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ABSTRACT  1 

Objectives 2 

Hip osteoarthritis and knee osteoarthritis cause significant disability and pain in older adults, 3 

often leading to hip or knee replacement surgery. Prehabilitation programs have been 4 

established for these surgeries, but there are few programs for orthogeriatrics. We evaluated the 5 

feasibility of a new multimodal prehabilitation program (MPP) for older adults before hip or 6 

knee replacement due to arthrosis: the Prehabilitation for Os (PRE4OS) study. 7 

Design 8 

We conducted a multicenter feasibility study in the Greater Paris area.  9 

Setting and Participants 10 

Adults ≥ 75 years old awaiting hip or knee replacement with at least a 6-week delay before 11 

surgery and able to participate in MPP follow-up were eligible. The MPP included weekly 12 

hospital sessions providing nutritional, psychological, functional, and cognitive support, along 13 

with weekly home sessions featuring physiotherapist visits. 14 

Methods 15 

The primary outcome was at least 80% of one-day hospital (ODH) sessions performed by 80% 16 

of participants. Secondary outcomes included intervention achievement, quality of life, and 17 

nutritional and functional status changes. Participant’s satisfaction was qualitatively assessed 18 

via structured phone interviews pre-surgery and at 30 days post-surgery. 19 

Results 20 

From September 2021 to September 2023, 27 individuals participated in the PRE4OS study. 21 

The mean (SD) age was 83 (4.3) years, with 7 males (26%) and median baseline Activities of 22 

Daily Living score 5.5 (interquartile range 5.5-6.0). Surgeries were hip prostheses for 17 23 
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participants (63%) and knee prostheses for 10 (37%). The primary outcome was achieved in 24 

89% of participants, with comparable rates for hip and knee prostheses. In total, 60% of 25 

participants rated the MPP as "excellent" pre-surgery and 100% at 30 days post-surgery 26 

expressing a willingness to recommend the protocol to a friend or family. 27 

Conclusion and Implications 28 

The MPP was feasible for individuals before hip or knee replacement and was well received. 29 

Further randomized trials are needed to assess its clinical impact. 30 

 31 

  32 
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INTRODUCTION  33 

Arthrosis is a prevalent condition among older adults, affecting more than 10 million 34 

individuals in France and approximately 80% of French patients over age 80. 1 Globally, it is 35 

projected to affect more than a billion people by 2050.2 Knee and hip osteoarthritis are among 36 

the three most common forms of arthrosis, with knee osteoarthritis the most prevalent in 37 

Europe.2 At the same time, in France during the last 20 years, the rate of prosthesis insertion 38 

for individuals > 85 years old has doubled for hip osteoarthritis and tripled for knee 39 

osteoarthritis.3 Nevertheless, older adults face a heightened risk of post-operative 40 

complications, rehospitalization, and mortality.4 The severity of these risks can be attributed to 41 

1) preoperative frailty 5,6, 2) preoperative multimorbidity, and 3) increased risk of hospital-42 

associated disability in older adults.7  43 

Concerning these risks for older adults, orthogeriatrics has significantly expanded in 44 

recent years, using and integrating various care models.8 First, orthogeriatric care pathways, 45 

including Units for Peri-Operative Geriatric care (UPOG), have been established primarily for 46 

emergency trauma surgery. Second, perioperative geriatric teams, providing guidance to 47 

surgeons and orthopedic healthcare professionals in their units, have been developed for 48 

patients admitted for elective surgery or for those not eligible for hospitalization in UPOG. 49 

Early rehabilitation programs have also been developed 9–11, but  data on preoperative 50 

interventions for elective surgery are still lacking.  51 

Prehabilitation programs have been developed, particularly for cardiac (transcatheter 52 

aortic valve implantation)12 and oncologic surgery (colon cancer)13. These programs have 53 

demonstrated benefits for preoperative nutritional and functional status (muscular, 54 

cardiopulmonary, psychological), albeit with less certainty regarding postoperative 55 

benefits.13,14 As for the field of hip and knee prostheses, the studies remain relatively few4,15 56 

and mostly focus on unimodal interventions. Yet, there is indeed a real need for multimodal 57 
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programs that provide more comprehensive and holistic care (including not only physical health 58 

but also nutritional and mental well-being)16, despite the potential for increased costs (requiring 59 

more staff and technical resources)17,18 and reduced acceptability (the intervention might be too 60 

complex physically and cognitively). All these facts underscore the need for standardized and 61 

multimodal programs for hip or knee prosthesis projects in people with arthrosis.  62 

In this setting, we initiated a multicenter multimodal prehabilitation program (MPP) in 63 

the greater Paris area, targeting older adults (≥ 75 years old) awaiting hip or knee prosthesis for 64 

arthrosis. The objective of this study was to assess the feasibility of implementing this MPP. 65 

  66 
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METHODS 67 

This study received approval from the Comité de Protection des Personnes Ouest II - 68 

Angers in Angers (protocol no.: 21.02.03.61946 [2021/22], April 14, 2021). All interventions 69 

adhered to the 2013 version of the Helsinki Declaration. Data collection and storage were 70 

conducted in accordance with the MR-001 guidelines of the Conseil National Informatique and 71 

Liberté (National Commission for Information Technology and Civil Liberties). Written 72 

consent was obtained from participants before their inclusion in the study and participation in 73 

the MPP. A safety analysis of potential adverse events collected during one-day hospital (ODH) 74 

sessions, home sessions, and follow-up phone calls was planned.  75 

The study adheres to the CONSORT Guidelines for pilot or feasibility studies 76 

(Supplemental Table S1). 77 

 78 

Study design  79 

The study was a multicenter interventional feasibility study conducted in 5 hospitals in the 80 

Greater Paris area: Pitié-Salpétrière Hospital in Paris, Saint-Antoine Hospital in Paris, 81 

Lariboisière Hospital in Paris, Richaud Hospital in Versailles, and Sud-Francilien Hospital in 82 

Corbeil-Essonnes. Because of recruitment challenges, the intervention spanned 2 years. After 83 

enrollment, participants were monitored for 6 weeks before surgery and 30 days post-surgery. 84 

The program consisted of weekly ODH sessions and weekly physiotherapist home visits over 85 

6 weeks (Figure 1). The program was developed in consultation with members of the OLD'UP 86 

association (older individuals), with the goal of delivering interventions that are as acceptable 87 

as possible in terms of content, frequency, and intensity.  88 

A physician (BG) conducted weekly phone calls with each participant to gather 89 

feedback on their experiences and satisfaction, both before their first ODH session and after 90 
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their final ODH session. These calls also involved assessing any adverse events and pain via a 91 

structured interview. 92 

At 1 month post-surgery, a clinical study technician (CC) conducted another structured 93 

phone interview to review the participants’ vital status, any instances of rehospitalization, and 94 

their long-term satisfaction after the intervention and surgery. 95 

 96 

Sample selection 97 

The surgeons were briefed on the study protocol and objectives. Individuals were 98 

initially assessed by orthopedic surgeons during their first visit for hip or knee osteoarthritis, 99 

when they were screened for the study inclusion criteria. Following this screening, a local 100 

geriatrician contact was notified, who then reached out to the investigative team. The 101 

geriatrician then contacted the patient to verify the inclusion criteria which comprised age ≥ 75 102 

years and surgical indication for knee or hip prosthesis because of arthrosis. Exclusion criteria 103 

were also checked at this moment: 1) surgical delay of less than 6 weeks, 2) physical and 104 

cognitive inability to participate in the MPP, 3) living far from the prehabilitation center and 4) 105 

none health insurance coverage. Patients were then enrolled after reading and comprehending 106 

the information notice and providing written consent. 107 

 108 

Intervention (Figure 1) 109 

The MPP spanned 6 weeks and involved a combination of hospital and home 110 

interventions. Included individuals underwent a geriatric assessment with the Comprehensive 111 

Geriatric Assessment as recommended, which entailed evaluating medical history, current 112 

treatments, autonomy, functional status, frailty, nutritional status, and cognitive function.19 This 113 

assessment facilitated the customization of the MPP and the planning of interventions tailored 114 

to each participant’s needs.  115 
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 116 

Hospital intervention (ODH) 117 

The ODH sessions took place once a week over 6 weeks (ODH 1 = first ODH, ODH 6 = sixth 118 

ODH). Each intervention was the result of several meetings between the investigators and the 119 

nurses, dietitians, psychologists, and physiotherapists involved in the PRE4OS study. These 120 

sessions comprised a multimodal program of the following:   121 

1) Dietetic intervention: A 20-30 min dietary assessment delivered at ODH1, followed by 122 

recommendations based on French20 and US21 peri-operative recommendations. A 123 

reevaluation was performed at ODH3 and 6. 124 

2) Psychological intervention: A 20- to 30-min psychological evaluation focused on 125 

participant expectations and fears about surgery that included passive listening inspired 126 

by Carl Rogers Client Centered Psychotherapy22 and quantification of anxiety, pain, 127 

happiness and pleasure. Sessions occurred every weeks during 6 weeks. 128 

3) Functional intervention: Two 20-min sessions of balance and gait training and muscular 129 

strengthening of lower limbs by physiotherapists and one 40-min functional session 130 

based on a exergame designed by Genious Healthcare.23 This exergame is an innovative 131 

digital medical device for neuropsychiatric diseases developed after 2011. It is a video 132 

game based on motion capture via Kinect, in which individuals control an avatar by 133 

performing rapid, wide-range movements with their 4 limbs, combined with lateral and 134 

vertical movements of the pelvis and trunk, movements suitable for the rehabilitation of 135 

gait and balance disorders (CE marking: 93/42/CEE). 136 

4) Cognitive intervention: Two 10- to 15-min sessions of cognitive exercises (cognitive 137 

games without functional exercise on a digital tablet developed for individuals with 138 

neurocognitive disease by Genious Healthcare 23).  139 
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5) “Empowering” intervention: Two 10-min empowerment sessions were based on 140 

resources developed for the MPP. These sessions included 10 videos covering topics 141 

such as hip and knee prosthesis surgery, anesthesia, post-operative complications, post-142 

operative delirium, undernutrition, potential therapeutic adjustments after surgery, and 143 

functional rehabilitation with post-surgery exercises. After watching each video, the 144 

participant could speak directly with the ODH nurse during a dedicated time or 145 

informally with the other rehabilitators participating in the program. 146 

 147 

Home intervention 148 

The 1-hr home intervention program was conducted by a physiotherapist once a week. These 149 

sessions followed a standardized format and included the following:  150 

1) Warm up exercises for joints and major muscle groups 151 

2) Exercises targeting static/dynamic balance training, gait training (home or outdoor 152 

exercises), and muscular strengthening of lower limbs, abdominal, and back muscles 153 

3) Stretching and relaxation exercises 154 

4) Assessment of patient participation and satisfaction 155 

Between two ODH sessions, participants could also freely perform cognitive exergames at 156 

home using a digital tablet provided by Genious Healthcare. 157 

 158 

Outcomes 159 

Our primary outcome was achievement of at least 80% of ODH sessions by at least 80% 160 

of participants. The 80% value for this criterion was the result of a literature review and 161 

opinions of a panel of experts including geriatricians, patients, physiotherapists, psychologists 162 

and dieticians. Every healthcare worker collected patient participation in an MPP Passport 163 

during every ODH and home session.  164 
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Secondary quantitative criteria included 1) achievement of ODH and home sessions in 165 

3 categories (>80%, 50-80%, and <50%); 2) quality of life measured by the EuroQol 5-166 

dimensions 3-levels (EQ-5D-3L)24 and Medical Outcomes Study 36-item short form (SF-36)25 167 

at ODH1, 3 and 6; 3) pain assessed by a visual analog scale (0 to 10)26 at the conclusion of 168 

every ODH physiotherapist session; 4) nutritional status evaluated by changes in weight during 169 

the program, dietary habits, and daily water/protein consumption; 5) mobility assessed by the 170 

Short Physical Performance Battery (SPPB)27,28 at ODH1 and 6; and 6) anxiety level measured 171 

at the beginning and during the MPP by the SF-36 and a visual analog scale at ODH1 and 6. 172 

Adverse events such as death, rehospitalization, and length of stay in rehabilitation and 173 

acute care units were also recorded 30 days post-operatively. 174 

Secondary qualitative criteria were 1) participant satisfaction measured by 175 

questionnaires (developed by the entire investigative team and evaluated by a psychologist 176 

expert in qualitative research) at admission to and discharge from the MPP (phone call) and 2) 177 

satisfaction follow-up at 30 days. 178 

Data were collected prospectively by BG, MN and CC. Demographic, nutritional, 179 

functional, and cognitive characteristics and medical history with treatments were collected at 180 

the first hospital visit, during the Comprehensive Geriatric Assessment. The physiotherapists 181 

performing home sessions collected data (exercises performed, pain score, and satisfaction) 182 

during these sessions. All other data were collected during phone calls with BG, MN or CC or 183 

during ODH sessions 184 

 185 

Sample size calculation 186 

We did not have a sample size calculation because our study was a feasibility study 187 

without randomized or allocated interventions, and all participants received the MPP in a single 188 

group. Given the material constraints (Exergames) and organizational constraints (a maximum 189 
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of 2 patients recruited simultaneously), as well as the relatively small sample sizes of previous 190 

studies on the subject (between 40 and 80 patients in total), a sample size of 50 patients was set 191 

(10 individuals per center). 192 

 193 

Statistical and qualitative analysis  194 

Quantitative analysis (follow-up) 195 

Quantitative analysis involved describing participants’ baseline characteristics, medical 196 

history, baseline treatments, Geriatric Comprehensive Assessment, and then multimodal data 197 

from their follow-up. Categorical variables were described with number (percentage) and 198 

quantitative variables with mean (SD) or median (interquartile range) if the distribution was not 199 

normal or not continuous. 200 

Baseline characteristics, medical history, treatments, multimodal follow-up during the 201 

program and follow-up after surgery were compared between individuals expecting knee and 202 

hip prostheses. Statistical tests were used to compare only 4 of the secondary outcomes between 203 

baseline (ODH1) and the end of the MPP (ODH6): EQ-5D-3L, SPPB, SF-36 (all categories), 204 

and weight. 205 

We decided to avoid inflating the alpha risk in this very small sample. We used paired 206 

Student t or Wilcoxon-Mann-Whitney test to compare outcomes. The alpha risk was defined 207 

bilaterally at 5%, and statistical analyses involved using R-Studio v2023.06.0+421. 208 

 209 

Qualitative analysis (questionnaires) 210 

For the phone-call questionnaires administered at the beginning (before ODH1) and end 211 

of the MPP (after ODH1 and before surgery) and 30 days post-operatively, the data are 212 

described with percentages because the questions were close-ended.213 
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RESULTS 214 

Between September 2021 and September 2023, 46 individuals were screened and 27 215 

were finally included in PRE4OS study. The flow of individuals in the study is in Figure 2. 216 

Their mean age was 83 (4.3) years and 7 (26%) were men (Table 1). At baseline, the median 217 

ADL was 5.5 (5.5-6.0) and median SPPB score 8.0 (6.0-10) (Table 1). Ten individuals (37%) 218 

were expecting a knee prosthesis for knee osteoarthritis and 17 (63%) a hip prosthesis for hip 219 

osteoarthritis. 220 

As compared with individuals with hip osteoarthritis, those with knee osteoarthritis 221 

seemed less socially isolated at home (30% vs. 53%) and younger (mean age 82 vs. 84 years), 222 

had higher cardiovascular risk (diabetes, hypertension and overweight), and were less 223 

frequently depressed (10% vs. 47%) (Table 1). 224 

 225 

Primary outcome: global feasibility of ODH sessions (Table 2) 226 

Overall, 89% of individuals participating in the MPP completed more than 80% of the ODH 227 

sessions. The median number of completed ODH sessions for all groups was 6 (5-6), and only 228 

one individual (4%) attended less than 50% of the ODH sessions.  229 

 230 

Feasibility of every intervention (Table 2) 231 

Regarding each intervention separately, 78% of participants completed 80% of home sessions. 232 

ODH functional, dietary, psychological, and empowerment sessions were well received by 233 

participants. ODH exergame and cognitive sessions were less accepted, with a median of 5/6 234 

sessions (3-6) and 4/6 sessions (1-5). 235 
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Follow-up during the MPP and after surgery (Table 3 and Supplemental Figure S2)  236 

During the study, participants gained a mean of 0.58 (1.54) kg between ODH1 and 6, 237 

although not significantly (P= 0.10). 238 

For psychologic follow-up, 2 dimensions were noted: 1) mean change in EQ-5D-3L 239 

score of +0.08 (0.24) between ODH1 and 6, although not significant (P = 0.16), and a 2) mean 240 

change in physical functioning of +5.31 (9.91) on the SF-36 between ODH1 and 6 (P <0.05). 241 

Additionally, EQ-5D-3L scores increased between ODH1 and 3 and then remained stable, with 242 

better results in participants awaiting hip than knee prosthesis (Supplemental Figure S1). 243 

Regarding functional outcomes, median SPPB score differed between ODH1 and 6 244 

although not significantly (P = 0.06), showing an increase of 1 point (0-2). Also, SPPB score at 245 

ODH6 was better for individuals expecting a hip than knee prosthesis, which was contrary to 246 

the situation at baseline (Supplemental Figure S1). 247 

 248 

Satisfaction and pain (Table 3, Supplemental Table S2 and Figure S2) 249 

Regarding satisfaction after ODH6, 60% of participants rated the MPP as "excellent," 250 

8% "good," and 32% "suitable." Additionally, 84% reported being "very satisfied" with home 251 

sessions. The number of ODH sessions per week was considered "perfect" by 100% of 252 

participants, the duration of ODH sessions "well adapted" by 92%, and the overall program 253 

duration "well adapted" by 84%. At 30 days post-surgery, 100% of participants stated that they 254 

"Would recommend this protocol to someone they know," and 80% indicated that they strongly 255 

totally or quite agreed that the program "better prepared them for their operation."  256 

More details about pain management, recovery from walking and anxiety are 257 

respectively provided in Supplemental Figure S2 and Table 3. Supplemental Figure S2 258 
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illustrates that among 23 participants (4 with missing values for all ODH sessions), 14 (61%) 259 

had stable or decreasing pain levels during all ODH functional sessions. For participants who 260 

experienced an increase in pain at ODH6 versus ODH1, two profiles emerged: 1) discrete pain 261 

decrease and increase between ODH5 and 6 (3 participants), and 2) continuous pain increase 262 

from ODH1 to 6 (4 participants). 263 

DISCUSSION 264 

The MPP we developed represents the first prehabilitation program in orthogeriatrics 265 

with a holistic approach, addressing functional, nutritional, psychological, and cognitive 266 

aspects simultaneously, with the goal of empowering older individuals. In this initial 267 

multicenter feasibility study, the program was highly feasible, with 89% of participants 268 

completing more than 80% of the sessions. Furthermore, it was well received by participants, 269 

with 60% rating the MPP as "excellent".  270 

In previous meta-analyses and systematic reviews of prehabilitation for knee 29–31 or hip 271 

prosthesis 32, most studies primarily offered exercises, with some including education or 272 

teaching programs at best. Our study constitutes the initial phase of a program that integrates 273 

cognitive and functional exercises with the help of a therapist and innovative medical devices 274 

as well as comprehensive dietary monitoring. It also introduces new psychological follow-up 275 

methods based on Carl Rogers' passive listening, focusing on patient expectations and fears, 276 

and empowerment sessions with videos explaining the risks and complications of surgery and 277 

future orthogeriatric pathways. 278 

Previous programs 29,30 typically focused on exercises targeting one or two types of 279 

functions, often led by a hospital or home practitioner, and did not involve the use of real-life 280 

situations or video simulators. 281 

This MPP is innovative in its home intervention approach, involving 1 hr per week with 282 

a home physiotherapist. Previous programs typically offered telerehabilitation 33, group 283 
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sessions 34, or autonomous home exercises 31, with physiotherapists often citing limitations such 284 

as short exercise durations and reduced human contact.35 In particular, concerning the 285 

functional intervention both at home and at the hospital, exercises targeted strength or hip/knee 286 

flexion and extension and also encompassed gait, walking, and static/dynamic balance, 287 

incorporating real-life scenarios (outdoor or home exercises) as well as virtual situations 288 

(exergames). Even though our prehabilitation program was designed similarly for hip and knee 289 

osteoarthritis, a separate analysis was conducted due to clinical and functional differences 290 

between these two groups. While we acknowledge that this division may affect comparability, 291 

this separation was intended to provide a clearer picture of how the MPP performs across 292 

different types of joint replacements and to identify any differential effects that may inform 293 

future, more targeted interventions. 294 

Other previous studies have reported relatively good compliance with similar programs 295 

(although less multimodal as compared with our MPP), with a mean duration of 6 weeks.36,37 296 

In systematic reviews or meta-analyses15,29,31, many previous programs showed greater 297 

variability in session frequency, ranging from 1 to 3 sessions per week to 2 sessions per month. 298 

Despite this, our more complex and higher-frequency program was well received by 299 

participants, as evidenced by 100% considering the number of ODH sessions per week as 300 

"perfect." Hence, this more comprehensive approach (even if it entails a heavier program) rather 301 

than a unimodal one was well accepted by patients.   302 

We found a significant improvement in quality of life (secondary outcome) between the 303 

beginning and end of the MPP, as measured by the SF-36 physical function subsection, 304 

particularly notable for individuals awaiting hip prosthesis. Previous studies examining 305 

prehabilitation programs (which were unimodal, focusing solely on functional, psychological, 306 

or educational aspects) in younger orthogeriatric patients also reported similar improvements 307 

for knee 29,38,39 or hip prosthesis recipients.40  We also found improved physical functioning 308 
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(not statistically significant probably due to lack of power) measured by the SPPB, which was 309 

previously reported.29,31,41 310 

 311 

Strengths 312 

Because previous interventional studies 29–32,42 involved younger populations (mean age 313 

60.7 to 72.8 years) and often included individuals with obesity (minimum body mass index 30 314 

kg/m²), our findings are more applicable to geriatric individuals with advanced age and frailty. 315 

In our sample, participants were relatively older, with mean age 83 (4.3) years, and had a higher 316 

prevalence of polymedication (70%) defined by at least 5 treatments per day. However, they 317 

had preserved autonomy (median ADL 5.5 [5.5-6.0]) and few comorbidities (median Charlson 318 

Comorbidity Index 1.0 [0-2.0]), and none had dementia.  319 

Additionally, our study involved multiple centers, encompassing university and non-320 

university hospitals, which enhances the external validity of our findings. Our program was 321 

developed by a multidisciplinary team comprising experts in each modality, including 322 

orthogeriatric medical physicians, dieticians, physiotherapists, psychologists, 323 

neuropsychologists, and nurses. We also sought the opinions of patients before creating this 324 

protocol, which allowed for optimal consideration of their desires. This extensive collaboration 325 

among healthcare professionals fostered a holistic and multimodal approach to our program, 326 

offering patients a comprehensive intervention. 327 

 328 

Limitations  329 

One limitation of our study is the recruitment challenges experienced due to the COVID-330 

19 pandemic in 2021 and 2022 (27 patients for 50 patients initially planned). This shortfall in 331 

recruitment could affect the statistical power and generalizability of the conclusions. However, 332 

once recruited, participants actively participated in and appreciated our program. Additionally, 333 
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we cannot rule out the possibility of selection bias introduced by orthopedists during 334 

consultations. Furthermore, we recruited only patients residing near the rehabilitation centers, 335 

which may impact the generalizability of our results. 336 

Participant satisfaction was assessed using structured questions, which may have limited 337 

the breadth of opinions and experiences. Moreover, we did not collect healthcare professionals' 338 

feedback on the feasibility of and satisfaction with the MPP, which could have provided 339 

valuable insights into potential organizational or technical improvements. To address these 340 

limitations, we plan to complement our results with a qualitative study, involving interviews 341 

with participants and focus groups with caregivers. This approach will enable a deeper 342 

exploration of the obstacles to and facilitators of the implementation of the MPP. 343 

CONCLUSION AND IMPLICATIONS 344 

The PRE4OS study suggested that the 6-week multimodal prehabilitation program was well 345 

accepted and appreciated by participants both before and 30 days after surgery. However, 346 

further studies, such as randomized clinical trials, incorporating a medico-economic dimension, 347 

are warranted to evaluate the clinical efficacy of this type of prehabilitation program in 348 

orthogeriatric patients and demonstrate the favorable cost-effectiveness ratio of their 349 

implementation. These studies should assess outcomes related to autonomy as well as 350 

functional, nutritional, psychological, and cognitive status before and after surgery.  351 

 352 

CONFLICT OF INTEREST 353 

None declared. 354 

 355 

AUTHORS’ CONTRIBUTION 356 



18 
 

BG: protocol redaction, center coordination, participant recruitment and data collection, data 357 

analysis and interpretation, manuscript redaction  358 

LZ: protocol redaction, supervision of analysis and results proofreading, manuscript editing 359 

JB: principal investigator, protocol redaction, results proofreading 360 

DBZ: methodological referent, results proofreading 361 

JCB, CN, DOH, VF: participant inclusion and follow-up at hospital during the program, 362 

results proofreading 363 

CC: protocol editing, center coordination, data collection 364 

AC: protocol editing, center coordination, methodological referent 365 

CD: protocol editing, center coordination 366 

MN: participant recruitment and data collection  367 



19 
 

REFERENCES  368 

1. INSERM. Arthrose : la maladie articulaire la plus répandue. Published online November 369 
14, 2022. 370 
https://www.inserm.fr/dossier/arthrose/#:~:text=Les%20articulations%20les%20plus%20371 
souvent,nomme%20la%20%C2%AB%20coxarthrose%20%C2%BB). 372 

2. Steinmetz JD, Culbreth GT, Haile LM, et al. Global, regional, and national burden of 373 

osteoarthritis, 1990–2020 and projections to 2050: a systematic analysis for the Global 374 
Burden of Disease Study 2021. The Lancet Rheumatology. 2023;5(9):e508-e522. 375 
doi:10.1016/S2665-9913(23)00163-7 376 

3. Rapport sur l’évolution des charges et des produits de l’Assurance Maladie. Améliorer la 377 
qualité du système de santé et maitriser les dépenses, propositions de l’Assurance Maladie 378 

pour 2017. 379 
https://www.ameli.fr/fileadmin/user_upload/documents/cnamts_rapport_charges_produits380 

_2017.pdf 381 

4. Fang M, Noiseux N, Linson E, Cram P. The Effect of Advancing Age on Total Joint 382 
Replacement Outcomes. Geriatr Orthop Surg Rehabil. 2015;6(3):173-179. 383 
doi:10.1177/2151458515583515 384 

5. Mayo NE, Feldman L, Scott S, et al. Impact of preoperative change in physical function 385 
on postoperative recovery: argument supporting prehabilitation for colorectal surgery. 386 

Surgery. 2011;150(3):505-514. doi:10.1016/j.surg.2011.07.045 387 

6. McIsaac DI, Beaulé PE, Bryson GL, Van Walraven C. The impact of frailty on outcomes 388 

and healthcare resource usage after total joint arthroplasty: a population-based cohort 389 
study. Bone Joint J. 2016;98-B(6):799-805. doi:10.1302/0301-620X.98B6.37124 390 

7. Haute Autorité de Santé. Prévenir la dépendance iatrogène liée à l’hospitalisation chez les 391 
personnes âgées. Published online September 2017. https://www.has-392 
sante.fr/jcms/c_2801190/fr/prevenir-la-dependance-iatrogene-liee-a-l-hospitalisation-393 

chez-les-personnes-agees 394 

8. HAS. Orthogériatrie et fracture de la hanche - Fiche points clés organisation des parcours. 395 
Published online October 27, 2017. https://www.has-396 

sante.fr/jcms/c_2801173/fr/orthogeriatrie-et-fracture-de-la-hanche 397 

9. Inouye SK, Robinson T, Blaum C, et al. Postoperative Delirium in Older Adults: Best 398 
Practice Statement from the American Geriatrics Society. Journal of the American 399 

College of Surgeons. 2015;220(2):136-148.e1. doi:10.1016/j.jamcollsurg.2014.10.019 400 

10. Inouye SK, Westendorp RG, Saczynski JS. Delirium in elderly people. The Lancet. 401 
2014;383(9920):911-922. doi:10.1016/S0140-6736(13)60688-1 402 

11. Rapport d’orientation de la HAS : Programmes de récupération améliorée après chirurgie 403 

(RAAC) : état des lieux et perspectives, juin 2016. https://www.has-404 
sante.fr/jcms/c_1763416/fr/programmes-de-recuperation-amelioree-apres-chirurgie-raac 405 



20 
 

12. Valkenet K, van de Port IGL, Dronkers JJ, de Vries WR, Lindeman E, Backx FJG. The 406 

effects of preoperative exercise therapy on postoperative outcome: a systematic review. 407 

Clin Rehabil. 2011;25(2):99-111. doi:10.1177/0269215510380830 408 

13. Bolshinsky V, Li MHG, Ismail H, Burbury K, Riedel B, Heriot A. Multimodal 409 
Prehabilitation Programs as a Bundle of Care in Gastrointestinal Cancer Surgery: A 410 
Systematic Review. Dis Colon Rectum. 2018;61(1):124-138. 411 
doi:10.1097/DCR.0000000000000987 412 

14. Minnella EM, Bousquet-Dion G, Awasthi R, Scheede-Bergdahl C, Carli F. Multimodal 413 
prehabilitation improves functional capacity before and after colorectal surgery for 414 
cancer: a five-year research experience. Acta Oncol. 2017;56(2):295-300. 415 
doi:10.1080/0284186X.2016.1268268 416 

15. Santa Mina D, Clarke H, Ritvo P, et al. Effect of total-body prehabilitation on 417 
postoperative outcomes: a systematic review and meta-analysis. Physiotherapy. 418 
2014;100(3):196-207. doi:10.1016/j.physio.2013.08.008 419 

16. Gillis C, Gill M, Gramlich L, et al. Patients’ perspectives of prehabilitation as an 420 

extension of Enhanced Recovery After Surgery protocols. cjs. 2021;64(6):E578-E587. 421 

doi:10.1503/cjs.014420 422 

17. Barberan-Garcia A, Ubré M, Roca J, et al. Personalised Prehabilitation in High-risk 423 
Patients Undergoing Elective Major Abdominal Surgery: A Randomized Blinded 424 

Controlled Trial. Annals of Surgery. 2018;267(1):50-56. 425 
doi:10.1097/SLA.0000000000002293 426 

18. Rombey T, Eckhardt H, Kiselev J, Silzle J, Mathes T, Quentin W. Cost-effectiveness of 427 

prehabilitation prior to elective surgery: a systematic review of economic evaluations. 428 

BMC Med. 2023;21(1):265. doi:10.1186/s12916-023-02977-6 429 

19. Ellis G, Gardner M, Tsiachristas A, et al. Comprehensive geriatric assessment for older 430 

adults admitted to hospital. Cochrane Database Syst Rev. 2017;9(9):CD006211. 431 
doi:10.1002/14651858.CD006211.pub3 432 

20. Diagnostic de la dénutrition chez la personne de 70 ans et plus, FFN-HAS, november 433 
2021. https://www.has-sante.fr/upload/docs/application/pdf/2021-434 
11/reco368_recommandations_denutrition_pa_cd_20211110_v1.pdf 435 

21. McClave SA, Kozar R, Martindale RG, et al. Summary points and consensus 436 
recommendations from the North American Surgical Nutrition Summit. JPEN J Parenter 437 

Enteral Nutr. 2013;37(5 Suppl):99S-105S. doi:10.1177/0148607113495892 438 

22. Rogers C. Client-centered psychotherapy. Published online 2019. 439 

23. Ben-Sadoun G, Sacco G, Manera V, et al. Physical and Cognitive Stimulation Using an 440 
Exergame in Subjects with Normal Aging, Mild and Moderate Cognitive Impairment. J 441 
Alzheimers Dis. 2016;53(4):1299-1314. doi:10.3233/JAD-160268 442 

24. Conner-Spady BL, Marshall DA, Bohm E, et al. Reliability and validity of the EQ-5D-5L 443 
compared to the EQ-5D-3L in patients with osteoarthritis referred for hip and knee 444 
replacement. Qual Life Res. 2015;24(7):1775-1784. doi:10.1007/s11136-014-0910-6 445 



21 
 

25. Kosinski M, Keller SD, Ware JE, Hatoum HT, Kong SX. The SF-36 Health Survey as a 446 

generic outcome measure in clinical trials of patients with osteoarthritis and rheumatoid 447 

arthritis: relative validity of scales in relation to clinical measures of arthritis severity. 448 
Med Care. 1999;37(5 Suppl):MS23-39. doi:10.1097/00005650-199905001-00003 449 

26. da Costa BR, Saadat P, Basciani R, Agarwal A, Johnston BC, Jüni P. Visual Analogue 450 
Scale has higher assay sensitivity than WOMAC pain in detecting between-group 451 
differences in treatment effects: a meta-epidemiological study. Osteoarthritis Cartilage. 452 

2021;29(3):304-312. doi:10.1016/j.joca.2020.10.004 453 

27. Kappenschneider T, Bammert P, Maderbacher G, et al. The impact of elective total hip 454 
and knee arthroplasty on physical performance in orthogeriatric patients: a prospective 455 
intervention study. BMC Geriatr. 2023;23(1):763. doi:10.1186/s12877-023-04460-6 456 

28. Mehta SP, Morelli N, Prevatte C, White D, Oliashirazi A. Validation of Physical 457 
Performance Tests in Individuals with Advanced Knee Osteoarthritis. HSS J. 458 
2019;15(3):261-268. doi:10.1007/s11420-019-09702-1 459 

29. Wang D, Wu T, Li Y, Jia L, Ren J, Yang L. A systematic review and meta-analysis of the 460 

effect of preoperative exercise intervention on rehabilitation after total knee arthroplasty. 461 

Ann Palliat Med. 2021;10(10):10986-10996. doi:10.21037/apm-21-2670 462 

30. Gränicher P, Mulder L, Lenssen T, Scherr J, Swanenburg J, de Bie R. Prehabilitation 463 
Improves Knee Functioning Before and Within the First Year After Total Knee 464 

Arthroplasty: A Systematic Review With Meta-analysis. J Orthop Sports Phys Ther. 465 
2022;52(11):709-725. doi:10.2519/jospt.2022.11160 466 

31. Su W, Zhou Y, Qiu H, Wu H. The effects of preoperative rehabilitation on pain and 467 

functional outcome after total knee arthroplasty: a meta-analysis of randomized controlled 468 

trials. J Orthop Surg Res. 2022;17(1):175. doi:10.1186/s13018-022-03066-9 469 

32. Widmer P, Oesch P, Bachmann S. Effect of Prehabilitation in Form of Exercise and/or 470 

Education in Patients Undergoing Total Hip Arthroplasty on Postoperative Outcomes-A 471 
Systematic Review. Medicina (Kaunas). 2022;58(6):742. doi:10.3390/medicina58060742 472 

33. Doiron-Cadrin P, Kairy D, Vendittoli PA, Lowry V, Poitras S, Desmeules F. Feasibility 473 
and preliminary effects of a tele-prehabilitation program and an in-person prehablitation 474 
program compared to usual care for total hip or knee arthroplasty candidates: a pilot 475 
randomized controlled trial. Disabil Rehabil. 2020;42(7):989-998. 476 
doi:10.1080/09638288.2018.1515992 477 

34. Skoffer B, Maribo T, Mechlenburg I, Korsgaard CG, Søballe K, Dalgas U. Efficacy of 478 
preoperative progressive resistance training in patients undergoing total knee arthroplasty: 479 
12-month follow-up data from a randomized controlled trial. Clin Rehabil. 2020;34(1):82-480 
90. doi:10.1177/0269215519883420 481 

35. Husted RS, Bandholm T, Rathleff MS, Troelsen A, Kirk J. Perceived facilitators and 482 
barriers among physical therapists and orthopedic surgeons to pre-operative home-based 483 
exercise with one exercise-only in patients eligible for knee replacement: A qualitative 484 

interview study nested in the QUADX-1 trial. PLoS One. 2020;15(10):e0241175. 485 
doi:10.1371/journal.pone.0241175 486 



22 
 

36. Uthman OA, Van Der Windt DA, Jordan JL, et al. Exercise for lower limb osteoarthritis: 487 

systematic review incorporating trial sequential analysis and network meta-analysis. BMJ. 488 

2013;347(sep20 1):f5555-f5555. doi:10.1136/bmj.f5555 489 

37. Nguyen C, Lefèvre-Colau MM, Poiraudeau S, Rannou F. Rehabilitation (exercise and 490 
strength training) and osteoarthritis: A critical narrative review. Annals of Physical and 491 
Rehabilitation Medicine. 2016;59(3):190-195. doi:10.1016/j.rehab.2016.02.010 492 

38. Nguyen C, Boutron I, Roren A, et al. Effect of Prehabilitation Before Total Knee 493 

Replacement for Knee Osteoarthritis on Functional Outcomes: A Randomized Clinical 494 
Trial. JAMA Netw Open. 2022;5(3):e221462. doi:10.1001/jamanetworkopen.2022.1462 495 

39. Beaupre LA, Lier D, Davies DM, Johnston DBC. The effect of a preoperative exercise 496 
and education program on functional recovery, health related quality of life, and health 497 

service utilization following primary total knee arthroplasty. J Rheumatol. 498 
2004;31(6):1166-1173. 499 

40. Bitterli R, Sieben JM, Hartmann M, de Bruin ED. Pre-surgical sensorimotor training for 500 
patients undergoing total hip replacement: a randomised controlled trial. Int J Sports Med. 501 

2011;32(9):725-732. doi:10.1055/s-0031-1271696 502 

41. Kim S, Hsu FC, Groban L, Williamson J, Messier S. A pilot study of aquatic 503 
prehabilitation in adults with knee osteoarthritis undergoing total knee arthroplasty - short 504 
term outcome. BMC Musculoskelet Disord. 2021;22(1):388. doi:10.1186/s12891-021-505 

04253-1 506 

42. Vervullens S, Meert L, Baert I, et al. Prehabilitation before total knee arthroplasty: A 507 

systematic review on the use and efficacy of stratified care. Ann Phys Rehabil Med. 508 

2023;66(4):101705. doi:10.1016/j.rehab.2022.101705 509 

 510 

  511 



23 
 

LEGENDS 512 

Figure 1: Participant inclusion and follow-up during the multimodal prehabilitation program 513 

(MPP) 514 

Figure 2: Flow of participants in the study 515 

Table 1: Characteristics of participants by prosthesis type 516 

Table 2: Feasibility and acceptability of PRE4OS study according to prosthesis type 517 

Table 3: Follow-up of participants by prosthesis type 518 

Supplementary Figure S1: Change in EuroQol 5-dimensions 3-levels (EQ-5D-3L) and Short 519 

Physical Performance Battery (SPPB) scores (at weeks 1, 3 and 6) by prosthesis type 520 

Supplementary Figure S2: Change in pain score during functional one-day hospital (ODH) 521 

sessions  522 

Supplementary Table S1: CONSORT guidelines for pilot or feasibility study (2010) 523 

Supplementary Table S2: Satisfaction by prosthesis type (25 participants)  524 

  525 



24 
 

Figures and Tables 526 

Figure 1. Participant inclusion and follow-up during the multimodal prehabilitation 527 

program (MPP) 528 
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Figure 2. Flow of participants in the study. MPP, multimodal prehabilitation program 541 

 542 
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Table 1: Characteristics of participants by prosthesis type 544 

 All patients  

N = 27 

Knee 

prosthesis 

N = 10 

Hip 

prosthesis 

N = 17 

Age (years), mean (SD) 83 (4.3) 82 (4.0) 84 (4.4) 

 <85  15 (56) 7 (70) 8 (47) 

 85 to 90 12 (44) 3 (30) 9 (53) 

 >90 0 (0)  0 (0)  0 (0)  

Male 7 (26) 3 (30) 4 (24) 

Living alone at home 12 (44) 3 (30) 9 (53) 

Assistance at home    

 Nurse 3 (11) 0 (0)  3 (18) 

 Physiotherapist 4 (15) 1 (10) 3 (18) 

 Caregiver 7 (26) 3 (30) 4 (24) 

Education level    

 University 3 (11) 2 (20) 1 (5.9) 

 High school 5 (19) 1 (10) 4 (24) 

 Middle school 5 (19) 2 (20) 3 (18) 

 Primary 5 (19) 4 (40) 1 (5.9) 

 Missing  9 (33) 1 (10) 8 (47) 

Medical history    

Alcohol use 5 (19) 1 (10) 4 (24) 

Charlson Comorbidity Index, median (IQR)  1.0 (0-2.0) 1.0 (1.0-2.0) 0 (0-2.0) 

Neurologic and psychiatric diseases    

 Dementia 0 (0)  0 (0)  0 (0)  

 Parkinson disease 0 (0)  0 (0)  0 (0)  

 Ischemic stroke 1 (3.7) 0 (0)  1 (5.9) 

 Anxiety 4 (15) 1 (10) 3 (18) 

 Depression* 9 (33) 1 (10) 8 (47) 

Cardiovascular diseases    

 Hypertension 16 (59) 10 (100) 6 (35) 

 Coronary artery disease 4 (15) 1 (10) 3 (18) 

 Cardiac failure 2 (7.4) 0 (0)  2 (12) 

 Rythm or conduction disease 5 (19) 1 (10) 4 (24) 

 Thromboembolic disease 2 (7.4) 0 (0)  2 (12) 

 Lower extremity artery disease 1 (3.7) 1 (10) 0 (0)  

Endocrinologic diseases    

 Diabetes 7 (26) 6 (60) 1 (5.9) 

 Dysthyroidism 8 (30) 2 (20) 6 (35) 

Chronic renal disease† 4 (15) 2 (20) 2 (12) 

Orthopedic and rheumatologic diseases    

 Osteoporosis 2 (7.4) 0 (0)  2 (12) 

 Lower or Upper limb fracture  8 (30) 1 (10)  7 (41) 

Number of drugs per day, median (IQR) 6.0 (5.0-7.0) 6.0 (6.0-7.0) 5.0 (4.0-6.0) 

 Polymedication‡ 19 (70) 8 (80) 11 (65) 

 545 
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Table 1: Characteristics of participants by prosthesis type (follow-up) 546 

 547 
 548 
Data are n (%) unless otherwise indicated. 549 
*Current or resolved 550 
†Defined as an eGFR<60 ml.min-1 (Cockcroft & Gault) 551 
‡Defined by at least 5 treatments/day 552 
§According to HAS definition of 2007 553 
||Short form of iADL including four items (Managing Finance, Managing Medications, Using telephone, Managing 554 
transportation). 555 
ADL, Activities Daily Living (Katz); iADL, instrumental Activities Daily Living (4 items); BMI, Body Mass Index EQ-5D-556 
3L,EuroQol 5-dimensions 3-levels; SPPB, Short Physical Performance Battery.  557 

Nutritional status    

Weight (kg), mean (SD) 69 (12) 73 (11) 67 (13) 

BMI (kg/m²), mean (SD) 28 (4.7) 30 (4.5) 26 (4.2) 

Mini Nutritional Assessment score, median (IQR) 26 (24-28) 24 (24-26) 27 (24-29) 

Undernutrition§ 1 (4.0) 0 (0)  1 (6.0) 

Functional status and Quality of life    

ADL, median (IQR) 5.5 (5.5-6.0) 5.5 (5.5-6.0) 6.0 (5.0-6.0) 

Short-iADL, median (IQR)|| 4.0 (3.0-4.0) 4.0 (3.0-4.0) 4.0 (3.0-4.0) 

EQ-5D-3L, mean (SD) 0.51 (0.33) 0.47 (0.28) 0.54 (0.36) 

Oxford Knee Score, median (IQR) 37 (34-40) 37 (34-40) - 

Oxford Hip Score, median (IQR) 35 (29-41) - 35 (29-41) 

SPPB score, median (IQR) 8.0 (6.0-10) 9.0 (6.0-10) 8.0 (6.0-9.0) 

Still driving car 6 (22) 3 (30) 3 (18) 

Walk outside 22 (82) 10 (100) 12 (71) 

Walk inside    

 Without help 17 (63) 6 (60) 11 (65) 

 With mechanic help 9 (33) 4 (40) 5 (29) 
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Table 2: Feasibility and acceptability of the program by prosthesis type 558 

 All 

patients  

N = 27 

Knee 

prosthesis 

N = 10 

Hip 

prosthesis 

N = 17 

Primary outcome    

Performed ODH sessions (total = 6), median (IQR) 6 (5-6) 6 (5-6) 6 (5-6) 

 <50% 1 (4) 0 (0)  1 (6) 

 50-80% 2 (7) 1 (10) 1 (6) 

 >80% 24 (89) 9 (90) 15 (88) 

Secondary outcomes    

Performed home sessions (total = 6), median (IQR) 6 (6-6) 6 (6-6) 6 (6-6) 

 <50% 0 (0) 0 (0) 0 (0) 

 50-80% 2 (7) 1 (10) 1 (6) 

 >80% 21 (78) 7.0 (70) 14 (82) 

 Missing data 4 (15) 2 (20) 2 (11) 

Performed ODH functional sessions (total = 6), median (IQR) 6 (5-6) 6 (5-6) 6 (5-6) 

 With > 50% of exercises performed 6 (5-6) 6 (5-6) 5 (5-6) 

Performed ODH exergame sessions* (total = 6), median (IQR) 5 (3-6) 6 (5-6) 5 (3-6) 

Performed ODH dietary sessions (total = 3), median (IQR) 3 (3-3) 3 (3-3) 3 (2-3) 

Performed ODH psychologic sessions (total = 6), median (IQR) 6 (5-6) 6 (6-6) 6 (5-6) 

Performed ODH cognitive sessions (total = 6), median (IQR) 4 (1-5) 5 (5-6) 3 (1-5) 

Performed ODH empowerment sessions† (total = 10), median (IQR) 10 (9-10) 10 (9-10) 10 (9-10) 

 559 
Data are n (%) unless otherwise indicated. 560 
*exergame sessions: 40-min session with a video game based on motion capture 561 
†empowerment sessions: two 10-min videos during one ODH session explaining post-operative complications and key concepts 562 
of surgery 563 
ODH, one-day hospital; IQR, interquartile range 564 

  565 
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Table 3: Follow-up of participants by prosthesis type 566 

 All patients  

N = 27 

Knee prosthesis 

N = 10 

Hip prosthesis 

N = 17 

Nutritional follow-up    

Weight difference (kg) ODH1-6, mean (SD) 0.58 (1.54) * 0.09 (1.14) 0.95 (1.75) 

Daily protein consumption difference (g/d) ODH1-6, mean (SD) -0.03 (0.27) 0.08 (0.13) -0.09 (0.31) 

Daily water consumption difference (l/d) ODH1-6, mean (SD) -0.20 (0.62) -0.24 (0.87) -0.17 (0.38) 

Psychologic follow-up    

EQ-5D-3L difference ODH1-6, mean (SD) 0.08 (0.24) † 0.02 (0.27) 0.12 (0.22) 

SF-36 difference ODH1-6, mean (SD)    

 Physical functioning 5.31 (9.91) ‡ -6.25 (6.30) 9.17 (7.64) 

 Role limitations due to physical health -6.25 (23.7) -18.8 (23.9) -2.08 (22.5) 

 Role limitations due to emotional problems 0.02 (21.1) -16.7 (33.3) 5.58 (13.0) 

 Energy/fatigue -2.50 (16.9) -3.75 (14.4) -2.08 (0.13) 

 Emotional well-being 2.25  (24.0) -2.00 (10.1) 3.67 (27.4) 

 Social functioning -2.34 (10.5) -3.25 (6.50) -2.04 (11.8) 

 Pain 2.84 (0.27) -6.25 (14.9) 5.88 (16.4) 

 General health 2.50 (18.3) -8.75 (9.46) 6.25 (19.3) 

 Health change 11.0 (34.1) -12.5 (25.0) 18.8 (34.0) 

Functional follow-up    

SPPB difference ODH1-6, median (IQR) 1 (0-2) § 0 (0-1) 2 (0-2) 

 Balance test 0 (0-1) 0 (0-0) 0 (0-1) 

 Gait speed test 0 (0-0) 0 (0-0) 0 (0-1) 

 Chair stand test 0 (0-2) 0 (0-0) 1 (0-2) 

Post-operative follow-up    

LOS in acute unit (days), median (IQR) 7.0 (5.0-10) 6.0 (5.0-8.0) 8.0 (5.0-10) 

LOS in rehabilitation unit (days), median (IQR) 25 (7.5-36) 30 (13-49) 23 (5.0-60) 

Death at 30 days 0 (0) 0 (0) 0 (0) 

Rehospitalization at 30 days 1 (0) 0 (0) 1 (6.0) 

 567 
*Paired t-test between weight at baseline and at the end, P = 0.10 568 
†Paired t-test between EQ-5D-3L score at baseline and at the end of the program, P = 0.16 569 
‡Paired t-test between SF-36 score baseline and the end of the program, P <0.05 570 
§Wilcoxon paired test between SPPB score at baseline and at the end of the program, P = 0.06 571 
 572 
LOS, length of rehabilitation stay; ODH1-6, first to last one-day hospital session; SPPB, Short Physical Performance Battery; 573 
EQ-5D-3L, EuroQol 5-dimensions 3-levels; SF-36, Medical Outcomes Study 36-item short form 574 

  575 



30 
 

Supplementary Figure S1: Change in EuroQol 5-dimensions 3-levels (EQ-5D-576 

3L) and Short Physical Performance Battery (SPPB) scores by prosthesis type 577 

 578 

 579 

 580 

 581 

 582 

 583 

 584 

 585 

 586 

 587 

 588 

 589 

 590 

EQ5D was measured at weeks 1, 3 and 6. SPPB was measured only at weeks 1 and 6. 591 
 592 
Solid line: mean of the hip prosthesis group or knee prosthesis group 593 
Thin line: score progression for each patient 594 
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Supplementary Figure S2: Change in pain score during functional one-day 596 

hospital (ODH) sessions  597 
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 599 
 600 

 601 

 602 
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 610 

 611 

 612 

 613 

 614 

0/10                                                                                                                  10/10 615 
 616 
 617 
          Increasing pain between ODH6 and 1 618 
          Decreasing pain between ODH6 and 1 619 
          Stable pain between ODH6 and 1 620 
 621 
Data are mean pain score on a visual analog scale (0 = no pain, 10 = maximal pain) evaluated by patient at the end of every 622 
ODH functional session (ODH1 to 6).  623 
The variations were described by the difference in pain score between the ODH1 and 6, with a visually graded variation in 624 
color between the 2 sessions. No specific model or statistical test was used. 625 
Missing values for all ODH sessions for 4 patients. If a value was missing for an ODH session, the color is white. 626 
 627 

 628 
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Supplementary Table S1: CONSORT Guidelines for pilot or feasibility study 630 

(2010) 631 

Section/Topic 
Item 
No Checklist item 

Reported 
on page 

No 

Title and abstract 

 1a Identification as a pilot or feasibility randomised trial 
in the title 

1 

1b Structured summary of pilot trial design, methods, 
results, and conclusions (for specific guidance see 
CONSORT abstract extension for pilot trials) 

2-3 

Introduction 

Background 

and objectives 

2a Scientific background and explanation of rationale 
for future definitive trial, and reasons for 
randomised pilot trial 

5-6 

2b Specific objectives or research questions for pilot 

trial 

5-6 

Methods 

Trial design 3a Description of pilot trial design (such as parallel, 
factorial) including allocation ratio 

7-8 

3b Important changes to methods after pilot trial 
commencement (such as eligibility criteria), with 
reasons 

NA 

Participants 4a Eligibility criteria for participants 8 

4b Settings and locations where the data were 

collected 

10-11 

 4c How participants were identified and consented 7 

Interventions 5 The interventions for each group with sufficient 

details to allow replication, including how and when 

they were actually administered 

8-10 & 24 

Outcomes 6a Completely defined prespecified assessments or 
measurements to address each pilot trial objective 
specified in 2b, including how and when they were 
assessed 

10-12 

6b Any changes to pilot trial assessments or 
measurements after the pilot trial commenced, with 
reasons 

NA 

 6c If applicable, prespecified criteria used to judge 
whether, or how, to proceed with future definitive 
trial 

NA 

Sample size 7a Rationale for numbers in the pilot trial 11 

7b When applicable, explanation of any interim 

analyses and stopping guidelines 

NA 

Randomisation:    

Sequence  

generation 

8a Method used to generate the random allocation 

sequence 

NA 

8b Type of randomisation(s); details of any restriction 
(such as blocking and block size) 

NA 
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Allocation 

concealment 

mechanism 

9 Mechanism used to implement the random 
allocation sequence (such as sequentially 
numbered containers), describing any steps taken 
to conceal the sequence until interventions were 
assigned 

NA 

Implementation 10 Who generated the random allocation sequence, 

who enrolled participants, and who assigned 

participants to interventions 

NA 

Blinding 11a If done, who was blinded after assignment to 

interventions (for example, participants, care 

providers, those assessing outcomes) and how 

NA 

11b If relevant, description of the similarity of 

interventions 

NA 

Statistical 

methods 

12 Methods used to address each pilot trial objective 
whether qualitative or quantitative 

11-12 

Results 

Participant flow 

(a diagram is 

strongly 

recommended) 

13a For each group, the numbers of participants who 
were approached and/or assessed for eligibility, 
randomly assigned, received intended treatment, 
and were assessed for each objective 

25 

13b For each group, losses and exclusions after 
randomisation, together with reasons 

25 

Recruitment 14a Dates defining the periods of recruitment and 

follow-up 

13 & 25 

14b Why the pilot trial ended or was stopped 13 

Baseline data 15 A table showing baseline demographic and clinical 

characteristics for each group 

26-27 

Numbers 

analysed 

16 For each objective, number of participants 
(denominator) included in each analysis. If relevant, 
these numbers should be by randomised group 

28-29 

Outcomes and 

estimation 

17 For each objective, results including expressions of 
uncertainty (such as 95% confidence interval) for 
any estimates. If relevant, these results should be 
by randomised group 

NA 

Ancillary 

analyses 

18 Results of any other analyses performed that could 
be used to inform the future definitive trial 

13-15 

Harms 19 All important harms or unintended effects in each 

group (for specific guidance see CONSORT for harms) 

25 

 19a If relevant, other important unintended 

consequences 

NA 

Discussion 

Limitations 20 Pilot trial limitations, addressing sources of potential 
bias and remaining uncertainty about feasibility 

17-18 

Generalisability 21 Generalisability (applicability) of pilot trial methods 
and findings to future definitive trial and other 
studies 

16-17 

Interpretation 22 Interpretation consistent with pilot trial objectives 
and findings, balancing potential benefits and 
harms, and 

15-16 
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considering other relevant evidence 

 22a Implications for progression from pilot to future 
definitive trial, including any proposed amendments 

15-18 

Other information  

Registration 23 Registration number for pilot trial and name of trial 

registry 

NA 

Protocol 24 Where the pilot trial protocol can be accessed, if 

available 

NA 

Funding 25 Sources of funding and other support (such as 

supply of drugs), role of funders 

19 

 26 Ethical approval or approval by research review 
committee, confirmed with reference number 

7 

 632 

Citation: Eldridge SM, Chan CL, Campbell MJ, Bond CM, Hopewell S, Thabane L, et al. CONSORT 2010 633 
statement: extension to randomised pilot and feasibility trials. BMJ. 2016;355. This is an Open Access article 634 
distributed in accordance with the terms of the Creative Commons Attribution (CC BY 3.0) license 635 
(http://creativecommons.org/licenses/by/3.0/), which permits others to distribute, remix, adapt and build upon this 636 
work, for commercial use, provided the original work is properly cited. 637 

*We strongly recommend reading this statement in conjunction with the CONSORT 2010, extension to 638 
randomised pilot and feasibility trials, Explanation and Elaboration for important clarifications on all the items. If 639 
relevant, we also recommend reading CONSORT extensions for cluster randomised trials, non-inferiority and 640 
equivalence trials, non-pharmacological treatments, herbal interventions, and pragmatic trials. Additional 641 
extensions are forthcoming: for those and for up-to-date references relevant to this checklist, see www.consort-642 
statement.org. 643 
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Supplementary Table S2: Satisfaction by prosthesis type (25 participants) 646 

 All patients  

N = 25 

Knee prosthesis 

N = 9 

Hip prosthesis 

N = 16 

Satisfaction at the end of the MPP*    

Entire program quality    

 Very poor 0 (0)  0 (0)  0 (0)  

 Poor 0 (0)  0 (0)  0 (0)  

 Suitable 8 (32) 1 (11) 7 (44) 

 Good 2 (8) 1 (11) 1 (6) 

 Excellent 15 (60) 7 (78) 8 (50) 

Home sessions    

 Moderately satisfied 0 (0)  0 (0)  0 (0)  

 Quite satisfied 4 (16) 2 (22) 2 (12) 

 Very satisfied 21 (84) 7 (78) 14 (88) 

ODH functional sessions    

 Moderately satisfied 0 (0)  0 (0)  0 (0)  

 Quite satisfied 6 (24) 3 (33) 3 (19) 

 Very satisfied 19 (76) 6 (67) 13 (81) 

ODH exergame sessions†    

 Moderately satisfied 7 (28) 3 (33) 4 (25) 

 Quite satisfied 6 (24) 1 (11) 5 (31) 

 Very satisfied 12 (48) 5 (56) 7 (44) 

ODH dietary sessions    

 Moderately satisfied 6 (24) 2 (22) 4 (25) 

 Quite satisfied 8 (32) 1 (11) 7 (44) 

 Very satisfied 11 (44) 6 (67) 5 (31) 

ODH psychological sessions    

 Moderately satisfied 4 (16) 2 (22) 2 (13) 

 Quite satisfied 1 (4) 0 (0)  1 (6) 

 Very satisfied 20 (80) 7 (78) 13 (81) 

ODH empowerment sessions‡    

 Moderately satisfied 1 (4) 0 (0)  1 (6) 

 Quite satisfied 2 (8) 1 (11) 1 (6) 

 Very satisfied 22 (88) 8 (89) 14 (88) 

Entire program duration    

 Too short 4 (16) 1 (11) 3 (19) 

 Too long 0 (0)  0 (0)  0 (0)  

 Well adapted 21 (84) 8 (89) 13 (81) 

ODH session duration    

 Too short 1 (4) 1 (11) 0 (0)  

 Too long 1 (4) 0 (0)  1 (6) 

 Well adapted 23 (92) 8 (89) 15 (94) 

Number of ODH sessions/week    

 Insufficient 0 (0)  0 (0)  0 (0)  

 Too high 0 (0)  0 (0)  0 (0)  

 Perfect 25 (100) 9 (100) 16 (100) 

Satisfaction at 30 days§    

“In your opinion, the protocol has …    

Better prepared you for surgery    

 Little agree 5 (20) 1 (11) 4 (25) 

 Quite agree 7 (28) 3 (33) 4 (25) 

 Totally agree 13 (52) 5 (56) 8 (50) 
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Helped you manage your pain better    

 Little agree 7 (28) 0 (0)  7 (44) 

 Quite agree 11 (44) 5 (56) 6 (38) 

 Totally agree 7 (28) 4 (44) 3 (18) 

Helped you better recover from walking    

 Little agree 7 (28) 3 (33) 4 (25) 

 Quite agree 7 (28) 2 (22) 5 (31) 

 Totally agree 10 (40) 4 (44) 6 (38) 

 Missing value 1 (4.0) 0 (0) 1 (6.0) 

Recovered your ability to perform everyday tasks    

 Little agree 4 (16) 1 (11) 3 (19) 

 Quite agree 12 (48) 4 (44) 8 (50) 

 Totally agree 8 (32) 4 (44) 4 (25) 

 Missing value 1 (4.0) 0 (0) 1 (6.0) 

Helped you feel less anxious before your operation    

 Little agree 7 (28) 2 (22) 5 (31) 

 Quite agree 9 (36) 2 (22) 7 (44) 

 Totally agree 8 (32) 5 (56) 3 (19) 

 Missing value 1 (4.0) 0 (0) 1 (6.0) 

“Would you recommend this protocol to someone you 

know?” 

   

 Yes 25 (100) 9 (100) 16 (100) 

 No 0 (0)  0 (0)  0 (0)  

Data are n (%). 647 

MPP, multimodal prehabilitation program; ODH, one-day hospital 648 

*qualitative structured questionnaires by phone after ODH session 6 and before surgery 649 
†exergame sessions: 40-min session with a video game based on motion capture 650 
‡empowerment sessions: two 10-min videos during one ODH session explaining post-operative complications and key concepts 651 
of surgery 652 
§phone-based structured interviews with patients, 30 days after surgery 653 
 654 

 655 

 656 


