
Prehabilitation in 
Type 2 Intestinal Failure

Prehabilitation is a proactive personalised approach that prepares patients physically,           
nutritionally and psychologically for surgery. It aims to improve pre- and post-operative health,  
and reduce postoperative complications. It is patient-centred with consideration to pre-        
existing co-morbidities and physical limitations. It involves a multidisciplinary team (MDT), 
which includes colorectal surgeons, gastroenterologists, specialist dietitians, specialist nurses, 
ward nurses, pharmacists, occupational therapists (OTs), physiotherapists (PTs) and clinical 
psychologists (CPs). PTs and OTs provide unique clinical skills in all aspects of prehabilitation, 
so are particularly beneficial to type 2 intestinal failure (IF) patients. Sometimes rehabilitation 
to restore baseline function may be needed before prehabilitation can begin (especially if high 
frailty index scores). 

Key points 

1.  Prehabilitation before intestinal continuity surgery reduces 
 postoperative complications and facilitates recovery. 

2.  Patients undergoing major surgery benefit from being in good 
 physical, nutritional and psychological readiness. 

3.  Selection of IF patients for prehabilitation follows a multidisciplinary 
 assessment of clinical appropriateness (includes medical history 
 and co-morbidities), physical (functional) capacity, nutritional 
 and psychological (including motivation) status. 

4.  Physiological assessment may utilise a simple bedside screening 
 tool (e.g. the Timed Up and Go Test [TUG]) which is a strong 
 predictor of mortality and fall risk.  

5.  Psychological assessment tools such as the Hospital Anxiety 
 and Depression Scale (HADS) and EuroQol-5-Dimension 5-Level 
 (EQ-5D-5L) may be used to assess anxiety, depression, and 
 health-related quality of life.  

6.  The nutrition support team (NST) leads nutritional assessment, 
 optimisation, and ongoing review to support surgical readiness 
 and postoperative recovery. 

7.  On admission to an IF unit body mass index (BMI) and percentage 
 weight loss (%WL) should be determined. A mid upper arm 
 circumference and triceps skinfold may be measured to calculate 
 mid arm muscle circumference (MAMC). Calf circumference and 
 hand grip dynamometry may be determined. 

8.  Bioelectrical impedance assessments and a recent computerised 
 tomography (CT) scan may be helpful to quantify body composition 
 on admission and in outpatients 

9.  OTs help patients (and their families/careers) to maximise 
 independence, engagement, and quality of life. Interventions 
 focus on functional activities such as personal care, domestic 
 tasks, shopping, and mobility. 

10. Physiotherapy, in a safe designated area, aims to optimise 
 pre-operative cardiovascular fitness using high intensity interval 
 training (HIIT), stair climbing, brisk walking, step-ups, resistance 
 and strength training. Inspiratory muscle training, alongside 
 discussions around postoperative expectations and airway 
 clearance techniques, help reduce postoperative complications. 

11.  Cardiopulmonary exercise testing (CPET) should be incorporated 
 into prehabilitation where feasible to objectively assess fitness, 
 stratify perioperative risk, and guide surgical and anaesthetic 
 planning. 

12. CPs will identify psychological issues (e.g. anxiety, low mood 
 and trauma symptoms) and use interventions (e.g. cognitive 
 behavioural therapy [CBT] and/or acceptance and commitment 
 therapy [ACT]). 

13. Patient-centred, realistic goals should be set within an appropriate 
 timeframe, targeting short-term functional, nutritional and 
 psychological improvements. These goals should be regularly 
 reviewed and adapted in collaboration with the MDT. 

14. PTs, OTs and CPs should attend IF MDT meetings, contributing 
 updates on prehabilitation and helping prioritise patients for 
 upcoming surgery (or CPET). 

15. Regular monitoring/assessment results should be documented 
 and communicated to the MDT. 
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Explanations 

1.  Prehabilitation is a multimodal and personalised intervention that 
 improves physical, nutritional and psychosocial readiness for 
 surgery. Before major procedures, such as intestinal continuity 
 surgery, it enhances mobility, strength and pulmonary function, 
 so improving postoperative recovery. It reduces postoperative 
 pain, length of hospital stay, and the need for intensive care. 
 Factors such as mood, trauma symptoms, cognitive capacity 
 and health beliefs impact surgical recovery and complication risk. 
 Prehabilitation also promotes healthier lifestyle behaviours, and 
 long-term wellbeing. 

2.  Major surgery can be likened to ‘running a marathon’, and patients 
 require physical, nutritional and psychological preparation to 
 cope with the physiological demands it places on the body. 
 The PT and OT play a key role in optimising strength, resilience, 
 and functional capacity prior to surgery, while reducing the risk 
 of immobility-related complications such as chest infections, 
 venous thromboembolism, and muscle wasting.  

3.  Patients admitted for inpatient management of IF may experience 
 significant physical and psychological deconditioning related to 
 previous surgery, infection and poor nutrition, and often require a 
 period of rehabilitation to restore function before commencing 
 prehabilitation. The MDT should screen IF patients prior to major 
 intestinal surgery as not all patients are suitable for prehabilitation. 
 Prehabilitation should be tailored to each patient’s medical history, 
 type and cause of IF, post-surgical considerations, and the presence 
 of drains, stoma or fistulae, while prioritising what matters most 
 to them. 

4.  Assessment of physical function helps therapists establish a 
 patient’s baseline ability and guide individualised rehabilitation 
 or prehabilitation. Measures such as muscle strength, balance, 
 falls history, stair climbing, and sit-to-stand performance assess 
 mobility and functional independence, while the Barthel Index 
 evaluates independence in activities of daily living (ADLs). Screening 
 tests for functional capacity include SARC-F, which helps identify 
 sarcopenia which is common in IF patients. SARC-F asks about 
 strength, assistance in walking, rising from a chair, climbing stairs, 
 and a history of falls and functional capacity. The Six-Minute Walk 
 Test (6MWT) or Stair-Climbing Test (SCT) may also help. 

5.  HADS helps identify clinically significant anxiety or depression 
 that may affect motivation and adherence to prehabilitation 
 programmes. The EQ-5D-5L measures health-related quality of 
 life across five domains – mobility, self-care, usual activities, 
 pain/discomfort, and anxiety/depression – along with a visual 
 scale where patients rate their overall health. Using these tools 
 allows clinicians to monitor psychological wellbeing and identify 
 changes in anxiety, mood, or perceived health. Early identification 
 of difficulties allows provision of support. Screening should also 
 consider patient motivation, understanding of surgery, personal 
 resilience and social support. In addition, more specific psychological 
 tools may be employed where required. These include the PCL-5 
 when trauma symptoms are indicated and the Montreal cognitive 
 assessment (MoCA) or Mini-Mental State Examination (MMSE) 
 when age-related cognitive decline or delirium-related cognitive 
 vulnerability may be relevant to patient decision-making. HADS or 
 the Patient Health Questionnaire-9 (PHQ-9) (detects and scores 
 the severity depression) are used to monitor functional and 
 psychological status, and health-related quality of life throughout 
 prehabilitation, following surgery, and prior to discharge. 

6.  Optimal nutrition is a critical component of prehabilitation, 
 supporting immune function, energy reserves and tissue healing 
 following surgery. The NST develops an individualised nutrition 
 plan tailored to the patient’s clinical condition and nutritional 
 requirements. This may include oral nutritional supplements, 
 enteral feeding, and/or parenteral support. 

7.  Standard nutritional screening starts with the ‘Malnutrition 
 Universal Screening Tool’ (‘MUST’) tool before more advanced 
 assessments. Hand grip is a good indicator of functional status. 

8.  Sequential bioelectrical impedance measurements act as a 
 prognostic marker, where low values are linked to malnutrition, 
 sarcopenia, and poor clinical outcomes. An improvement in a 
 patient’s phase angle measurements may be a good prognostic 
 indicator. A patient’s Phase Angle reflects cell membrane integrity, 
 muscle mass and hydration, with higher values indicating better 
 cellular health. 

9.  OTs work alongside the PTs to deliver holistic, activity-based 
 exercise programmes. OTs may also use mindfulness and 
 relaxation techniques to manage anxiety and its impact on gut 
 health, support flexible routines and time management to 
 accommodate symptoms, and apply cognitive rehabilitation 
 strategies to aid memory and cognitive performance. OTs 
 encourage patients to socialise even during inpatient stays to 
 build confidence in social settings. They may take patients on 
 trips outside the wards (e.g. visits to hospital gardens, the chapel 
 and onsite shops). Postoperatively OTs facilitate discharge and 
 transition back to home and life roles.  

10. PTs play a key role in preparing patients for surgery by improving 
 physical fitness, functional capacity, and overall physiological 
 resilience. Centres should have safe and designated areas for 
 physical prehabilitation to be completed. HIIT, when consistently 
 performed, improves cardiovascular fitness. HIIT sessions can 
 be performed in many ways including on bicycle ergometers 
 or treadmills. For patients unable to use a standard bike (e.g. 
 because of drains) a recumbent bike is a suitable alternative. 
 Sessions typically alternate between two resistance levels, low 
 and high vigorous bursts, with patients aiming for 3 minutes at 
 low level and 2 minutes at the other. These timings are based on 
 the patient’s cardiovascular response to exercise. Each session 
 aims for 4 to 6 intervals. The Modified Borg Dyspnoea Scale 
 (MBS) is used to rate exertion, breathlessness, and fatigue, 
 with patients scoring from 0 (no breathlessness) to 10 (maximal 
 breathlessness) and should be utilised when HIIT is performed. 
 For effective and safe HIIT, PTs aim to reach 80% of the predicted 
 maximum heart rate of the patient during vigorous bursts. FITT 
 (frequency, intensity, time, type) principles are then utilised to 
 adapt parameters as fitness improves. Throughout each session, 
 rate of perceived exertion, heart rate and oxygen saturation are 
 closely monitored. The aim should be 2-3 HIIT sessions weekly 
 for effectiveness, complemented by additional activities including 
 resistance training and low intensity aerobic exercise. PTs may 
 employ an inspiratory muscle training (IMT) device pre-operatively 
 as these reduce post-operative pulmonary complications. Patients 
 who may most benefit from pre-operative IMT include those with 
 chronic respiratory conditions (e.g. COPD), obesity, obstructive 
 sleep apnoea and frailty. PTs, prior to surgery, should teach airway 
 clearance exercises to be used after surgery to prevent chest 
 infections. PTs also discuss with the patient what to expect in 
 the acute post-operative stage and the rehabilitation journey 
 after surgery. 

11.  CPET should be undertaken at an appropriate point during 
 prehabilitation to provide an objective assessment of preoperative 
 exercise capacity, identify physiological limitations, and support 
 perioperative risk stratification. CPET guides preoperative 
 optimisation and prehabilitation, assesses response to therapy, 
 and contributes to surgical and anaesthetic planning. Patients 
 who are already optimised or have completed home-based 
 prehabilitation may undergo baseline CPET on admission, 
 whereas more deconditioned patients typically complete 
 approximately six weeks or more of physical prehabilitation 
 before initial testing. CPET results should guide decisions on 
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 proceeding to surgery or continuing prehabilitation, with repeat 
 CPET or anaesthetic review undertaken following further optimisation 
 as agreed by the multidisciplinary team. If CPET is not feasible 
 due to musculoskeletal or other limitations, alternative assessments 
 such as the 6MWT or Duke Activity Status Index (DASI) may be 
 used to evaluate functional capacity and inform perioperative 
 risk assessment. 

12.  Motivation and engagement with MDT support are important 
 factors in successful rehabilitation. Patients experiencing low 
 mood or depression related to disease burden may benefit from 
 early psychological support. CPs use formulation models such 
 as biopsychosocial and cognitive–behavioural frameworks to 
 understand patient difficulties and deliver evidence-based 
 interventions including CBT, ACT, as well as relaxation and 
 mindfulness techniques where appropriate. Patients with 
 IF often experience prolonged hospitalisation, medical trauma, 
 lifestyle disruption and body-image changes.  

13.  Short and long-term goals should follow the SMART framework 
 (Specific, Measurable, Achievable, Relevant, Time-bound). 
 Short-term goals should focus on incremental improvements
 in functional capacity, strength, or psychological wellbeing, 
 while long-term goals should aim for overall readiness for surgery, 
 addressing both physical fitness and mental resilience. Patient-
 centred goal setting enhances engagement, motivation and 
 adherence to the prehabilitation programme, supports individualised 
 therapy, and contributes to optimal surgical outcomes and 
 recovery. Goals should be regularly reviewed and adapted in 
 collaboration with the MDT to reflect patient progress and 
 evolving clinical needs. Therapists should engage in regular 
 discussions with patients undergoing prehabilitation to manage 
 expectations regarding surgical readiness, potential outcomes, 

 and the recovery process. These conversations help patients 
 understand the goals of prehabilitation, the anticipated timeline 
 to achieve physical and psychological fitness, and any limitations 
 or challenges they may encounter. Clear communication promotes 
 informed shared decision-making, supports adherence to the 
 prehabilitation programme, reduces anxiety, and helps patients 
 maintain realistic expectations about postoperative recovery and 
 long-term outcomes. Discussions should be ongoing, personalised, 
 and documented, with input from the MDT as needed to ensure 
 coordinated care. 

14.  IF MDT meetings review a patients’ progress, management plans, 
 and ongoing challenges with therapists in attendance. Medical 
 and therapy teams should collaboratively prioritise patients (for 
 example new patients or those with upcoming surgery or planned 
 CPET). Therapy teams provide updates on rehabilitation or 
 prehabilitation progress and highlight barriers/challenges. 

15.  Simple, bedside non-invasive measures should be repeated 
 monthly and/or at each clinic review or in the case of hand grip 
 dynamometry this can be measured weekly. Assessment results 
 should be documented and communicated to the MDT at weekly 
 case meetings. Regular review helps avoid prolonged and 
 potentially unnecessary hospital stays. Patients may benefit 
 from visualising improvements through repeated outcome 
 measures. Commonly used measures include the 6MWT, Barthel 
 Index, EQ-5D-5L and HADS. These tools are used to monitor 
 functional capacity, psychological status, and health-related 
 quality of life throughout prehabilitation, following surgery, and 
 prior to discharge. While dietitians focus on nutritional optimisation, 
 PTs and OTs deliver rehabilitation to improve strength, mobility, 
 engagement, motivation, and functional independence. 
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