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Abstract: Background: Tele-prehabilitation is a behaviour change intervention that facilities the modification of unhealthy lifestyle behaviours. Understanding patients’ experiences of tele-prehabilitation
provides important insights into service improvement. In this study, we aimed to describe our
patients’ perceptions of tele-prehabilitation and capture their capabilities, opportunities, and motivations to participate. This was a qualitative study to inform our service design and delivery.
Methods: Following purposive sampling, 22 qualitative semistructured interviews were conducted
with patients in the community that had completed tele-prehabilitation. Interviews were recorded
and transcribed. Deductive content analysis was used to map the identified themes against theoretical determinants of health behaviour change. Results: We conducted 22 interviews. Our patients
described their overall experience of tele-prehabilitation as positive and provided important insights
that impacted their capabilities, opportunities, and motivations to engage with our service. Our
team provided them the capabilities and self-efficacy to engage by personalising multimodal plans
and setting goals. The remote delivery of our service was a recurring positive theme in providing
flexibility and widening accessibility to participation. A missed opportunity was the potential for
peer support through shared experiences with other patients. Patients showed greater motivation
to participate for immediate perioperative benefit compared to long-term health gains. Conclusion:
Patients’ experiences and perspectives of tele-prehabilitation can be enhanced by incorporating the
findings from this qualitative study into service redesign and delivery. We recommend: (1) applying
holistic principles in care and goal-setting, (2) delivering a combination of home-based and in-centre
programmes, and (3) engaging with patients at the start of their cancer journey when they are most
motivated. In turn, this can result in more effective uptake, improve adherence to interventions, and
greater satisfaction.
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1. Introduction

published maps and institutional affil-

Unhealthy lifestyle behaviours (e.g., physical inactivity, poor nutrition, smoking, and
harmful levels of alcohol consumption) are risk factors for perioperative morbidity and
complications [1]. Modifying these risk factors in acute settings can enhance an individual’s
functional capacity and, therefore, improve their physical function and reduce their risk of
developing postoperative complications [2]. In the longer term, it is important that ongoing
health promotion plays a role within the cancer care continuum [3]. The ramifications
of cancer treatment can continue to have a detrimental effect on patients’ quality of life,
leading to disability and reduced occupational or household productivity [4]. For these
reasons, it is important for healthcare professionals and patients to understand that cancer
is understood as both an acute illness and one with long-term ill-health consequences.
The time of cancer diagnosis may offer a window of opportunity to encourage patients
to change unhealthy lifestyle behaviours when they may be more receptive to change [5].
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Behaviour change may only be transient depending on the strength of the motivating
factors. Individuals may only change behaviours in the immediate period before surgery
for perioperative benefit or make sustained healthier lifestyle changes to better their longterm general health [6,7]. Prehabilitation is a behaviour change intervention for patients
to participate in their preoperative care [8,9]. This intervention is aimed at optimising an
individual’s physical functionality and psychological wellbeing before surgery to maintain
a normal level of function during and after their treatment [10]. Prehabilitation promotes
and facilitates healthier lifestyle changes by modifying behavioural patterns [11]. Teleprehabilitation is an innovative service in delivering prehabilitation interventions in a
telecommunication format [12]. Our tele-prehabilitation service was adopted at the start
of the COVID-19 pandemic and was expected to provide a sustainable solution to the
lockdown restrictions placed during the pandemic [13].
Despite the advertised potential benefits of prehabilitation, not all patients offered
our service choose to engage [14,15]. Gaining a better understanding of the actions that
underline and influence cancer patients’ behaviours is an important step to developing an
effective and evidence-based prehabilitation programme. Guidance from the U.K. Medical
Research Council recommends that the development of interventions should be based
on evidence and theory [16]. A service that is evidenced in behavioural change theory
may result in more effective uptake, improve adherence, and greater satisfaction. The
capability, opportunity, motivation, and behaviour (COM-B) model of behaviour change
is a theoretical framework that has been used to design and better understand behaviour
change interventions [17]. The COM-B model recognises that there are three components to
any behaviour change, and all three components must be met for an individual to perform
a particular behaviour. The COM-B model proposes that the person (1) needs to have the
psychological and physical capability to perform the behaviour, (2) the physical and social
opportunity to engage in it, and (3) must be motivated to engage [18,19].
The COM-B model has been successfully applied to a variety of health behaviours [20,21].
Few researchers have investigated patients’ experiences and needs of tele-prehabilitation
using the COM-B model [22–24]. The present study was conducted to evaluate our service
by exploring our patients’ capabilities, opportunities, and motivations to participating in
our tele-prehabilitation service. The themes identified from these interviews were mapped
to the COM-B model. The COM-B model was chosen over other health behaviour theories
because it has the complexity to guide our understanding of a particular behaviour of
interest (e.g., participating in prehabilitation). This allows for the identification of the
sources of behaviour, and it can be used to identify the barriers and facilitators to behaviour
change. Understanding the determinants of behaviour change is important to developing
effective interventions. The findings from this study allow us to identify recommendations
for service redesign and delivery and to widen participation and improve uptake into our
tele-prehabilitation programme. The aim of this study was to qualitatively explore our
patients’ experiences and perspective of tele-prehabilitation, which enabled them to engage
in tele-prehabilitation, using the COM-B model of behaviour change.
2. Materials and Methods
2.1. Study Design
We conducted a descriptive qualitative study using individual, semistructured interviews with our past participants. A qualitative research method was chosen as it best
captured our patients’ personal accounts of their care. We applied the COM-B model to
explore our patients’ experiences and perspectives of tele-prehabilitation to enable us to
better understand their behaviours for participating. Individual interviews were chosen
over focus groups for two reasons: (1) not all patients would feel comfortable discussing
weight management and diet in front of others and (2) rapport can be built in one-to-one
interviews encouraging individuals to discuss more sensitive topics. Quantitative data on
patient demographics were collected to provide context and to aid the transferability of our
qualitative findings.
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2.2. Participants
This was a follow-up of patients that had enrolled and completed a structured teleprehabilitation programme from May 2020 to June 2021. This study formed part of our
service evaluation into our tele-prehabilitation programme. Eligible patients were: (1)
adults (≥18 years) with a new diagnosis of cancer, (2) able to converse in English, (3)
had participated in our tele-prehabilitation programme, and (4) were based in the community (i.e., had been discharged from the hospital following surgery). The exclusion
criteria included declining to participate in tele-prehabilitation and failure to complete the
programme. Patients were recruited from across the southeast region of England from
multiple oncological disciplines. Potential interview candidates were identified and invited
to participated by a prehabilitation instructor and a consultant in perioperative care.
The sample included 22 patients who were recruited using purposive sampling. Purposive sampling ensures perspectives from a variety of demographics and can produce
patterns across the different groups to be identified. A sample size of 22 patients was
deemed sufficient to support the data and provide a variety of patient experiences. Furthermore, we determined the sample size when the concept of information power was achieved.
Information power is based on the principle that the more information the sample holds;
the fewer the participants are needed [25,26]. Thematic saturation is reached when no new
themes are generated from the analysis. This was achieved after 22 interviews; therefore,
recruitment was ceased.
2.3. Ethical Considerations
We consulted the NHS Research Ethics Committee, which stated that no formal
approval was required for this study as it was considered a service evaluation. Data were
based on the assessment of service delivery, and we were looking to evaluate a community
tele-prehabilitation programme that required participants to self-refer. We were evaluating
the standard of our service and whether it was meeting the needs of the individuals who
chose to participate.
All patients received information about the service evaluation, and they were informed
that they could withdraw at any time. Patients provided informed consent to participate in
tele-prehabilitation and for their data to be used in the assessment of our service design and
delivery. The study was conducted according to the ethical statements of the Declaration of
Helsinki.
2.4. Prehabilitation
Our prehabilitation service is community-based and delivered through telecommunication methods (termed tele-prehabilitation) [12]. This format has enabled us to provide
equitable access across the county. We receive referrals across the southeast region of
England from nine acute National Health Service (NHS) Trusts. We provide our patients a
multimodal intervention comprising of four key components: (1) a personalised exercise
programme, (2) education on nutrition and healthy eating, (3) support and advice on smoking cessation and alcohol reduction, and (4) counselling (including cognitive behavioural
therapy). The approach was developed by a core team of professionals, including an
anaesthetist, a general practitioner (GP), exercise physiologists, counsellors, public health
and wellbeing leads, and public health support staff, with feedback from a patient steering
group.
2.5. Data Collection
We conducted 30 min semistructured interviews with patients who had completed
tele-prehabilitation within 3 to 12 months. Interviews were conducted over the phone or
via videoconference call according to patient preference with a member of the research
team. The interviewer introduced the service evaluation and confirmed patient consent to
participate. The interview questions were developed with input from our multidisciplinary
team. These questions involved gathering information on their experiences and perceptions
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of prehabilitation. An interview guide was used to direct the interview toward specific
topics (Table 1). A semistructured interview guide steered discussions to cover the three
components of the COM-B model. It consisted of open-ended questions to build an understanding of the capability, opportunity, and motivation components needed to facilitate
a behaviour change (i.e., engage with tele-prehabilitation and adhere to our intervention
recommendations). The interviewer used prompts and probing as appropriate to elicit
more in-depth responses to the questions.
Table 1. Interview guide used to facilitate the interviews.
Component of
the COM-B Model

Capability

Opportunity

Motivation

Questions

Prompts/Probes

How were you able to take part in
tele-prehabilitation?

Are there any barriers or facilitators to
joining
tele-prehabilitation?

Which part of the programme did you
find most beneficial?

What skills have you learnt?
Which skills have you been able to use?

What are your experiences of virtual
prehabilitation?

Are there any benefits or disadvantages
of delivering
prehabilitation remotely?
Do you have any recommendations for
future delivery?

Why did you take part in
prehabilitation?

What motivated you to be in better
health?

2.6. Data Analysis
The interviews were recorded and transcribed verbatim by colleagues from both the
public health and research teams, and all data were de-identified. The study was conducted
in accordance with the principles of the Declaration of Helsinki. Interview transcriptions
were analysed to identify themes and conceptual categories. A deductive approach was
taken to explore themes that aligned with the COM-B model.
The Braun and Clarke method for thematic analysis was applied for data analysis [27].The transcribed data were read multiple times to develop familiarity. Data segments
that were relevant to the aim of the study were coded. Codes were grouped together to
identify patterns and generate themes. Themes were reviewed and defined according to
the categories of the COM-B model’s determinants of health behaviour change: capability,
opportunity, and motivation. Analysis was manually performed using Microsoft Word
(Microsoft Inc., Redmond, WA, USA).
3. Results
3.1. Patient Characteristics
We invited 22 patients to take part in the interviews, and all agreed to be interviewed.
The male-to-female patient ratio was even. The median age of our patient was 66 years
(range 42 to 83 years). Most the patients self-identified as White British and had a colorectal
cancer diagnosis. Patients beyond the county were able to participate in our programme.
Patient demographics and characteristics are outlined in Table 2.

Clin. Pract. 2022, 12

644

Table 2. Summary of patients’ characteristics (n = 22).
n

%

11
11

50.0%
50.0%

19

86.4%

2
1

9.1%
4.5%

Cancer origin
Colorectal
Breast
Urology
Did not disclose

17
2
1
2

77.3%
9.1%
4.5%
9.1%

NHS Trust providing care
Lewisham and Greenwich NHS Trust
Medway NHS Foundation Trust
Maidstone and Tunbridge Wells NHS Trust
Oxford University Hospitals NHS Foundation Trust
Gloucestershire Hospitals NHS Foundation Trust
Did not disclose

7
6
6
1
1
1

31.8%
27.3%
27.3%
4.5%
4.5%
4.5%

Characteristics of Patients
Sex
Male
Female
Ethnicity
White: English, Welsh, Scottish, Northern Irish,
Irish, British, or any other White background
Black: African, Caribbean, or Black British
Did not disclose

3.2. Overview of Themes
Patients provided key insights based on their experiences and perspectives that impacted their capabilities, opportunities, and motivations to participate in tele-prehabilitation
(Table 3). The initial coding framework was organised into three categories according to
the components of the COM-B model: patients’ (1) capabilities, (2) opportunities, and (3)
motivations to participate in our service.
Table 3. Emerging themes generated from our analysis.
Component of
the COM-B Model

Capability

Opportunity

Emerging Themes

Concepts

Information and knowledge

Awareness of programme
Assistance in health promotion

Personalised service

Tailored advice according to patients’ treatments and
symptoms

Multi-modal programme

Holistic approach to improving one’s health

Self-efficacy

Having skills to adopt healthier behaviours
Sense of achievement and self-worth

Convenience

Flexibility around schedule

Widening accessibility

Access to service outside of catchment area
Comfort and safety of own home
Hospital anxiety

Community

Lack of shared patient experiences and peer support

Post-discharge support

Ongoing access to support services on discharge
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Table 3. Cont.
Component of
the COM-B Model

Emerging Themes

Concepts

Health outcomes

Enhanced recovery
Overcoming their disease

Influence of friends and family

Support from friends and family

Patient–professional relationship

Regular communication and encouragement from
prehabilitation professionals
Creating plans and goal setting to promote healthier
behaviours
Positive reinforcement

Positive mindset

Positive outlook to beat their disease

Motivation

3.2.1. Component 1. Patients’ Capabilities to Participate
Theme 1.1. Information and Knowledge
As prehabilitation is relatively new, most of our patients did not have the abilities to
participate because they were unaware of the programme before their cancer diagnosis.
Patients often did not know what support was locally available to them. Many only
heard about the service from other healthcare professionals (e.g., their oncologist, surgeon,
or cancer nurse specialist) or word of mouth from other cancer patients promoting our
programme when seeking for support after their diagnosis.
“People want to engage with your kind of service, they just don’t know how to and
unfortunately general practitioners (GPs) are so busy, and they don’t have time . . . The
first professional person that mentioned prehabilitation to me was my oncologist . . . It
would be good for our oncologists to initiate (prehabilitation) earlier on . . . ”
(Woman, 42 years, breast cancer)
They described the interactions with members of the prehabilitation team as key
facilitators in their ability to participate. A few patients felt unsupported from their hospital
care and sought support from our team. This was particularly welcome during the period
when COVID-19 lockdown restrictions were in place and patients were advised to socially
distance. The regular interactions served as an opportunity to build a rapport with their
prehabilitation professional, lessening feelings of social isolation. Patients spoke positively
about their initial encounter with a member of the prehabilitation team. They felt wellinformed about the programme. Information was provided in pieces and in a way that was
easy to understand and absorb.
“Having the phone call and explanation from (my prehabilitation professional) helped
with my decision.”
(Man, 49 years, colorectal cancer)
Theme 1.2. Personalised Service
Some of the patients were advised to lose weight or quit smoking but did not have
the knowledge or abilities to do so. Patients received a variety of resources from the prehabilitation team. They were able to increase their understanding of different exercises and
nutrition that would contribute to a quicker recovery. Specifically, our exercise physiologists
tailored their advice and plans according to the treatment the patient was receiving, which
some of our patients felt was not readily available to them outside of the prehabilitation
programme.
“My (prehabilitation professional) was teaching me exercises after my breast operation
. . . It was really helpful, I couldn’t have got rid of the cording without his advice and
guidance, because the physio booklet that I’d been given from the hospital mentioned
nothing about cording, it only mentioned to exercise.”
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(Woman, 42 years, breast cancer)
Theme 1.3. Multimodal Programme
A key theme highlighted during the interviews was the multimodal approach to the
prehabilitation programme. Many perceived that their abilities to adhere to the interventions required a holistic approach. The counselling offered as part of the service was a key
component to psychologically prepare the patients to engage in the service.
“I see them as all together. Without the mental part, it is difficult to have the motivation
to keep doing the exercises and keep the nutrition side of things going. It’s the mental part
that really is important. The nutrition helps the brain to be able to be in the right mindset
and helps give you that energy. So, I see the three as being very much all together as part
of a triangle. If you take one away, it doesn’t work.”
(Man, 49 years, colorectal cancer)
Theme 1.4. Self-Efficacy
The prehabilitation programme played a role in improving the individuals’ self-efficacy.
We applied a holistic approach to the risk factor screening assessment at their initial
tele-prehabilitation session. The exercise physiologist collaborated with each individual
patient to design a personalised plan and set goals. Achieving these goals brought them
feelings of success and empowerment (i.e., the more goals they were able to achieve, the
more confident they became in achieving those goals). This enabled them to develop the
necessary skills and psychological capabilities to manage their own health.
“Now I have a feeling of control over my body . . . I don’t want cancer to define me.”
(Woman, 48 years, colorectal cancer)
3.2.2. Component 2. Patients’ Opportunities to Participate
Theme 2.1. Convenience of Tele-Prehabilitation
A prominent theme highlighted during the interviews was the convenience of teleprehabilitation. Patients appreciated that tele-prehabilitation provided an alternative
solution during the COVID-19 lockdown restrictions. For some patients, the remote delivery
of a home-based programme provided a degree of flexibility and convenience to enable
them to incorporate exercise into their daily routines and around their work or personal
commitments. In addition, they agreed that some individuals may not have access to
hospital transport (e.g., prohibited by the cost of public transport or hospital parking) or
had time constraints.
Theme 2.2. Widening Accessibility
The patients appreciated that the tele-prehabilitation programme has the potential
to widen accessibility. Some patients mentioned that the provision of telehealth allowed
them to access the service when, typically, it would geographically fall outside of their
catchment area. Furthermore, a few patients would have been unable to travel to in-centre
appointments because of their physical limitations. Their physical symptoms (e.g., pain,
poor mobility, or diarrhoea) would have restricted them from participating in the in-centre
supervised sessions.
“Having prehabilitation outside of the hospital setting made things easier. I wasn’t feeling
good with the pain and couldn’t travel too far. Could also do it in my own time.”
(Man, 66 years, did not disclose diagnosis)
Moreover, a few patients with psychological issues (e.g., anxiety or overthinking)
would have found it difficult to attend prehabilitation sessions in a hospital setting. They
mentioned that hospital visits and clinical interactions with hospital staff heightened their
levels of anxiety and created stress as they were associated with receiving bad news and it
would have been a barrier for them to attend in-centre prehabilitation.
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“Hospital appointments were associated with days with low mood . . . Never quite sure
what the hospital agenda is.”
(Man, 62 years, colorectal cancer)
Theme 2.3. Community
A key opportunity patients felt was missing from tele-prehabilitation was the chance
to share advice with other patients. A few patients expressed feelings of isolation and
would often seek advice and support from online patient forums. They were concerned
about being a burden on their family and wanted to spare them feelings of fear and worry.
They would have liked to have met other cancer patients with similar experiences. They
felt that the in-centre sessions would have provided access to other patients to create a
community, enabling them to share their experiences with each other and provide peer
support. They believed in-centre prehabilitation can result in a higher success rate owing
to the support from patients with shared experiences.
“I would have liked to have contact with other people that are going through cancer or
have had gone through cancer . . . You don’t want to burden your friends or your family
with what you’re going through. So perhaps having like a face-to-face support group
might have been helpful or perhaps group sessions.”
(Woman, 49 years, colorectal cancer)
Theme 2.4. Postdischarge Support
Patients valued the ongoing support from the prehabilitation team on discharge. The
access to the services on discharge, particularly during difficult periods of their recovery,
was an opportunity to embed positive changes.
“I would talk to him about the issues I was having, the first couple of weeks it was more
about recovery fatigue . . . He was checking that I was drinking enough, I was eating the
right foods, and lots of the stuff that I knew, but it’s nice to have someone reinforce that.”
(Woman, 42 years, breast cancer)
3.2.3. Component 3. Patients’ Motivations to Participate
Theme 3.1. Health Outcomes
A prominent theme was the emotional response to receiving a cancer diagnosis.
Patients were motivated to modify their lifestyle to optimise their health as a result of
this new diagnosis. In acute settings, all the patients believed that participation in our
service would enable them to withstand the adverse consequences of their cancer treatment,
leading to better health outcomes and quicker recovery. A few patients felt concerned
about their health given the diagnosis and were motivated to change to beat their disease.
Some perceived prehabilitation to be a core component of their cancer treatment. Others
reported general long-term health-related reasons as a motivation to adopt a healthier
lifestyle, including reducing the risk of chronic diseases (e.g., cardiovascular disease and
diabetes) and improving their quality of life.
“You’ve got to keep your body physically fit . . . So, if you do have to have aggressive
treatment or surgery, then you’re more likely to recover from it.”
(Woman, 66 years, did not disclose diagnosis)
Theme 3.2. Influence of Friends and Family
Our patients agreed that the support from their family and friends served as a strong
motivator of their engagement in the prehabilitation programme. They frequently described
how other household members would also engage in the programme and provide support
and encouragement, which aided behavioural changes.
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“Occasionally, I will take my youngest to a fast-food restaurant but it’s not such a regular
treat anymore . . . It’s about the generation change, I want him to be more active and
build all those things into our lifestyle.”
(Woman, 49 years, colorectal cancer)
Theme 3.3. Patient–Professional Relationship
Patients said the availability of support from the prehabilitation team helped to track
their progress and maintain engagement. Patients had regular one-to-one interactions with
a member of the prehabilitation team, enabling them to build trust and rapport. The weekly
or biweekly phone calls served as an opportunity to set goals, and encourage and reinforce
healthy behaviours. The positive interactions between the patient and their prehabilitation
professional facilitated healthier behaviour changes.
“I had one-to-one contact with (prehabilitation professional), so I was able to speak to him
and kind of build up a rapport . . . As with the counsellor, I think having been able to
have that continuity with the support I had was very important to me. I found that quite
a challenge for me to reach out to accept help or to ask for help.”
(Woman, 42 years, breast cancer)
The prehabilitation team emphasised the use of monitoring, plans and goals. Many
patients often monitored their exercises and diet and set their own goals. They were
motivated to achieve their goals to return to their normal routines after finishing their
cancer treatment.
“I’ve gone through a week of intense radiotherapy, 18 weeks of chemo and surgery. I’m
walking the kids to school. I’m taking the dog for a walk. I’m going to the gym. Let’s see
how you get on.”
(Man, 49 years, colorectal cancer)
Theme 3.4. Positive Mindset
Many patients had a positive mindset toward their health outcomes and disease. They
perceived this positive mindset as a motivation to engage with our intervention programme
and to cope with their disease and recovery.
“The advice that I had from (prehabilitation professional), and the counselling I got,
certainly put me in a more positive mental attitude, a positive emotional attitude, but
also helped me physically to be in the right place as well.”
(Man, 62 years, colorectal cancer)
4. Discussion
In this study, we sought to understand the experiences and perspectives of our teleprehabilitation programme amongst a diverse group of patients living with cancer as part
of our service evaluation. Understanding these is an important element of a patient-centred
approach as they will influence their decision to engage with our service. The diagnosis
of cancer is a life-changing event that offers a teachable moment and an opportunity for
behaviour change [28]. These behaviour changes may only be transient in the absence
of a support programme. It is important that our tele-prehabilitation service is modelled
on theories of behavioural change to enhance uptake. Here, we provide several key
recommendations for service redesign and delivery based on our findings.
Our study provides the insight that prehabilitation can promote an element of selfefficacy. Self-efficacy is an important concept: it refers to an individual’s belief to whether
they can perform a challenging task under specific circumstances [29]. At the start of
the intervention, our exercise physiologists collaborated with each patient to establish
personalised goals. Achieving these goals produced feelings of success and empowerment
in the patients. In turn, this developed their confidence to believe they had the physical
and psychological capabilities to continue making positive behaviour changes. A study

Clin. Pract. 2022, 12

649

looking at oesophageal cancer patients found a correlation between self-efficacy and better
health outcomes and improved quality of life [30]. Prehabilitation must promote selfefficacy for this reason. We recommend the following aspects to consider when designing a
prehabilitation service: (1) the plans need to be personalised, (2) patients should be taught
the necessary skills to self-manage their health, and (3) the goal should be appropriate and
attainable according to each patient.
A prominent theme extracted from the analysis was the convenience and accessibility
of our tele-prehabilitation service. This approach to delivering prehabilitation can address
some of the recruitment issues highlighted in previous studies [14,15]. Before COVID19, our patients had to rely on travelling to the hospital for scheduled prehabilitation
appointments. The studies examining the feasibility of in-centre prehabilitation showed
that the commonest barriers to engagement are occupational or household commitments
and patient unwillingness, or inability, to travel to the hospital. Patients welcomed the
flexibility of our tele-prehabilitation service adaptation in this study. Patients did not need
to travel, enabling those with a lack of access to hospital transport or those living outside
of the region to participate. Patients were able to engage in our intervention in the safety
and comfort of their own home, which may have facilitated engagement for some patients
with physical limitations or those suffering with hospital anxiety. The inflexibility of incentre prehabilitation, due to the fixed timing and locations, may limit recruitment and
service uptake. Studies examining the adherence of exercise training interventions during
chemotherapy amongst breast cancer patients concluded that convenience is a positive
predictor for adherence [31,32]. Furthermore, a review looking at the cost-effectiveness of
telemedicine showed that this method of delivering healthcare has the potential to reduce
costs [33]. Tele-prehabilitation can provide cost-saving benefits to patients (e.g., costs for
fuel or hospital parking, childcare, and gym memberships). The financial cost of attending
in-centre prehabilitation may be a barrier for engagement for some patients. For these
reasons, tele-prehabilitation can play a role in widening participation and provide the
opportunity for patients who may have previously declined to take part in prehabilitation
to engage.
A disadvantage of tele-prehabilitation is the missed opportunity for peer support. Our
tele-prehabilitation patients often sought support and advice from other cancer patients
through online patient forums. Patients felt in-centre prehabilitation would provide opportunities to meet other patients, enabling them to share their experiences and to give
or receive advice. Oesophageal cancer patients found peer support was important to
minimising feelings of isolation and providing coping advice that could not be provided
by friends or family [34,35]. Bringing patients together to discuss shared experiences can
create a sense of shared identity and social belonging [36,37]. Peer support programmes can
provide both educational and emotional benefits [38]. It is imperative that we incorporate
these findings to improve the quality of our service to produce better patient outcomes
and experiences for future participants. We envisage that the redesign of our service will
include a combination of remote delivery for the convenience and in-centre sessions to
allow patients to come together to share their own lived-in experiences. In addition, we
anticipate that there will be a cohort of patients that will prefer to meet other patients
remotely; therefore, we have created an online peer support forum for patients to discuss
their own experiences.
Our patients identified several motivations for engaging in prehabilitation, including cancer outcomes, support from friends and family, and the rapport developed with
their prehabilitation professional. A recurring theme motivating patients to participate in
prehabilitation was their ability to change the course of their recovery. Patients believed
prehabilitation would enable them to withstand the consequences of their treatment and
recover quicker. All our patients reported a favourable attitude toward participating in
prehabilitation to change their health behaviours for immediate perioperative benefit. Our
finding is in keeping with that of a study that explored patients’ attitudes toward behaviour
change interventions. Their cohort of patients were more motivated to change for periop-
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erative benefit than for long-term health gains [7,39]. Prehabilitation can be a teachable
moment to positively influence patients to change their unhealthy lifestyle behaviours [28].
We recommend that prehabilitation is introduced at the start of the patients’ cancer diagnoses; patients are more likely to be motivated to participate, and in turn, this can maximise
their health outcomes.
The application of the COM-B model provided a starting point to better understand
the barriers and facilitators to participating in tele-prehabilitation. It highlights three
distinct explanatory components and the potential influences on behaviour change. We
found that our patients’ experiences with tele-prehabilitation were mostly positive, which
in turn impacted their capabilities, opportunities, and motivations to participate. We
provided several recommendations for service improvement from this study. Furthermore,
we recommend incorporating prehabilitation within Public Health England’s strategy for
people with newly diagnosed cancer and cancer survivors [40]. The established integrated
care systems may help contribute toward the United Kingdom’s Cancer Prevention Strategy.
Limitations
We aimed to recruit a sample who we deemed would be most representative of the
patients that would participate in our programme with our purposive sampling strategy.
However, this nonprobability sampling had the potential to introduce selection bias. The
age range of our study population was wide; our interviewees ranged from 42 to 83 years
old. This was reflected in our study population, who were older by default, because the
incidence rates for all cancers combined are highest amongst the older population [41]. In
2016–2018, more than one-third of new cancer cases were diagnosed in people aged 75 year
and over in the United Kingdom. The highest incidence rates were observed in those aged
between 85 and 89 years old.
The patients self-selected to participate in the programme, which suggests that they
may have already had an element of self-efficacy and motivation to participate in behaviour
change interventions. Patients’ responses were dependent on their personal recall of their
own experiences, which may not be representative of our population or generalisable to
other settings. The nature of the questions may have influenced the answers provided. We
had a small sample size. A consideration in future studies may be to interview patients
who declined to engage with our service. Understanding their experiences and perceptions
for nonparticipation would add value to our service evaluation and provide a broader
perspective for intervention development. Furthermore, there was an element of observer
bias.
5. Conclusions
Our findings provided insight into the factors important for designing behaviour
change intervention services. Patients’ positive experiences with tele-prehabilitation impacted their capabilities, opportunities, and motivations to participate. Understanding
behaviour change theories and applying them in practice has the potential to yield effective
interventions.
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