 
qualitative study was to study the real-life experience of prehabilitation by assessing the lived experience and perceptions of 
participants in a multimodal prehabilitation program and to explore factors that influence participation and compliance during 
prehabilitation.
Methods: Patients who underwent surgery for colorectal cancer and who had participated in the 4-week multimodal prehabilitation 
program “BEFORE” feasibility study were recruited. Their lived experiences were collected through semi-structured, individual, in- 
depth interviews. Interviews were transcribed verbatim and analyzed using a thematical approach. As no new information emerged 
after the interviews, data were considered saturated.
Results: Six patients were interviewed. Seven main themes were discussed during the interviews, including information provision, 
motivation for participation, and content of the program. The results of this study emphasize the importance of adequate patient 
education, in-hospital exercise with the supervision of physiotherapists, and a patient-centered program. Logistical problems and the 
impact of cancer diagnosis were most frequently reported as barriers to participation.
Conclusion: Participation could be improved by providing adequate information and solving logistical issues. Patient-centeredness of 
the program is an important feature in improving adherence.
Keywords: participation, compliance, prehabilitation, colorectal surgery, colorectal cancer

Introduction
Prehabilitation is increasingly being used to reduce the relatively high complication rates (33%) after colorectal cancer 
surgery.1 The rationale behind prehabilitation is that preoperative enhancement of functional status limits deterioration of 
function during the peri- and postoperative period and contributes to fast recovery.2,3

Although various studies have been conducted on prehabilitation, only some of them provide evidence for 
a significant improvement in postoperative recovery.4–8 Several studies were underpowered to detect significant differ-
ences in these outcome measures due to small study samples, and the content of prehabilitation programs was largely 
heterogeneous.9 This hampers drawing conclusions about the effects of prehabilitation. To determine the effect of 
prehabilitation, a large study population has to be studied. To accomplish this, recruitment rates and patient compliance 
must increase as studies often reported difficulties in recruiting participants and their adherence. For colorectal cancer, 
the majority of patients (53%) are 70 years or older.10 Frail, elderly patients who are known to have decreased physical 
reserves and adaptive capacity at baseline,11,12 are the population of interest. Most often the program appeared to be too 
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demanding for patients.13–15 Participation in prehabilitation programs requires discipline, flexibility, and intrinsic 
motivation,13,16–18 which pose practical and motivational challenges to these patients.

In Zuyderland MC, a trial was conducted to assess the feasibility of a prehabilitation program consisting of a 4-week 
supervised in-hospital, personalized exercise program combined with a nutritional intervention.19 In line with previous 
research, the problem of low recruitment rates occurred here as nine out of the 30 patients (30%) gave informed 
consent.9,19,20

Patients who have participated in prehabilitation programs are of great value in achieving higher recruitment and 
compliance rates as their lived experiences can identify factors that impede recruitment or compliance. Some previous 
studies evaluated patients’ perspectives regarding preoperative physical exercise only,7,16,21,22 while others did not 
contain the lived experiences of patients.6,23–25 The perspective of the patients who have participated in the prehabilita-
tion program at Zuyderland MC is unique, given the nutritional intervention with fresh food in the multimodal program. 
The aim of this study was to study the real-life experience of prehabilitation by assessing the lived experience and 
perceptions of participants in the “BEFORE” multimodal prehabilitation program and to explore factors that influence 
participation and compliance during prehabilitation.

Materials and Methods
Study Design, Setting, and Participants
Based on the expectation that all participants experienced their participation in the prehabilitation program differently, 
coming from different environments with different backgrounds, a constructivist paradigm was used in designing the 
study.26 A phenomenological approach was used to explore patients’ experiences with the prehabilitation program, as it 
was the aim to look for the shared lived experiences of the patients with the program.

The study took place at Zuyderland Medical Center, a large teaching hospital based in the southern part of the 
Netherlands. Annually, approximately 200–250 patients are operated for colorectal cancer.

Patients who participated in the “BEFORE” feasibility study were eligible for inclusion.19 They were recruited 
through telephone contact. The “BEFORE” prehabilitation program consisted of a 4-week supervised in-hospital, 
personalized exercise program (three sessions a week, twelve in total), and nutritional intervention (three fresh protein- 
rich meals and three snacks every day).19 Of the nine patients who participated in the “BEFORE” feasibility trial, two 
had since died, resulting in a potential maximum study population of seven patients. As the study population was fairly 
homogeneous and as purposive as possible (all patients who participated in the “BEFORE” program) six to eight data 
units were considered to be sufficient for a homogenous sample.27,28 During data collection, regular evaluation was 
performed to determine whether data saturation had been reached.29

This study was conducted in accordance with the Declaration of Helsinki. Ethical approval for this research was 
received from the local Medical Research Ethics Committee (METC Z). The study objective and voluntary nature of the 
study were explained to participants, and written informed consent was obtained before the interviews. This informed 
consent included consent to publication of anonymized responses. The audio recordings and transcripts were encrypted 
and stored securely. The Standards for Reporting Qualitative Research guidelines30 were followed throughout this study, 
see Supplementary Material.

Procedures
Face-to-face, one-on-one, semi-structured interviews were conducted at a time convenient for patients in one of the 
outpatient clinics of Zuyderland MC (Sittard-Geleen or Heerlen). With the participant’s permission, the interviews were 
audio-recorded. The interviewer (MC) was a sixth-year medical student, who performed an in-depth (systematic) 
literature study and spoke in advance with healthcare providers involved in the “BEFORE” feasibility study to become 
familiar with the topic.

Before the start of the data collection, a literature study was performed to identify important themes for patients’ 
participation in and adherence to prehabilitation. A semi-structured interview guide was created (see Table 1 for the 
shortened version of the interview guide). The extensive guide includes themes, subthemes, and open-ended opening 
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questions for each main topic. The interview guide was gradually modified through an iterative process, adding themes 
and topics as they emerged during the interviews and analysis, see Table 1.

A broad data-generating question was first used: “Please tell me about your experience with the prehabilitation 
program”. The following questions were open-ended, to obtain a detailed description of the different aspects of the 
prehabilitation program. Examples were: “What did you think of the information provision?”, “How did you experience 
the training sessions at the hospital?”. For each topic, follow-up questions were improvised based on patients’ responses 
to gain a deeper understanding.

Data collection occurred simultaneously with data analysis. The audio recordings were transcribed verbatim. In 
addition, notes on non-verbal cues and impressions were taken after the interview. A summary of the transcripts was sent 
by post to the participants to verify accuracy. Within one week, the participants were contacted by telephone to verify the 
accuracy of the transcript and if they had any additions.

To create an understanding of recruitment and compliance on the level of the patient population and assess both 
themes mentioned in literature and originated from lived experiences, reflexive thematic analysis was performed as 

Table 1 Shortened Version of the Interview Guide

Main Theme Subthemes

1 Information provision 1.1 Information provider
1.2 Method of information provision

1.3 Content
1.4 Clarity

2 Motivation for participation 2.1 Contributing factors
2.2 Considerations

3 Physical exercise 3.1 Pre-existent level
3.2 Location

3.3 Time frames of exercise sessions
3.4 Transportation

3.5 Content

3.6 Intensity
3.7 Frequency

3.8 Guidance

3.9 Individual vs group

4 Nutrition 4.1 Pre-existent nutritional awareness
4.2 Delivery

4.3 Preparing meals

4.4 Content
4.5 Quantity

4.6 Taste

4.7 Compliance measurements
4.8 Maintaining diet

5 Psychological guidance 5.1 Pre-existent mental well-being
5.2 Experienced support

5.3 Necessity

6 Surgery 6.1 Perspective towards surgery
6.2 Contribution of prehabilitation

7 Post-operative period 7.1 Recovery

8 Evaluation 8.1 Satisfaction

8.2 Continuing interventions
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described by Braun and Clarke.31 The transcripts were printed and coded manually. Without strictly defining codes 
beforehand, coding was performed in a predominantly deductive manner as the researchers focused on themes identified 
in previous studies.14,16,17 Likewise, theme development was directed by these themes. The coding was done indepen-
dently by two researchers (MC, MS). After coding all six interviews, the results of both researchers were compared and 
discussed until a consensus was reached. Codes were analyzed to collate the different codes into initial themes and 
subthemes. After coding and re-reading all transcripts, these themes were evaluated and adjusted to define the final 
themes. The final coding template is shown in Table 2.

Table 2 Coding Template

Theme Subtheme Code

A. Information provision A.1 Information provider A.1.1 Information provider
A.2 Method of information provision A.2.1 In person

A.2.2 On paper
A.2.3 Informative movie

A.3 Content A.3.1 Content

A.4 Other preferences A.4.1 Other preferences

B. Reasons for participation B.1 Motivators
B.2 Considerations

C. Physical exercise C.1 Pre-existent level of physical fitness C.1.1 Pre-existent physical function
C.1.2 Comorbidity as barrier

C.1.3 Comorbidity no barrier

C.2 Location C.2.1 In hospital
C.2.2 At home

C.2.3 Community center

C.3 Time frame of training session C.3.1 Time frame of training session
C.4 Transportation C.4.1 Transportation

C.5 Content C.5.1 Exercises

C.6 Intensity C.6.1 Intensity
C.7 Frequency C.7.1 Frequency

C.8 Guidance C.8.1 Guidance

C.9 Individually vs group C.9.1 Preference for group
C.10 Training effect C.10.1 Training effect

C.11Compliance measurements C.11.1Compliance measurements

D. Nutrition D.1 Pre-existent nutritional situation D.1.1 Pays no particular attention to food
D.1.2 Pays attention to preparing food
D.1.3 Personal preferences

D.2 Delivery D.2.1 Delivery

D.3 Preparing meals D.3.1 Preparing meals
D.4 Content D.4.1 Content

D.5 Amount D.5.1 Enough

D.5.2 Too much
D.5.3 Portion for family

D.6 Taste D.6.1 Good taste

D.6.2 Bad taste
D.7Compliance measurements D.7.1Compliance measurements

D.8 Maintaining diet D.8.1Maintaining dietary change

D.9 Other intervention D.9.1 Other intervention

(Continued)
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Results
Six out of seven patients eligible provided informed consent; one patient declined participation due to personal 
obligations, recruitment rate was 86%. Of the five interviews performed on-site, three were one-on-one. One interview 
was attended by a fellow researcher (MS), and during one interview her partner accompanied the patient because he had 
been involved in her prehabilitation. One patient was suffering from long-lasting post-COVID complaints and therefore 
could not come to the hospital. Oral informed consent was obtained, and the interview was conducted by telephone. For 
this interview, an abbreviated version of the interview was conducted in consultation with the patient. However, during 
the interview, no new themes emerged suggesting that data saturation had been reached.

Patient Characteristics
The baseline characteristics are shown in Table 3. Patients were between 72–77 years old, and an equal number of men 
and women participated.

The seven themes, as presented in the coding template (Table 2), formed the foundation for displaying the results.

Information Provision
Information about the “BEFORE” prehabilitation program was provided by telephone contact or in person during 
consultation with the surgeon or researcher. Patients unanimously preferred being recruited in person, as they felt 
these were pleasant and valuable encounters.

Table 2 (Continued). 

Theme Subtheme Code

E. Psychological intervention E.1 Psychological well-being E.1.1 Mindset
E.1.2 Fear of the unknown

E.1.3 Empowered

E.2 Necessity E.2.1 Necessity
E.3 Other support E.3.1 Family

E.3.2 Acquaintances/ friends

E.3.3 Religion
E.3.4 Experts by experience

E.3.5 Other participants in program

E.3.6 Healthcare professional

F. Treatment and recovery F.1 Perspective towards upcoming treatment F.1.1 Perspective towards upcoming treatment
F.2 Contribution of participation F.2.1 Effect participation

G. Evaluation G.1 Satisfaction G.1.1 Satisfaction
G.2 Proceeding interventions G.2.1 Proceeding interventions

Table 3 Patient Characteristics

Age Gender Tumor Treatment

Patient 1 77 Male Colon carcinoma Surgical tumor resection
Patient 2 72 Female Colon carcinoma Surgical tumor resection

Patient 3 75 Female Colon adenoma Endoscopic resection

Patient 4 78 Male Colon carcinoma Surgical tumor resection
Patient 5 75 Male Rectal carcinoma Neoadjuvant chemoradiation

Patient 6 76 Female Colon carcinoma Surgical tumor resection
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As patients received a lot of information after the cancer diagnosis, they preferred obtaining the information on paper 
as well. Three patients expressed the wish to bring an extra person with them to the consultation. The provided 
information was clear, hence most patients did not see any additional value in an informational video.

The doctor who was there. I don’t remember her name, but she was an excellent mentor. She also came every time to see if 
everything was all right. Yes, very kind. So I had a very positive experience with her. - Patient 3 

The content of the information should at least consist of a clear explanation of the benefits of prehabilitation and 
a confirmation that participation will not delay treatment.

Yes, I had doubts about it, wouldn’t the surgery have been sooner if I didn’t have to sport all those weeks and consume the 
meals, right? Although it was mentioned in the letter this wasn’t the case; that you would have to wait those weeks until surgery 
anyway. - Patient 2. 

One patient, who was recruited a little later, had a shorter prehabilitation period because he did not want to postpone 
surgery to prehabilitate for the full period.

The date has been set a long time ago, I hold on to it. I want that thing out of my body, I want to get rid of that tumor, I am not 
going to wait again. - Patient 4 

Reasons for Participation
Patients were most motivated by the expected beneficial impact of prehabilitation on preoperative physical fitness and 
postoperative recovery. Getting through their treatment in the best way possible usually drove patients, and this program 
offered them the opportunity to play a role in their own recovery. This made them receptive to such an offer, especially 
when it was recommended by their healthcare professional.

[…] the intention is to join forces, to get stronger, to undergo surgery with a good feeling about it. - Patient 4. 

Furthermore, patients were on the verge of entering an intense trajectory of cancer treatment. The ignorance of what 
would happen during treatment motivated the participants to take advantage of all available opportunities to help them get 
through it in the best possible way. Other factors that stimulated participation were the support of family, the fact that the 
program was free, having sufficient time to participate due to retirement, and previous experience with on-site rehabilitation.

Factors that were considered carefully before consenting to participate were the commitment that had to be made and 
the timespan of prehabilitation. The challenging aspect of the commitment was traveling to the hospital three times 
a week, apart from other hospital appointments.

Prehabilitation Program
I was talking to my children about it and they said ‘yeah mom, it would be good for you, for your endurance’. Especially since 
I have problems with my lungs. Yes, they both said ‘Mom, it would only be the best for you, because you are under good 
guidance and then you’ll at least be a bit stronger for the surgery’. - Patient 3 

Physical Exercise
During the physical exercises, one patient perceived his comorbidity as a barrier. The other patients with comorbidities 
did not perceive this as a barrier and adjusted the exercises together with the physiotherapist if necessary. A notable 
characteristic of almost all patients was that they were already physically active to a certain extent in advance (eg 
gardening, walking the dog, physiotherapy, etc). All patients preferred an in-hospital exercise program, because of the 
expertise of the staff and the facilities available.

Yes, yes it [fitness center in the hospital] was at its finest. I think it’s a good location, good devices, good therapists, also 
I thought the guidance was excellent. - Patient 4 
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When assessing patients’ perspectives regarding other exercise locations, patients indicated that they had no 
confidence in a home-based exercise program due to the lack of supervision and the anticipation of constantly postponing 
the exercises. Furthermore, the patients with experience in physiotherapy in the community preferred the in-hospital 
training because, in their experience, physiotherapists in the community generally have less time, attention, and expertise.

Three sessions per week were sufficient for all patients. All patients preferred training on weekdays, in the morning or 
afternoon. The content of the exercise program, a circuit of several strength exercises and high-intensity exercises, can 
remain the same according to all patients. Some patients experienced the intensity as heavy in the beginning, but overall, 
it was manageable. They also reported the importance of the patients indicating themselves when exercises are too hard, 
as too demanding exercises could lead to non-compliance. Patients should be instructed to speak up because some might 
be afraid to do so.

Yes, and I think it’s important that it is mentioned, that when there is something you can’t manage: indicate it! So, they 
(patients) don’t keep muddling on and be sore afterward. - Patient 2 

Transport to the hospital was not a problem for the patients who had a car and could drive themselves. However, two 
patients were dependent on others (eg family, neighbor) to bring them. They felt uncomfortable having to bother them. 
They stated that public transport is difficult for them, and the taxi is unreliable and expensive. They introduced the 
following solutions: providing a public transport description or organizing a shuttle service.

Patients were very satisfied with the guidance of the physiotherapists as the ratio of one physiotherapist per two to 
three patients implicated getting full attention, a sense of safety, and the approachability of therapists.

All patients preferred to exercise in a group of approximately three patients because it was sociable and motivational, 
and they could get in touch with fellow sufferers (some of them are still in touch). Patients were also motivated by the 
feedback on the progression they made, both during exercising and afterward at the final measurement with the sports 
and exercise physician.

I also went to the sports and exercise physician. And well he was surprised, that in such a short period of time, I made a lot of 
progress in physical condition on several aspects. - Patient 4 

Most patients expressed that compliance could best be measured by the physiotherapists. They mentioned that several 
devices, like the bikes, automatically measured their performances and that they could also count the number of 
repetitions themselves. They did not see the need for or could think of other ways to measure compliance more 
accurately.

Nutrition
Patients’ opinions were mixed about the nutritional intervention, resulting in two perspectives. The first perspective 
reflected the satisfaction of patients who considered the nutrition to be tasteful and the provided boxes a great service. 
Others appreciated the efforts made but did not like the content and taste of the meals. Patients who stated in advance to 
be difficult eaters expressed the second vision most often. These patients did not consume the whole meal with all the 
required nutrition due to oversized portions. They shared the food with family or neighbors or stored it in their freezer.

It was way too much. We couldn’t finish the whole meal. So eh, so our neighbor also received a bit sometimes.. - 
Patient 4.
Furthermore, the compliance measurements (weighing the dishes before and after consumption, taking pictures of the 

meals before and after, and keeping a food diary for one week) were experienced as an extra burden. Although most 
patients did not find it difficult to perform, one patient stated that this was the least appealing part of the whole program. 
Nevertheless, participants could not think of more convenient ways to measure compliance.

It is an obligation, you have to do it very precisely. […] It’s not the easiest obligation. … It’s the same as saying ‘You have to 
fulfill three appointments each day’. - Patient 4. 

Patients appreciated the well-organized delivery of the food boxes in the hospital after the exercise sessions, the easy 
preparation of the meals, and the extra portion that was provided for patients who had a family member who lived with them.
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And if the patient gets home, to immediately start cooking and everything, it’s too much. And that’s why the food boxes were so 
ideal. - Partner of patient 2 

Patients suggested improving adherence by allowing patients to fill in preferences regarding the content and quantity 
of meals. Also, medical conditions (such as diabetes) should be taken into account in the composition of the boxes. One 
patient, suffering from diabetes, would have preferred receiving a diet list rather than food boxes with contents he could 
not always consume.

Psychological Intervention
The “BEFORE” study did not contain a psychological intervention, but participants were asked how they would have felt 
about psychological support. All patients stated that this would be unnecessary for them, even though fear of the 
unknown was frequently brought up. Reasons that were mentioned for this were “not for me, maybe for others”, “an 
outsider could have never changed the way I felt at that time” and one patient implicated that a psychologist is only for 
patients with mental illnesses.

No, definitely not. No. That’s [psychological support] not necessary for me. No, it’s something you have to deal with yourself. - 
Patient 2 

Two patients stated that it is a personal preference and therefore it should at least be offered. Other types of support 
were more important to them. Family support appeared the most important support, followed by support from 
acquaintances or friends, religion, medical experts, and fellow sufferers.

Yes indeed, the chemo, that was a heavy and difficult period. And sometimes you got to the point where my wife said, ‘Just 
quit’. On such a moment is actually your wife, your partner, is the psychologist. - Patient 4 

Two patients would have preferred a conversation or extra time with their healthcare professional instead of a session 
with a psychologist. It was noted that all patients had one of the following characteristics: being realistic, positive- 
minded, and showing perseverance. This mindset could have affected their point of view.

Treatment and Recovery
Patients were asked what feeling they had when they entered their treatment after prehabilitation. One patient reported 
unawareness of the impact of surgery on physical well-being. Others reported that they felt more confident or better 
prepared to undergo surgery after prehabilitation. All patients who underwent surgery recovered quite fast, and 
a complication was rare. They were surprised by their fast recovery and acknowledged the contribution of prehabilitation 
to postoperative recovery. One patient did not think that the participation was connected to his fast recovery.

The day after, I already walked down the hallway and back, as they advised me. So, I assume that, if I hadn’t participated, it 
might have been harder to already be able to do that. That is possible. I can’t prove it. - Patient 4 

The one patient that received neoadjuvant chemoradiotherapy (NACRT) reported withstanding the therapy very well. 
Therefore, he thought that he could have continued the prehabilitation during chemoradiation.

Several patients also marked their faith in their healthcare professional as an important factor.

Evaluation
Most patients would recommend others to participate in such a prehabilitation program and were very satisfied with it. It 
was stated several times that participation provided mental distraction and a sense of structure. Patients would do the 
physical exercise again, but some were unsure about the nutritional intervention or would not do it again.

Yes, I do recommend it. You can send them all to me (to convince them to participate). - Patient 4 
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Discussion
This study aimed to determine how to improve patients’ motivation to participate in prehabilitation programs and their 
compliance during prehabilitation. The results of this study emphasize the importance of eg adequate patient education, 
in-hospital exercise with supervision, and a patient-centered/tailored program. Most often, logistical problems and the 
impact of cancer diagnosis were reported as barriers to participation.

Consistent with the literature concerning information provision, the results point out the importance of informing 
patients adequately about the benefits of prehabilitation and clarifying that participation does not delay treatment.6,32–34 

Reasons for participation were mostly comparable between the literature findings and interview results; the expected 
beneficial effect of prehabilitation is an important motivator.

The interviewed patients were all physically active and did not perceive their comorbidities as a barrier to 
prehabilitation. This finding differs from previous studies describing that pre-existential good physical fitness and 
comorbidities limit participation.5,6,8,16,17,32–39 A possible explanation for this may be the patients’ mindsets, as they 
all showed characteristics of perseverance.

In contrast to the literature findings, interviewed patients were satisfied with the in-hospital training circuit. Several 
studies recommended home-based prehabilitation or prescribing daily physical activities that are easy to perform and 
therefore could increase compliance.6,9,17,25,34,38,40 These differences may be explained by the fact that two of these 
studies explored patients’ vision, without patients having actually participated in a prehabilitation program.17,25 In the 
conducted studies patients could only reflect on the exercise program they received, thus the preference for home-based 
exercising or hospital-based training might be more anticipation rather than a preference due to the lack of experience. As 
high compliance rates were reported with an in-hospital exercise intervention,9 we recommend exploring ways to make 
this location more attractive for patients, for example, by offering a try-out training at an in-hospital fitness center or 
strategies to improve compliance on other training locations. The results underlining the importance of patient-centered 
exercising are consistent with literature findings,13,17,21,34,40,41 which entail personalization of the exercise program, 
offering group sessions, and providing feedback on progress.4,6,9,16,17,20,21,34 Solving transportation problems can 
increase both participation and compliance, eg shuttle bus provided by the hospital or exercise center.34,36–38,42–44

The fresh, protein-rich meals in our prehabilitation program were experienced differently. Literature findings regarding 
nutrition showed heterogeneity of the intervention and a lack of information about compliance and patient 
perspectives.6,8,40,43,45–52 The results implied that incorporating patients’ preferences regarding the content and size of meals 
could improve compliance. However, it remains unclear which type of nutritional intervention achieves the highest compliance.

Psychological support was not included in the “BEFORE” prehabilitation program. Although the literature is scarce 
and heterogeneous on compliance or patients’ perspectives concerning psychological interventions, both interviewed 
patients and the literature stated that psychological support for all patients is neither desired nor necessary.40,45,47–50 For 
some patients, other ways of support sufficed. Future research is needed to explore for whom psychological support is 
useful and in which form it provides the highest compliance rates.

Finally, there is a need for future trials to explore the effect of personalized prehabilitation programs on participation and 
compliance rates. Several studies recommend future trials to offer patient-centered interventions. However, to date, no 
feasibility trials with personalization of all prehabilitation modalities have been conducted. Results of this study suggest that 
a personalized prehabilitation program, in which patient preferences are taken into account as well, can increase participa-
tion and compliance rates. This, along with the other proposed modifications, needs to be evaluated in future research.

Limitations
The generalizability of the results is subject to certain limitations. First of all, the six patients who were interviewed all 
participated in the prehabilitation program. Consequently, there was a lack of perspectives of patients who declined 
participation. However, the reasons for non-participation were reported in the “BEFORE” feasibility trial.19 These 
reasons are similar to the barriers identified by the literature research. The study population, consisting of six patients, 
was small, but purposive. Another limiting factor was the long period (two years) between the prehabilitation and the 
interviews. As a consequence, some memories might have been hard to remember. Nonetheless, five out of six patients 
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did not give the impression that memories were faded as they responded fast and elaborately to the posed questions. 
Furthermore, one interview was conducted in a shortened version, consequently, not all topics were covered, and answers 
were less detailed. Therefore, these two interviews might be less representative. The quality of the interviews might have 
been affected by the lack of specific training before conducting interviews. As the interviewer prepared extensively, this 
effect is considered to be minor.

Strengths
Despite these limitations, this study evaluated patients’ experiences profoundly. While studies often used questionnaires 
with prescribed answering options to evaluate their prehabilitation program, the one-on-one interviews allowed patients 
to extensively share their experiences. We observed a difference in results from the “BEFORE” evaluation form 
compared to the results obtained by the interviews.19 In some aspects, the results from the questionnaires were more 
favorable than the results of the interviews. This discrepancy could be attributed to the fact that the interviewer was 
independent of the previously performed feasibility trial. This might have given patients a sense of being able to share 
anything and to be critical. Due to the time between prehabilitation and the interviews, patients had time to properly 
reflect on their participation compared to when they filled in the questionnaires directly after completing the prehabilita-
tion program.

Lastly, this research was strengthened by the fact that it addressed all intervention modalities of prehabilitation 
programs, instead of exercise only. The results demonstrated that relatively little is known about compliance to and 
patient perspectives on nutritional and psychological interventions. The perspective of the interviewed patients was 
unique because they received fresh protein-rich food while most programs offer dietary advice.

Conclusion
This present study was conducted to assess the lived experience and perceptions of participants in the “BEFORE” 
multimodal prehabilitation program and to explore factors that influence participation and compliance during 
prehabilitation. The participants reported that extensive and clear information contributed to their inclination to 
participate. The personalized, physical exercise program performed in-hospital with supervision was highly 
appreciated. Reported burdens were logistical issues and fixed meals in large portions. In order to improve 
participation and compliance, ensuring a feasible training location and personalized program for both physical 
exercise and food during prehabilitation seems important. Future research is necessary to establish the effects of 
these adjustments and determine the optimal nutritional and psychological interventions that achieve high 
compliance rates.
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