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Background: Esophageal cancer and curative treatment have a significant impact on the physical fitness
of patients. Knowledge about the course of physical fitness during neoadjuvant therapy and esoph-
agectomy is helpful to determine the needs for interventions during and after curative treatment. This
study aims to review the current evidence on the impact of curative treatment on the physical fitness of
patients with esophageal cancer.
Methods: A systematic literature search of PubMed, Embase, Cinahl and the Cochrane Library was
conducted up to March 29, 2021. We included observational studies investigating the change of physical
fitness (including exercise capacity, muscle strength, physical activity and activities of daily living) from
pre-to post-neoadjuvant therapy and/or from pre-to post-esophagectomy. Quality of the studies was
assessed and a meta-analysis was performed using standardized mean differences.
Results: Twenty-seven articles were included. After neoadjuvant therapy, physical fitness decreased
significantly. In the first three months after surgery, physical fitness was also significantly decreased
compared to preoperative values. Subgroup analysis showed a restore in exercise capacity three months
after surgery in patients who followed an exercise program. Six months after surgery, there was limited
evidence that exercise capacity restored to preoperative values.
Conclusion: Curative treatment seems to result in a decrease of physical fitness in patients with
esophageal cancer, up to three months postoperatively. Six months postoperatively, results were con-
flicting. In patients who followed a pre- or postoperative exercise program, the postoperative impact of
curative treatment seems to be less.

© 2021 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license

(http://creativecommons.org/licenses/by/4.0/).
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1. Introduction

Esophageal cancer is the ninth most common cancer and the
sixth most common cause of cancer deaths worldwide [1]. The
curative treatment for esophageal cancer increasingly involves a
combination of treatments, most usually neoadjuvant chemo-
therapy or chemoradiotherapy, followed by surgical resection of
the esophagus [2,3]. With this regimen a five year overall survival
rate of almost 50% can be achieved [4]. However, esophageal cancer

and curative treatment have a significant impact on the physical
fitness of patients. At diagnosis many patients are already faced
with a decline of their physical fitness due to the cancer itself [5,6],
and each treatment intervention may lead to a further decline of
the physical fitness [7—10] which frequently persists in the long
term [11].

A decline in preoperative physical fitness seems to be negatively
associated with the outcomes after surgery [12]. The presence of
sarcopenia [13] and a decrease in muscle strength [14], exercise
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capacity [15] and physical activity [16,17] in the preoperative phase
have shown to be associated with a higher risk of postoperative
complications and mortality in patients with esophageal cancer. In
addition, a decline in physical fitness may have a negative impact
on health related quality of life for cancer survivors [18,19].

Accordingly, to optimize patient outcomes, an important aim of
esophageal cancer treatment is to preserve or restore the physical
fitness of patients [20,21]. To achieve an optimal physical fitness,
knowledge about the course of physical fitness during the treat-
ment pathway is essential. The course of physical fitness may give
insight into the separate influence of neoadjuvant therapy and
surgery on the physical fitness of patients with esophageal cancer
and into the ability of patients to recover to their physical fitness
level prior to curative treatment. This knowledge will be helpful to
determine the specific needs for interventions during and after
curative treatment.

An earlier performed systematic review evaluated the impact of
curative treatment on physical fitness in esophageal and gastric
cancer patients and found a significant reduction of the exercise
capacity after neoadjuvant therapy and surgery [12]. However, the
impact on other physical fitness measures, including muscle
strength and physical activity, remained unclear [12]. Furthermore,
the impact of surgery was only described in studies with low
numbers of participants, and there was little evidence about the
long-term impact of surgery [12]. Because a considerable number of
new studies have recently been published in this field, an update of
this systematic review is warranted. Therefore, the aim of this
systematic review and meta-analysis is to summarize the current
evidence on the impact of neoadjuvant therapy and surgery on the
physical fitness of patients with esophageal cancer.

2. Methods

This systematic review follows the guidelines outlined in the
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) [22]. Analytical methods and inclusion criteria
were specified in advance and have not been changed post hoc.

2.1. Search strategy

The electronic databases PubMed, Embase, Cinahl and the
Cochrane Library were searched for eligible articles up to March 29,
2021. The search strategy consisted of three components: (1)
esophageal cancer, (2) neoadjuvant therapy or esophagectomy and
(3) physical fitness. The complete search strategy can be found in
online supplementary appendix A. Articles were included in this
systematic review if: (1) study participants were patients with
esophageal cancer receiving curative treatment consisting of neo-
adjuvant therapy and/or esophagectomy, (2) the change of physical
fitness was measured from pre-to post-neoadjuvant therapy and/or
from pre-to post-esophagectomy, (3) physical fitness was measured
in terms of exercise capacity, physical activity, muscle strength or
activities of daily living and (4) the study was a longitudinal,
observational study published in full text in English, Dutch or
German. Studies were excluded if both patients with esophageal
and gastric cancer were included and no separate analyses for pa-
tients with esophageal cancer were available. Observational studies
including other interventions (e.g. physiotherapeutic and/or di-
etetic interventions) as part of usual care treatment were not
excluded, since the implementation of interventions aimed to
improve or preserve physical fitness are more and more imple-
mented in usual care treatment for patients with esophageal cancer
[20,21].
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2.2. Selection of studies

Two independent reviewers determined article eligibility for
inclusion. Initially, articles were screened for eligibility on title and
abstract. When titles and abstracts implied that an article was
potentially eligible for inclusion, the full text article was retrieved.
In addition, reference tracking was performed for all included
articles.

2.3. Assessment of risk of bias

Risk of bias was assessed independently by two researchers,
who were blinded to each other's quality assessment. All studies
were assessed using the National Heart, Lung, and Blood Institute
(NHLBI) quality assessment tool for before-after (pre- and post-
intervention) studies [23]. The assessment tool includes 12 items.
However, the twelfth quality item was not applicable for the studies
in this review, because it assesses aspects concerning interventions
that were conducted at group-level. The researchers evaluated the
remaining 11 items as ‘yes’, ‘no’, ‘not applicable’, ‘cannot deter-
mine’, or ‘not reported’. This assessment was used to guide the
overall rating for the quality of each study as ‘good’, ‘fair’, or ‘poor’
[23]. Following the guidelines from the assessment tool, no cut-off
points were used. For any item assessed with ‘no’, the reviewer had
to consider the potential risk of bias in the study [23]. Globally, a
good study has low risk of bias and is considered valid. A fair study
is prone to some bias but this is insufficient to invalidate its find-
ings, varying in its strengths and weaknesses. Key items to down-
grade the quality of a study were the inclusion of a selective sample
of study participants, a high loss to follow-up and the lack of formal
statistical tests. A poor study has high risk of bias and is considered
invalid [23]. The percentage of agreement on the 11 items between
the reviewers was calculated. In case of disagreement, consensus
was reached through discussion, and when disagreement persisted
by consulting a third researcher.

2.4. Data extraction

The following data were extracted from the included articles: (1)
author, year and location; (2) sample size; (3) age of the partici-
pants; (4) type of neoadjuvant therapy; (5) outcome measures; (6)
time-points of the measurements; (7) main results. If data were
missing or further information was required, serious attempts were
made to contact the first two authors of the article. If a study
included patients with esophageal and gastric cancer, authors were
contacted to request the separate data of patients with esophageal
cancer.

2.5. Data analysis

A meta-analysis was performed if at least two studies reported
the same outcome in the same time frame. The analyzed time
frames included pre-to post-neoadjuvant therapy measurements
(separated into <2 weeks and >4 weeks after completion of neo-
adjuvant therapy) and pre-to postoperative measurements (sepa-
rated into <1 month, 1-3 months and >6 months postoperatively).
Change scores between measurements with SDs were converted to
a standardized mean difference (SMD) score, and the 95% CI was
calculated. The analyses were performed with Review Manager 5.3
[24], using a random-effects model. Changes over time in physical
fitness were considered small if the SMD was <0.2, moderate if the
SMD was 0.2—0.8 or high if the SMD was >0.8 [25]. The I*> was used
to test heterogeneity between studies. The I> was considered to be
low (<25%), moderate (26—75%) or high (>75%) [26]. In case of high
heterogeneity, subgroup analyses were performed to assess
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whether differences in study characteristics influenced the effect
size obtained. When a meta-analysis was not possible, results were
described narratively.

3. Results

The process of study selection is presented in Fig. 1. The search
strategy identified a total of 1414 articles, including 346 duplicate
studies. 959 articles were excluded based on title and abstract and
82 articles based on full-text version. Finally, a total of 27 articles
were included in the qualitative synthesis and 23 articles in the
meta-analysis. The sample size of the included studies ranged from
12 to 155 participants. A summary of the characteristics and results
of the included studies is displayed in Table 1. Outcome measures
varied widely between the studies. Exercise capacity was measured
using a cardiopulmonary exercise test (CPET) [10,27—30], 6-min
walk test (6MWT) [9,30—38], incremental shuttle walk test
(ISWT) [39], chester step test [40] steep ramp test [41] or 2-min
walk test [42]. Muscle strength was measured in terms of hand
grip strength (HGS) [9,30,31,33,35,41—46], knee extensor muscle
strength [9,30,32,33,38,41], chair stand test [42,47], heel raising
test [47], maximal inspiratory pressure (MIP) [30,42] or maximal
expiratory pressure (MEP) [30]. Physical activity was measured
using accelerometry [31,35], the international physical activity
questionnaire (IPAQ) [32,48], the LASA physical activity question-
naire (LAPAQ) [42] or the physical activity level (PAL) score [49].
Activities of daily living (ADL) were assessed with the modified Katz
scale [50], the modified Lawton and Brody Scale [50] or the
Amsterdam linear disability score [51]. Gait speed was assessed
with a 4-m walk test [44,45].

In several studies an exercise intervention was implemented in
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the pre- or postoperative phase as part of the usual care treatment
(see Supplementary Table A.1). Four studies described a preopera-
tive exercise intervention with the duration of at least one week
[30,33,37,40]. In two studies patients were only advised to be
physically active [41,48], and in two studies patients only received
breathing exercises [34,38]. In the postoperative phase, elements of
the enhanced recovery after surgery (ERAS) protocol were
described in five studies, including early mobilization and airway
clearance techniques during hospital admission [9,33,35,38,47,49].
In one study, patients followed a postoperative mobile health
program after hospital admission [34].

3.1. Assessment of risk of bias

Results of the risk of bias assessment are described in Table 2.
There was agreement between the two reviewers on 76% of the 297
methodological quality items. After a consensus meeting,
disagreement persisted on 10 items, which was resolved by
consulting a third reviewer. The items assessed with ‘Yes’ ranged
from 5 to 10 items in the included studies. Four studies included a
selective sample of study participants, and in only eight studies all
eligible patients were included in the study. In three studies the
curative treatment (intervention) was not clearly described, and
outcome measures were not clearly defined in six studies. Loss to
follow-up was more than 20% in 14 studies and not clearly reported
in six studies. Five studies did not use formal statistical tests to
assess changes in the outcome measures before and after curative
treatment. In ten studies the outcome measures were measured
multiple times before or after curative treatment. Fourteen studies
were rated as ‘good’ [27—32,35,37,40—42,44,45,51], and thirteen
studies were rated as ‘fair’(9,10,33,34,36,38,39,43,46—50].

Records excluded
(n=959)

Full-text articles excluded, with reasons

(n=82)
- Mixed cancer population (n=13)
- Congress abstract only (n=46)
- Combined intervention of esophagectomy and

- No measurement pre- and post-neoadjuvant
therapy and/or surgery (n=6)

- No measure of physical fitness (n=6)
- Randomized or clinical controlled trial (n=8)
- Subgroup of other included study (n=2)

Records excluded, with reasons
(n=4)

- No statistical analysis included (n=2)

- Pooling not feasible because of mixed mean and
median values, with skewness of data (n=1)

- Too few studies to pool construct (n=1)

)
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Fig. 1. Flow chart: search and screening of the included studies.
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Table 1
Characteristics and main results of the included studies.
Author (year)and N Agein nCT Time points Outcome measures Main results
location years or
nCRT
Neoadjuvant therapy
Argudo et al. 17 62.8(11) nCRT - Before - CPET workload (W) 1 113 (35) — 92 (33), p<.001 — 120 (41), p<.001
(2020), Spain®° -1 wk after - CPET VO2peak (ml/kg/min) | 19.4 (3.7) — 15.4 (3.6), p<.001 — 19.8 (4.8), p<.001
- 6 wks after - 6MWT (m) - 506 (67) — 482 (82), p=.234 — 532 (69), p=.004
- MIP (% of pred.) -83(29) — 78 (27), p=212 — 96 (31), p=.045
- MEP (% of pred.) - 81(28) — 76 (23), p=.402 — 92 (29), p=.063
- HGS (kg) -32.4(10.7) - 31.5(11.6), p=.608 — 32.0 (9.9), p=.692
- Quadriceps strength (kg) | 46.0 (15.9) — 38.3 (13.6), p=.038 — 38.3 (10.5), p=.982
Bor et al.(2021), the 91 64 (9) nCRT - Before - HGS (kg) -37(12) —» 36(11), p=.156
Netherlands ' - 2 wks after - Leg extension strength - 398 (79) — 402 (90), p=.667
(Newton)
- Max exercise capacity | 245 (57) — 233 (65), p=.007
(Wpeak)
Ericson et al. 20 66(32- nCRT - Before - Physical activity (PAL score) - 1.4(1.3-1.5) — 1.4 (1.3-1.5), p=.889
(2020), 77)° - After
Sweden*’
Guinan et al. 28 62.9(8.2) nCT - Before - HGS (kg) 1 41.6 (10.3) — 37.3 (8.8), p<.01
(2018), Ireland or - 6 wks after No sign difference between nCT and nCRT group, p=.74
31 nCRT - 6MWT (m) -529.4 (66.8) — after 515.5 (84.2), p=.13

- Physical activity sed beh (% of - 63.0 (11.1) — NR, p=NS
waking hours)
- Physical activity MVPA (min/ - 23.3 (29.5) — NR, p=NS

day)
Haj Mohammad et 76 63 (9) nCRT - 2 wks before - ADL Amsterdam Linear 1 90 (89-90)! — 88 (80-90), p<.01
al.(2016), the -1 wk after Disability Score
Netherlands °'
Halliday et al. 60 66(9.7) nCT - Before - Chester Step Test (pred. VO, -24.3 (6.5) — 23.2 (6.3), p=292 — 25.8 (6.1), p=.001
(2020), United - After max in ml/kg/min)
Kingdom “° - 4-6 wks after
Liedman et al. 29 63(45- nCRT - Before - CPET working capacity (W) | Decrease with 30W, p<.0001
(2001), Sweden 78)° - 4-6 wks after
28
Movahed et 71 66.3 (12) nCRT - Before - HGS (kg) 1 43.2 (19) — 36.1 (20), p<.001 — 36.4 (18), p=.017
al.(2020), Iran ** - After
- 4-6 wks after
Tatematsu et al. 27 63.4(6.8) nCT - Before - Knee extensor muscle -2.5(0.6) — 2.4 (0.5), p=NS
(2013), Japan *? - After strength (Nm/kg)
- 6MWT (m) - 574.9 (77.8) — 565.1 (75.3), p=NS
- IPAQ (MET min/day) -119.1 (0-605.6)° — 99 (0-819), p=NS
Thomson et al. 38 66(10.5) nCT - Before - CPET work rate at AT (W) 1 69.3 (30.3) — 52.5(20.9), p=.002
(2018), Australia or - 4 wks after - CPET VO, at AT (mL/kg/min) | 12.4 (3.0) — 10.6 (2.0), p=.001
29 nCRT - CPET Work rate at peak (W) | 101.6 (32.9) — 92.6 (31.4), p=.030
- CPET VO; at peak (mL/kg/min) | 16.6 (3.6) — 14.9 (3.7), p=.004
No sign difference between nCT and nCRT group, p=NR
Van Egmond et al. 155 62.7 (8.8) nCRT - Before - HGS (% of pred.) -111.0 (25.9) — 114.3 (21.7), p=.19
(2020), The - 1 day preop - 30s CST (% of pred.) -118.1 (28.9) — 117.0 (38.2), p=.91
Netherlands #? - MIP (% of pred.) -119.7 (40.6) — 125.4 (38.5), p=.09
- 2MWT (m) 1 193.6 (29.2) — 202.3 (35.6), p=.001
- LAPAQ (kcal/day) 1 475.4 (550.2) — 864.5 (671.0), p<.001
Von Dobelnetal. 65 63 nCT - Before - CPET (max exercise capacity in | 150 (125-175)¢ — 125 (103-153), p<.001. No difference between nCT
(2016) or - 4-6 wks after W) and nCRT group (p=.06).
Norway and nCRT
Sweden ¢
Wang et al.(2020), 88 64.0(7.2) nCT - Before - HGS (m) 1 27.0 (24.1-30.2) — 26.8 (23.8-28.8), p=.007
China # - 1 day preop - Gait speed (m/s) - 0.91 (0.83-1.00) — 0.90 (0.82-0.99), p=.13
Whibley et al. 24 62(49- nCT - Before - Incremental Shuttle Walk Test - 588.8 (162.2) — 590.4 (144.9), p=.91
(2018), United 74)° - After (m)
Kingdom >°
Esophagectomy
Akiyamaetal. 48 65.7(8.1) NA -1 wk preop (only - 6GMWT (m) | Prehab group: 448.8 (81.5) — 492.9 (79.7)— 431.5 (80), p<.000
(2021), Japan ** for the prehab | Control group: 418.9 (71.8) — 378.0 (68.7), p<.05
group) - HGS right (kg) - Prehab group: 31.0 (9.3) — 31.6 (9.8) — 29.3 (10.5), p=NR
- 1 day preop - Control group: 32.6 (9.9) — 32.1 (8.8), p=NR

394



E.A.E. Reijneveld, P. Bor, ].J. Dronkers et al.

Table 1 (continued )
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Author (year)and N  Age in nCT Time points Outcome measures Main results
location years or
nCRT
- Postop (before - HGS left (kg) - Prehab group: 29.2 (9.4) — 30.6 (9.8) — 28.2 (9.3), p=NR
hospital discharge) - Control group: 32.3 (9.7) — 32.2 (9.0), p=NR
- Knee extensor muscle - Prehab group: 1.7 (0.6) — 1.8 (0.6) — 1.7 (0.6), p=NR
strength right (Nm/kg) - Control group: 1.7 (0.6) — 1.6 (0.6), p=NR
- Knee extensor muscle - Prehab group: 1.8 (0.6) — 1.8 (0.5) — 1.6 (0.5), p=NR
strength left (Nm/kg) - Control group: 1.6 (0.6) — 1.6 (0.7), p=NR
Sign differences in absolute pre- and postoperative 6MWT scores
between groups (p<.001). No sign differences in change scores or other
outcomes measures.
Cheng et al. (2020), 20 62.2 (7.1) NA -1 wk preop - 6MWT (m) - 506 (330-558)! — 469 (276-612), p=22 — 486 (343-682), p=.52
China ** - 1 mo postop
- 3 mo postop
Ericson et al. 20 66(32- NA  -4-6 wks preop - Physical activity (PAL score) - 1.4 (1.3-1.5) — 1.3 (1.2-1.4), p=.065 — 1.3 (1.2-1.4), p=.121°
(2020), Sweden 77)¢ - 3 mo postop
49 - 6 mo postop
Fagevik et al. 12 63.3(9.9) NA - Preop - 10x CST (s) 1 234 (6.0) — 33.9(17.1), p=.045
(2005), Sweden - 2 years postop - 10x heel raising (s) -14.1(3.7) —» 18.4(9.6), p=.113
47
Guinan et al. 36 62.4(8.8) NA - Preop - 6MWT (m) | 502.6 (76.7) — 463.5 (98.4) — 507.8 (87.8), p<.001
(2019), Ireland - 1 mo postop - HGS (kg) -35.5(9.9) — 33.9(9.9) — 35.8(10.9), p=.15
35 - 6 mo postop - Physical activity sed beh (hrs/ | 7.2 (1.6) — 8.7 (1.7) — 8.5 (1.7), p=.002
day)
- Physical activity light int act | 4.1 (1.5) — 2.3 (0.9) — 3.5 (1.4), p<.001
(hrs/day)
- Physical activity MVPA (min/ | 11.5(31.6) — 4.7 (12.9) — 12.5 (24.6), p<.001
day)
Haj Mohammad et 76 63 (9) NA -1 wk after nCRT - ADL Amsterdam Linear - 88 (80-90)¢ — 89 (82-90), p=.146
al.(2016), The - 3 mo postop Disability Score
Netherlands '
Inoue et al. (2016), 34 67.3(8.1) NA - 1-10 days preop - 6MWT (m) | 496 (76) — 409 (108), p<.001
Japan '° - 2 wks postop - knee extensor muscle -26.0(8.5) — 24.7(8.2), p=.08
strength right (kg)
- knee extensor muscle 1 25.2(94) — 22.9(7.8), p=.02
strength left (kg)
- HGS right (kg) 1 30.6 (9.1) — 28.7 (8.6), p=.01
- HGS left (kg) | 28.8 (8.6) — 27.5(7.7), p=.01
Komatsu et al. 29 65.9(45- NA - Preop - IPAQ (MET min/week) - 1382.5(0-16065) — 1386.0(0-12558) — 1287.0(0-16.170) —
(2018), Japan 79)° - 2-4 wks" 1386.0(0-31038), p=NR
-3mo”
-6 mo”

“after discharge

Lidoriki et al. 50 60.8(10.2) NA - Preop - HGS (kg) | McKeown group: 33.2 (8.0) — 30.0 (8.2), p=.018
(2020), Greece *° - 6 mo postop | Ivor Lewis group: 40.1 (8.0) — 35.2 (8.1), p<.001
- Gait speed (m/s) | McKeown group: 1.2 (0.2) — 0.9 (0.2), p=.004
| Ivor Lewis group: 1.2 (0.2) — 1.1 (0.2), p=.029
Murphy et al. 75 62.7(10.3) NA - Preop - HGS (kg, median-+range) -33.5(18-52)° — 31.0 (18-56) — 31.5 (21-54), p=.210
(2021), Ireland - 6 mo postop

46

- 12 mo postop

Otani et al. (2020), 52 63(50- NA - Preop - 6MWT (m) - OE group: 477(395-578)° — 460(276-590) — 450(331-609) —
Japan ¢ 75)° - 3 mo postop 449(344-629) — 460(350-600) — 452(390-612), p=NR
- 6 mo postop - THE group: 431(380-568) — 486(339-552) — 492(383-604) —
- 12 mo postop 500(390-604) — 450(354-594) — 473(432-570), p=NR
- 24 mo postop - MIE group: 488 (348-586) — 456(328-550) — 496(436-590) —
- 60 mo postop 507(428-592) — 530(486-584) — 490(320-548), p=NR
Sign. differences between groups at 3, 6 and 12 mo postop, p<.05
Parameswaran et 86 64(45- NA - Within 3 wks - ADL mod Katz Scale (% | OE group: 88 — 64 — 78 — 56, p=NR
al. (2013), United 84)° preop independent) | LAE group: 90 — 75 — 87 — 96, p=NR
Kingdom °° - 6 wks postop | MIE group: 94 — 73 — 89 — 96, p=NR
- 3 mo postop - iADL mod Lawton and Brody - OE group: 71 — 36 — 33 — 33, p=NR
- 6 mo postop Scale (% independent) - LAE group: 81 —» 50 — 61 — 75, p=NR
- MIE group: 81 — 45 — 53 — 78, p=NR
Piraux et al. (2020), 19 64.0(8.3) NA  -2-4 wks preop - 6MWT (m) | 478 (115) — 516 (116), p=.249 — 438 (119), p=.006"— 553 (131),

Belgium >’

(before
prehabilitation)
- 1 day preop

- 4 wk postop

- 12 wk postop

p=1.000"
“p-values are compared to 1 day preop
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Table 1 (continued )
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Author (year)and N Age in nCT Time points Outcome measures Main results
location years or
nCRT
Taguchi et al. 51 61.7(7.8) NA - Preop - CPET VO2 AT (mL/min) | OE group: 885.0 (223.6) — 681.7 (157.6), p<.0001
(2003), Japan 27 - 3 mo postop | VATS group: 817.1 (161.2) — 662.1 (153.5), p<.0001
No difference between groups, p=.222
- CPET VO2 max (mL/min) | OE group: 1185.6 (300.3) — 916.1 (238.6), p<.0001

| VATS group: 1112.8 (220.2) — 835.6 (233.0), p<.0001
No differences between groups, p=.865

Tatematsu et al. 30 63.6(7.1) NA - Preop - Knee extensor muscle 1 2.3(0.6) — 2.1 (0.6), p<.001

(2013), Japan >®

- Postop (day of  strength (Nm/kg)
hospital discharge) - 6MWT (m)

1 563.3 (73.2) — 485.3 (85.6), p<.001

Van Egmond et al.

155 62.7 (8.8)

NA -1 day preop - HGS (% of pred.)

| 1143 (21.7) - 108.2 (23.3), p=.015 — 104.8 (30.1), p=.001

(2020), The - 1 wk postop - 30s CST (% of pred.) -117.0 (38.2) — 87.6 (34.0), p<.001 — 119.1 (38.1), p=.454
Netherlands #? - 3 mo postop - MIP (% of pred.) 1 125.4 (38.5) — 88.4(33.6), p<.001 — 1204 (38.1), p=.010
- 2MWT (m) 1 202.3 (35.6) — 147.5 (37.2), p<.001 — 191.2 (34.4), p=<.001
- LAPAQ (kcal/day) | 864.5 (671.0) — NR — 453.0 (539.4), p<.001
Von Dobelnetal. 15 63 nCT - Before nC(R)T - CPET (max exercise capacity in | 128 (115-170)¢ — 107 (80-125), p=.001. No difference between nCT
(2016), Norway or - 1-2 years postop W) and nCRT group (p=.81).
and Sweden '° nCRT

Abbreviations: N: number of participants, nCT: neoadjuvant chemotherapy, nCRT: neoadjuvant chemoradiotherapy, NA: not applicable, mo: months, wk: week, HGS: Hand
Grip Strength, 6MWT: Six-Minute Walk Test, sed beh: sedentary behavior, MVPA: moderate to vigorous physical activity, CPET: cardiopulmonary exercise testing, IPAQ:
International Physical Activity Questionnaire, MET: Metabolic Equivalent of Task, AT: anaerobic threshold, VO2: oxygen uptake, CST: Chair Stand Test, light int act: light
intensity activity, hrs: hours, ADL: activities of daily living, iADL: instrumental activities of daily living, pred: predicted, 30s CST: 30-second Chair Stand Test, MIP: maximal
inspiratory pressure, 2 MWT: Two-minute walk test, LAPAQ: LASA physical activity questionnaire, NR: not reported, NS: not significant, OE: Open esophagectomy, THE:
Transhiatal esophagectomy, MIE: Minimally invasive esophagectomy, LAE: laparoscopically assisted esophagectomy, VATS: video-assisted thoracoscopic esophagectomy, |:
significant decrease in physical fitness, 1: significant increase in physical fitness.

2 P values are compared to baseline values.

b Mean + range.

¢ Median + range.

4 Median + Interquartile range

Table 2
Methodological quality of before-after studies using the ‘Quality Assessment Tool for Before—After (Pre-Post) Studies with No Control Group'.

Study 1 2 3 4 5 6 7 8 9 10 11 12 Overall quality rating
Akiyama, 2021 [33] N Y Y Y Y Y Y NR NR N N NA Fair
Argudo, 2020 [30] Y Y Y Y Y Y Y Y Y Y N NA Good
Bor, 2021 [41] Y Y Y Y Y Y Y NR NR Y N NA Good
Cheng, 2020 [34] N Y N N Y Y N NR Y Y Y NA Fair
Ericson, 2020 [49] Y Y Y N N Y N NA N Y Y NA Fair
Fagevik, 2005 [47] N Y Y N Y Y N NR N Y N NA Fair
Guinan, 2018 [31] Y Y Y NR Y Y Y NR N Y N NA Good
Guinan, 2019 [35] Y Y Y N Y Y Y NR N Y Y NA Good
Haj Mohammad, 2016 [51] Y Y Y N Y Y Y NR N Y N NA Good
Halliday, 2020 [40] Y Y Y N Y N Y NR Y Y N NA Good
Inoue, 2016 [15] Y Y N Y Y Y Y NR N Y N NA Fair
Komatsu, 2018 [48] Y Y Y N cD Y Y NR N N Y NA Fair
Lidoriki 2021 [45] Y Y Y N Y Y Y NR NR Y N NA Good
Liedman, 2001 [28] Y Y Y Y Y Y N NR NR Y N NA Good
Movahed, 2020 [43] Y Y N Y Y Y Y NR N Y Y NA Fair
Murphy, 2021 [46] N Y Y Y Y Y Y NR N Y Y NA Fair
Otani, 2020 [36] Y Y Y N cD Y Y NR N NA Y NA Fair
Parameswaran, 2013 [50] N Y Y Y cD Y Y NR N N Y NA Fair
Piraux, 2020 [37] Y Y Y N Y Y Y NR N Y Y NA Good
Taguchi, 2003 [27] Y Y Y Y Y Y N NR NR Y N NA Good
Tatematsu, 2013 [32] Y Y Y N Y Y Y NR NR Y N NA Good
Tatematsu, 2013 [38] Y Y N N Y Y Y NR Y Y N NA Fair
Thomson, 2018 [29] Y Y Y N Y Y Y NR Y Y N NA Good
Van Egmond, 2020 [42] Y Y Y cD Y N Y NR N Y Y NA Good
Von Dobeln, 2016 [10] Y Y Y N Y Y N NR N Y N NA Fair
Wang, 2020 [44] Y Y Y N Y Y Y Y Y Y N NA Good
Whibley, 2018 [39] Y Y Y N Y N Y NR cD NR N NA Fair

(1) Objective clearly stated; (2) eligibility criteria described; (3) representative patient population; (4) all eligible participants enrolled in study; (5) sufficient sample size; (6)
intervention described; (7) outcome measures specified; (8) outcome assessors blinded; (9) loss to follow-up; (10) statistical analysis for pre-to-post changes; (11) interrupted
time-series design; (12) individual data used for group-level effects.

Abbreviations: Y: yes; N: no; NA: not applicable; NR: not reported; CD: cannot determine. Overall quality rating: good, fair or poor.

3.2. Impact of neoadjuvant therapy 49,51]. In seven studies patients received chemoradiotherapy
[28,30,41-43,49,51] and in four studies patients received only
chemotherapy [38—40,44]. In three studies patients received che-

moradiotherapy or chemotherapy [10,29,31]. Forest plots for the

Fourteen studies were identified investigating the change of
physical fitness during neoadjuvant therapy [10,28—32,39—44,
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Std. Mean Difference
IV, Random, 95% ClI

Std. Mean Difference
IV, Random, 95% CI

Study or Subgroup Std. Mean Difference SE  Total Total Weight
1.1.1 Exercise capacity <2 weeks after neoadjuvant therapy

Argudo 2020 -1.3366 04062 16 16 56%
Bar 2021 -0.3548 01316 62 62 11.0%
Halliday 2020 -0.1371 01303 g0 60 11.0%
Tatematsu 2013 (1) -0.2702 05777 30 30 36%
Whibley 2018 0.0237 0.2051 24 24 94%
Subtotal (95% ClI) 192 192 40.5%
Heterogeneity: Tau®= 0.06; Chi*=10.32, df= 4 (P = 0.04); F=61%

Test for overall effect: Z=1.93 (P = 0.05)

1.1.2 Exercise capacity =4 weeks after neoadjuvant therapy

Argudo 2020 01275 0.2549 16 16 8.4%
Egmond 2020 0.2766 0.0841 155 155 11.7%
Guinan 2018 -0.2176 01437 28 28 107%
Liedman 2001 -0.9128 0.2346 26 26 8.8%
Thomson 2018 -0.4508 01566 40 40 105%
Yan Dobeln 2016 -0.683 0.2076 64 65 9.4%
Subtotal (95% CI) 330 330 59.5%
Heterogeneity: Tau®=0.21; Chi*= 46.18, df= & (P = 0.00001); F=89%

Testfor overall effect Z=148{(P=0.14)

Total (95% CI) 522 522 100.0%

Heterogeneity: Tau®= 0.14; Chi®= 59.56, df= 10 (P < 0.00001), = 83%

Testfor overall effect £=2.37 (P=0.02)
Testfor subaroup diferences: Chi*=0.00, df=1 (P =0.98), F= 0%

Before After
Study or Subgroup Std. Mean Difference SE Total Total

Weight

-1.34 [2.13,-0.54]
-0.35 [0.61,-0.10]
-0.14 0,389,012
-0.27 [-1.40, 0.56]

0.02 [0.38, 0.43]
-0.30 [-0.61, 0.00]

0.13 F0.37, 0.63]
0.28[0.11,0.44]
-0.22 [0.50, 0.06]
-0.91 [1.37,-0.45]
-0.45 [0.76,-0.14]

-0.66 [-1.08,-0.28]
-0.30 [-0.69, 0.10]

-0.31 [-0.56, -0.05]

Std. Mean Difference

IV, Random, 95% CI

‘—.7
-
-
-

2

R 0

1

Favours [before] Favours [after]

Std. Mean Difference

IV, Random, 95% CI

1.2.1 Muscle strength <2 weeks after neoadjuvant therapy

-0.19[-0.73,0.359]
-0.18[0.42,0.07]
-0.69 [-1.10,-0.28]
-0.37 [1.17,0.42)
-0.34 [-0.61, -0.07]

-0.13 [0.67, 0.40]

0.10 [0.05, 0.26]
-0.89 [1.56,-0.21]
-0.53 [0.94,-0.13]
-0.61 [1.05,-0.17]
0.37 [-0.77, 0.04]

1y OHM

Argudo 2020 -0.1801 0.2748 14 14 46%
Bor 2021 -0.178 0.1255 65 65 15.0%
Movahed 2020 -0.6889 0.2094 43 48 11.9%
Tatematsu 2013 (1) -0.3714 040487 30 30 6.3%
Subtotal (95% CI) 157 157 42.9%
Heterogeneity: Tau?=0.03; Chi*= 4.59, df= 3 (P =0.20), F= 35%

Test for overall effect: Z=2.45 (P =0.01)

1.2.2 Muscle strength =4 weeks after neoadjuvant therapy

Argudo 2020 -0.1344 02734 14 14 9.7%
Edgrnond 2020 0.105 0.0801 195 155 165%
Guinan 2018 -0.8883 0.3448 23 28 TE%
Movahed 2020 -0.5333  0.207 32 32 120%
Wang 2020 -0.60B7  0.225 88 88 11.3%
Subtotal (95% CI) M7 M7 574%
Heterogeneity: Tau®= 0.16; Chi*= 2114, df= 4 (P = 0.0003); F=81%

Testfor overall effect: Z=1.77 (P = 0.08)

Total {95% CI) 474 474 100.0%

Heterogeneity: Tau®= 0.09; Chi*= 29.26, df= 8 (P = 0.0003); F= 73%
Testfor overall effect: Z= 2.74 (P = 0.006)
Testfor subaroup differences: Chi*=0.02, df=1 (P =0.90), F= 0%

b

o
<>

-0.35[-0.60, -0.10]

2 n 0 1
Favours [before] Favours [after]

Fig. 2. Forest plots of the change in physical fitness from before to after neoadjuvant therapy: (a) change in exercise capacity at <2 weeks, >4 weeks and overall (b) change in

muscle strength at <2 weeks, >4 weeks and overall.

change of exercise capacity and muscle strength during neo-
adjuvant therapy can be found in Fig. 2. Overall, the results showed
a moderate and significant decrease in exercise capacity (SMD -0.31
(—0.56; —0.05), p = .02, I? = 83%) and muscle strength (SMD -0.35
(—0.60; —0.10), p < .01, > = 73%) after neoadjuvant therapy,
respectively with high and moderate heterogeneity. Within two
weeks after neoadjuvant therapy, the decline in exercise capacity
(SMD -0.30 (—0.61; 0.00), p = .05, I> = 61%) and muscle strength
(SMD -0.34 (—0.61; —0.07), p = .01, I? = 35%) was moderate and
significant, both with moderate heterogeneity. At four weeks or
more after neoadjuvant therapy, the decreases in exercise capacity
(SMD -0.30 (—0.69; 0.10), p = .14, I> = 89%) and muscle strength
(SMD -0.37 (—0.77; 0.04), p = .08, I> = 81%) were not significant
with high heterogeneity.

The results for the change of exercise capacity showed high
heterogeneity. In this analysis, two studies included a preopera-
tive exercise program in the curative treatment pathway [30,40],
and therefore, a subgroup analysis was performed on studies
with and without a preoperative exercise intervention. In studies
with an exercise intervention [30,40], exercise capacity restored
after neoadjuvant therapy (SMD -0.08 (-0.31; 0.15, p = .48,
> = 0%), and in studies without an exercise intervention
[10,28—32,39,41,42] exercise capacity decreased after neo-
adjuvant therapy (SMD -0.39 (—0.70; —0.07, p < .01, I> = 86%).
The difference between subgroups was not significant (p = .12).
No subgroup analyses were performed on the results within the
different time frames, since only one study in these analyses
included an exercise intervention.
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Before After Std. Mean Difference Std. Mean Difference
Study or Subgroup Std. Mean Difference SE Total Total Weight IV, Random, 95% CI IV, Random, 95% CI
2.1.1 Exercise capacity <1 month after surgery
Akiyama 2021 -0.7535 0228 25 25 8.3% -0.75[-1.20,-0.30]
Egmond 2020 -1.8054 05187 185 109  432% -1.81 282,070 4————————
Inoue 2016 -0.9659 02935 32 32 72% -0.97 [-1.54,-0.39] _—
Piraux 2020 -1.2769 04647 16 14 48% -1.28[-2.19,-0.37) I —
Tatematsu 2013 (2) -1.3886 0422 3o 0 83% -1.39[-2.22,-0.56] - T
Subtotal (95% CI) 258 210 29.6% -1.07 [-1.40, -0.73] ’
Heterogeneity: Tau®= 002, Chi*=4.74, di=4 (P=0.31); F=16%
Test for overall effect: Z=6.29 (P = 0.00001)
2.1.2 Exercise capacity 1 to 3 months after surgery
Cheng 2020 0165 0.2565 20 16  7.8% 017 [0.34, 0.67] I
Egmond 2020 -0.5307 01525 109 60  95% -0.53[-0.83,-0.23) ——
Guinan 2019 -0.5192 0189 54 43 89% -0.52 [-0.89,-0.15] —
Otani 2020 -0.2688 01478 LY 43 96% -0.27 [[0.56, 0.02] — &=
Piraux 2020 0.0861 0.2958 16 12 71% 0.09 [-0.48, 0.67] —1
Taguchi 2003 -0.8389 0.2156 51 51 8.5% -0.84 [-1.26,-0.42] —
Subtotal (95% CI) 298 230 51.4% -0.36 [-0.62, -0.09] <
Heterogeneity: Tau®=0.07; Chi*=13.60, df=5{P=0.02);, F=63%
Test for overall effect: Z= 2.66 (P = 0.008)
2.1.3 Exercise capacity 6 months after surgery
Guinan 2019 0.0771 01672 52 36 9.3% 0.08 [-0.25, 0.40 —
Otani 2020 01111 0.14 46 46 97% 011 [0.16, 0.39) T
Subtotal (95% CI) 98 82 19.0% 0.10 [-0.11, 0.31] -
Heterogeneity: Tau*=0.00; Chi*=0.02, df=1 {P = 0.88), F=0%
Test for overall effect: Z= 090 {P=0.37)
Total (95% Cl) 654 522 100.0% -0.50 [-0.76, -0.23] 3
Heterogeneity: Tau®= 017, Chi*= 56.63, df=12 (P = 0.00001); F=79% 52 51 b 11 é
Testfor averall effect: Z= 3.67 (P =0.0002) Favours [before] Favours [after]
Test for subgroup differences: Chi*= 3419, df= 2 (P = 0.00001), F= 34.1%

a

Before After Std. Mean Difference Std. Mean Difference
Study or Subgroup Std. Mean Difference SE  Total Total Weight IV, Random, 95% CI IV, Random, 95% CI
2.2.1 Muscle strength <1 month after surgery
Eamond 2020 -0.2358 0.0969 185 109 15.2% -0.24 [-0.43,-0.04] —
Inoue 2016 -0.4872 01891 33 33 11.0% -0.49[-0.86,-0.12] — s
Tatermatsu 2013 (2) -0.6333 0.1925 30 30 109% -0.63 [-1.01,-0.26] ——
Subtotal (95% CI) 218 172 371% -0.41 [-0.66, -0.16] E 3
Heterogeneity: Tau®*=0.03, Chi*=4.08, df=2(FP=013); F=51%
Testfor overall effect Z=3.18 (P = 0.001)
2.2.2 Muscle strength 1 to 3 months after surgery
Egmaond 2020 -0.4201 01277 109 B0 13.8% -0.42 [D.67,-017)] —=
Guinan 2019 -0.2846 0.2243 52 43 96% -0.28[-0.73,014] —= T
Subtotal (95% Cl) 161 103 23.4% -0.39 [-0.61, -0.17] E 2
Heterogeneity: Tau®= 0.00; Chi*=0.24, df=1 (P =063); F=0%
Test for overall effect: Z=3.51 (P = 0.0005)
2.2.3 Muscle strength =6 months after surgery
Fagevik-Olsen 2005 -0.5018 0.3164 12 12 BE% -0.80[1.12,012] —
Guinan 2019 0.0413 D.1669 52 36 12.0% 0.04 [-0.28, 0.37] —
Lidariki 2020 -1.024 01733 50 a0 11.7% -1.02 [-1.36, -0.68] ——
Murphy 2021 -0.2807 0.23189 20 20 9.3% -0.29[-0.75, 0.16] 1
Subtotal (95% Cl) 134 118  39.6% -0.44 [-0.98, 0.09] e =
Heterogeneity: Tau®= 0.25; Chi*= 2012, df= 3 (P = 0.0002); F= 85%
Testfor averall effect Z=1.62 (P=0.11)
Total (95% CI) 513 393 100.0% -0.42 [-0.62, -0.22] '.
Heterogeneity: Tau®= 0.06: Chi*= 24 .98, df= 8 (P = 0.002); F= 6B% 52 51 : 15 é

Test far overall effect: Z=4.08 (P = 0.0001)
Test for subaroup differences: Chi*= 0.04, df= 2 (P = 0.98), F=0%

b
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Fig. 3. Forest plots of the change in physical fitness from before to after esophagectomy: (a) change in exercise capacity at < 1 month, 1-3 months, 6 months after surgery and
overall (b) change in muscle strength at < 1 month, 1-3 months, > 6 months after surgery and overall.

Physical activity was measured in four studies [31,32,42,49].
However, studies reported different forms of physical activity and
in three studies median values were reported because of skewness
in physical activity data. Therefore, physical activity data could not
be pooled. ADL and gait speed were assessed in one study and were
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also not included in the meta-analysis [44,51]. Within two weeks
after neoadjuvant therapy, two studies described no significant
change in physical activity compared to values before neoadjuvant
therapy [32,49] and one study found a significant decrease in ADL
[51]. At four weeks or more after neoadjuvant therapy, physical
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activity did not significantly change in one study [31], and signifi-
cantly increased in another study [42]. One study described a non-
significant decrease in gait speed [44]. In addition, two studies
assessed whether the impact of neoadjuvant therapy on physical
fitness differed between patients treated with chemoradiotherapy
and patients treated with chemotherapy only [10,31]. In both
studies, no significant differences were found in the impact of those
treatment regimens on physical fitness.

3.3. Impact of esophagectomy

Seventeen studies described the impact of esophagectomy on
physical fitness [9,10,27,33—38,42,45—51]. Forest plots for the
change of exercise capacity and muscle strength after esoph-
agectomy compared to preoperative values can be found in Fig. 3.
Overall, the results showed a moderate and significant decline in
exercise capacity (SMD -0.50 (—0.76; —0.23), p < .01, I> = 79%) and
muscle strength (SMD -0.42 (—0.62; —0.22), p < .01, I? = 68%) after
surgery, respectively with high and moderate heterogeneity. In the
first month after surgery, exercise capacity showed a high and
significant decrease with low heterogeneity (SMD -1.07
(—1.40; —0.73), p < .01, I> = 16%) and muscle strength showed a
moderate and significant decrease with moderate heterogeneity
(SMD -0.41 (—0.66; —0.16), p < .01, I> = 51%). Between one and
three months after surgery, there was a moderate and significant
decrease in exercise capacity with moderate heterogeneity (SMD
-0.36 (—0.62; —0.09), p < .01, > = 63%). Muscle strength also
showed a moderate and significant decrease with low heteroge-
neity (SMD -0.39 (—0.61; —0.17), p < .01, I> = 0%). At six months
after surgery, exercise capacity was restored to preoperative values
with low heterogeneity (SMD 0.10 (—0.11; 0.31), p = .37, I> = 0%).
Muscle strength showed a non-significant decrease, with high
heterogeneity (SMD -0.44 (—0.98; 0.09), p = .11, I> = 85%).

The results for the change of exercise capacity showed high
heterogeneity. In the analyses within one month after surgery and
between one and three months after surgery, two studies included
a preoperative exercise intervention [33,37], and one study
included a postoperative exercise intervention [34]. To explore
whether the impact of esophagectomy differed between studies
with and without a pre- or postoperative exercise program,
therefore, a subgroup analysis was performed. In the first month
after surgery, subgroup analyses showed no significant difference
(p = .22) in the impact of esophagectomy on exercise capacity
between studies with an exercise intervention (SMD -0.86
(—1.27; —0.45) [33,37], p < .01, I> = 2%), and studies without an
exercise intervention (SMD -1.24 (—1.70; —0.79), p < .01, I = 8%)
[9,38,42]. Between one and three months after surgery.

Studies with an exercise intervention showed a restore in ex-
ercise capacity (SMD 0.13 (—0.25; 0.51), p = .50, I* = 0%) [34,37],
and studies without an exercise intervention showed a decrease in
exercise capacity (SMD -0.51 (—0.73; —0.29), p < .01, > = 39%)
[27,35,36,42]. The difference between subgroups was significant
(p < .01). No subgroup analyses were performed for the analysis at
six months after surgery since no studies with exercise in-
terventions were included in this analysis.

Physical activity was measured in four studies [35,42,48,49].
Because of the reporting of different constructs of physical activity,
mixed mean and median values, and the lack of statistical analyses
in one study, physical activity data could not be pooled. ADL was
measured in two studies [50,51]. In one study no statistical analyses
were performed, and therefore, ADL data was not included in the
meta-analysis. Gait speed was measured in one study [45], and
could also not be pooled. In the first month after surgery one study
reported a physical activity level comparable to baseline values
[48]. Between one and three months after surgery, physical activity
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was decreased in all four studies, which was significant in two
studies [35,42]. Two studies described a decrease in ADL and
instrumental ADL between one and three months after surgery
[50,51]. At six months after surgery, two studies showed a reduced
physical activity level, which was significant in one study [35,49].
One study described physical activity values similar to baseline
[48]. ADL was still decreased at six months after surgery in patients
who underwent an open ‘esophagectomy’, but restored in patients
who underwent a ‘laparoscopically assisted’ or ‘minimal invasive’
esophagectomy. Instrumental ADL was still decreased in all pa-
tients [50]. Gait speed was also decreased at six months after sur-
gery [45].

4. Discussion

This systematic review and meta-analysis summarizes the
recent literature on the physical fitness of patients with esophageal
cancer during the curative treatment pathway consisting of neo-
adjuvant therapy and esophagectomy. The results showed a mod-
erate and significant decrease in muscle strength and exercise
capacity in the first two weeks after neoadjuvant therapy compared
to values before neoadjuvant therapy. At least four weeks after the
completion of neoadjuvant therapy, exercise capacity and muscle
strength were still decreased, but the results were not significant.
After surgery, exercise capacity and muscle strength decreased
significantly in the first three months compared to preoperative
values. At six months after surgery, there is limited evidence that
exercise capacity restored to preoperative values and muscle
strength showed a non-significant decrease. The results from the
current study are in line with the results of the earlier published
systematic review evaluating the physical fitness in patients with
esophago-gastric cancer [12]. This study also concluded that exer-
cise capacity was significantly reduced after neoadjuvant therapy
and in the first three months after esophagectomy, and that the
long-term impact was unclear. In our review, more studies were
included and a meta-analysis was performed, which strengthens
their conclusions.

After neoadjuvant therapy, the majority of the studies showed a
decrease in physical fitness. Remarkable is the high heterogeneity
in the results at four weeks or more after the completion of neo-
adjuvant therapy. In the subgroup analysis on studies with and
without a preoperative exercise intervention, there was a trend that
neoadjuvant therapy had less impact on exercise capacity in pa-
tients who followed a preoperative exercise program, which partly
explains the high heterogeneity between studies. However, in the
subgroup of studies without a preoperative exercise program, the
heterogeneity between studies remained high. This heterogeneity
is mainly caused by the results from one study, showing an
improvement in exercise capacity after neoadjuvant therapy [42].
In this study, the authors described that the included patients had
higher physical fitness levels compared to normative values [42].
Previous research suggests that patients with higher physical
fitness levels have a better adaptive capacity and resiliency to
stressors like neoadjuvant therapy [52]. Therefore, the high phys-
ical fitness levels of patients in this study may have resulted in the
maintenance or a more rapid restore of the physical fitness during
and after neoadjuvant therapy, in contrast to other included
studies.

In the first three months after esophagectomy, patients were
faced with a significant decline of their exercise capacity compared
to preoperative values. At six months postoperatively, exercise ca-
pacity restored to preoperative values. However, this conclusion
have to be drawn with some caution. Only two studies were
included in this analysis, both using a 6GMWT to measure functional
exercise capacity [35,36]. The 6MWT seems to be a valid measure to
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assess functional exercise capacity in patients with cancer [53].
Nevertheless, the 6MWT is a sub-maximal exercise test and poorly
correlates with maximal exercise capacity, as measured by a CPET
[54]. Furthermore, ceiling effects were described in previous liter-
ature [55,56]. Therefore, it may be questioned whether exercise
capacity is really restored at six months after surgery.

In addition to the postoperative course of exercise capacity, our
study showed a non-significant decrease in muscle strength at six
months after surgery and conflicting results for physical activity
and ADL. Muscle strength, and especially hand grip strength, is
shown to be related to the nutritional status in patients with cancer
[57]. Six months after esophagectomy, a significant weight loss and
reduced nutritional intake were frequently described in patients
with esophageal cancer [58], and therefore, the postoperative
decrease in muscle strength may be explained by a diminished
nutritional status. Accordingly, to achieve a recovery of muscle
strength after esophagectomy, also the nutritional status of patients
has to be taken into account in clinical practice. Similar to the re-
sults on muscle strength, physical activity level and ADL were not
restored in alle studies. However, the measurement methods and
results varied between studies, and a meta-analysis on physical
activity level and ADL was not possible. Therefore, no clear con-
clusions can be drawn about the impact of curative treatment on
physical activity level and ADL. In contrast to exercise capacity and
muscle strength tests, physical activity and ADL provide insight into
the activities that a patient actually performs. Therefore, structural
and more standardized methods to measure physical activity and
ADL during the curative treatment pathway are recommended for
future studies.

Several studies in this review described the implementation and
feasibility of an exercise intervention in the usual care treatment for
patients with esophageal cancer, which may have influenced the
impact of curative treatment on the level of physical fitness
[30,34,37,40]. Therefore, we performed subgroup analyses on
studies with and without exercise interventions. In the preopera-
tive phase, there was a trend that neoadjuvant therapy had less
impact on exercise capacity in patients who followed a preopera-
tive exercise program. However, the difference between subgroups
was not significant, and there were only two studies with exercise
interventions in the subgroup analysis. Therefore, more research is
needed to investigate whether a preoperative exercise program is
effective to improve the preoperative physical fitness. Post-
operatively, the impact of esophagectomy seems to be less in pa-
tients who followed a pre- or postoperative exercise intervention,
with a significant difference between subgroups at three months
after surgery. It is noteworthy that both a pre- and a postoperative
exercise program seem to be beneficial to improve the post-
operative exercise capacity [34,37]. These findings are in line with
previous randomized controlled trials in patients with esophageal
cancer, showing an improved postoperative exercise capacity in
patients who followed a preoperative [59] or a postoperative ex-
ercise program [60,61], compared to the control group. Accordingly,
based on the current evidence, both a preoperative and a post-
operative exercise program may be beneficial to improve physical
fitness in the first months after surgery.

This review describes the course of physical fitness during the
whole curative treatment pathway in patients with esophageal
cancer, and gives a complete overview of the available literature.
There are also some limitations. First, there was a wide variety
between studies in the outcome measures and time points of the
measurements. Although we performed separate analyses on
different time frames in the meta-analysis, the time points of the
measurements within the used time frames were not identical,
which may have caused some bias. Second, in several studies an
exercise intervention was implemented in addition to curative
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(medical) treatment, which may have influenced the impact of
curative treatment on physical fitness in these studies. The per-
formed subgroup analyses on studies with and without an exercise
intervention give insight into the influence from the exercise in-
terventions on the course of physical fitness during curative
treatment. However, there was only a low number of studies with
exercise interventions, and therefore no firm conclusions can be
drawn about the differences between the subgroups.

For clinical practice, monitoring of physical fitness in patients
with esophageal cancer during curative treatment is important to
have insight into the recovery of patients, and to assess whether
patients are able to restore to their physical fitness level prior to
curative treatment. Preoperatively, patients often show a decrease
in their physical fitness level, which has been shown to be a risk
factor for postoperative pulmonal complications [41]. To identify
patients at risk for postoperative complications, it is therefore
recommended to monitor the preoperative physical fitness level at
multiple time points. Postoperatively, curative treatment had a
substantial impact on physical fitness in the first three months, but
seems to be less in studies where patients followed a pre- or
postoperative exercise program. Based on our findings and previ-
ous literature on the effectiveness of exercise interventions in pa-
tients with esophageal cancer [59—61], both pre- and postoperative
exercise programs seem to be beneficial to improve physical fitness
in the first months after esophagectomy. On the longer term, the
impact of esophagectomy on physical fitness was unclear, and
therefore, more knowledge is needed about the long-term impact
of curative treatment on physical fitness in patients with esopha-
geal cancer.

In summary, neoadjuvant therapy and esophagectomy result in
a decreased physical fitness level in patients with esophageal
cancer, up to three months postoperatively. The long-term impact
of curative treatment remained unclear. Based on the decline in
physical fitness, the implementation of a pre- or postoperative
exercise intervention seems to be beneficial to improve the post-
operative physical fitness in patients with esophageal cancer.

Declaration of competing interest

The authors declare that they have no known competing
financial interests or personal relationships that could have
appeared to influence the work reported in this paper.

Acknowledgements

We express our gratitude to all authors of the included studies
for providing additional information and/or data from their studies
(W.A. Allum, Royal Marsden Hospital, UK; G.A. von Dobeln, Kar-
olinska University Hospital, Sweden; M.A. van Egmond, Amsterdam
University of Applied Sciences, the Netherlands; M. Fagevik-Olsén,
Sahlgrenska University Hospital, Sweden; E.M. Guinan, Trinity
College Dublin, Ireland; H. Ichikawa, Niigata University, Japan; 1.
Lidoriki, Laikon Hospital of Athens, Greece; E. Piraux, Catholic
University of Louvain, Belgium; N. Tatematsu, Nagoya University,
Japan).

Data sharing

Data are available on request. Study data (means, SDs, and pa-
tient numbers) per outcome can be requested by e-mailing the
corresponding author.

Funding

No funding was received for the current study.



E.A.E. Reijneveld, P. Bor, J.J. Dronkers et al.

Supplementary data

Supplementary data to this article can be found online at

https://doi.org/10.1016/j.ejs0.2021.08.015.

References

(11

2

[3

[4

[5

[6

17

[8

[9

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

Bray F, Ferlay ], Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer
statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide
for 36 cancers in 185 countries. CA Cancer ] Clin 2018;68(6):394—424. https://
doi.org/10.3322/caac.21492.

Shapiro ], van Lanschot ]JB, Hulshof MCCM, et al. Neoadjuvant chemo-
radiotherapy plus surgery versus surgery alone for oesophageal or junctional
cancer (CROSS): long-term results of a randomised controlled trial. Lancet
Oncol 2015;16(9):1090—8. https://doi.org/10.1016/S1470-2045(15)00040-6.
Reynolds ]V, Preston SR, O'Neill B, et al. ICORG 10-14: NEOadjuvant trial in
adenocarcinoma of the oesophagus and oesophagogastric junction interna-
tional study (Neo-AEGIS). BMC Canc 2017;17(1):401. https://doi.org/10.1186/
s12885-017-3386-2.

American Cancer Society. Cancer facts & figures 2020. American Cancer So-
ciety; 2020.

Al-Majid S, Waters H. The biological mechanisms of cancer-related skeletal
muscle wasting: the role of progressive resistance exercise. Biol Res Nurs
2008;10(1):7—20. https://doi.org/10.1177/1099800408317345.
Anandavadivelan P, Lagergren P. Cachexia in patients with oesophageal can-
cer. Nat Rev Clin Oncol 2016;13(3):185—-98. https://doi.org/10.1038/
nrclinonc.2015.200.

Jack S, West MA, Raw D, et al. The effect of neoadjuvant chemotherapy on
physical fitness and survival in patients undergoing oesophagogastric cancer
surgery. Eur ] Surg Oncol 2014;40(10):1313—20. https://doi.org/10.1016/
j.€§50.2014.03.010.

Reisinger KW, Bosmans JW, Uittenbogaart M, et al. Loss of skeletal muscle
mass during neoadjuvant chemoradiotherapy predicts postoperative mortal-
ity in esophageal cancer surgery. Ann Surg Oncol 2015;22(13):4445—52.
10.1245/s10434-015-4558-4.

Inoue T, Ito S, Ando M, et al. Changes in exercise capacity, muscle strength,
and health-related quality of life in esophageal cancer patients undergoing
esophagectomy. BMC Sports Sci Med Rehabil 2016;8(1). https://doi.org/
10.1186/s13102-016-0060-y.

von Doébeln GA, Nilsson M, Adell G, et al. Pulmonary function and cardiac
stress test after multimodality treatment of esophageal cancer. Practical Ra-
diation Oncology 2016;6(3):e53—9. https://doi.org/10.1016/
j.prro.2015.10.015. 10.1016/j.prro.2015.10.015.

Gannon JA, Guinan EM, Doyle SL, Beddy P, Reynolds ]V, Hussey J. Reduced
fitness and physical functioning are long-term sequelae after curative treat-
ment for esophageal cancer: a matched control study. Dis Esophagus
2017;30(8):1—7. https://doi.org/10.1093/dote/dox018.

O'Neill L, Moran J, Guinan EM, Reynolds JV, Hussey ]. Physical decline and its
implications in the management of oesophageal and gastric cancer: a sys-
tematic review. ] Cancer Surviv 2018;12(4):601—18. https://doi.org/10.1007/
5s11764-018-0696-6.

Makiura D, Ono R, Inoue ], et al. Preoperative sarcopenia is a predictor of
postoperative pulmonary complications in esophageal cancer following
esophagectomy: a retrospective cohort study. J Geriatr Oncol 2016;7(6):
430—6. https://doi.org/10.1016/j.jg0.2016.07.003.

Chen CH, Ho-Chang, Huang YZ, Hung TT. Hand-grip strength is a simple and
effective outcome predictor in esophageal cancer following esophagectomy
with reconstruction: a prospective study. J Cardiothorac Surg 2011;6:98.
https://doi.org/10.1186/1749-8090-6-98.

Inoue T, Ito S, Kanda M, et al. Preoperative six-minute walk distance as a
predictor of postoperative complication in patients with esophageal cancer.
Dis Esophagus 2019;33(2):1—6. doi:10.1093.

Feeney C, Reynolds ]V, Hussey ]J. Preoperative physical activity levels and
postoperative pulmonary complications post-esophagectomy. Dis Esophagus
2011;24(7):489—94. https://doi.org/10.1111/j.1442-2050.2010.01171.X.
Tatematsu N, Park M, Tanaka E, Sakai Y, Tsuboyama T. Association between
physical activity and postoperative complications after esophagectomy for
cancer: a prospective observational study. Asian Pac ] Cancer Prev APJCP
2013;14(1):47-51. https://doi.org/10.7314/apjcp.2013.14.1.47.

Chasen MR, Bhargava R. A rehabilitation program for patients with gastro-
esophageal cancer-a pilot study. Support Care Canc 2010;18(Suppl 2):35.
https://doi.org/10.1007/s00520-010-0828-7.

Husson O, Mols F, Ezendam NP, Schep G, Poll-Franse L V van de. Health-
related quality of life is associated with physical activity levels among colo-
rectal cancer survivors: a longitudinal, 3-year study of the PROFILES registry.
J Cancer Surviv 2015;9(3):472—80. https://doi.org/10.1007/s11764-014-0423-

X.
Guinan EM, Dowds ], Donohoe C, Reynolds JV, Hussey J. The physiotherapist
and the esophageal cancer patient: from prehabilitation to rehabilitation. Dis
Esophagus 2016. https://doi.org/10.1111/dote.12514.

Doganay E, Moorthy K. Prehabilitation for esophagectomy. ] Thorac Dis
2019;11(Suppl 5):5632—8. https://doi.org/10.21037/jtd.2019.02.12.

Moher D, Liberati A, Tetzlaff J, Altman DG, PRISMA Group. Preferred reporting

401

(23]

(24]

[25]

[26]

[27]

[28]

[29]

(30]

(31]

(32]

[33]

[34]

(35]

[36]

(371

[38]

[39]

[40]

[41]

[42]

[43]

[44]

European Journal of Surgical Oncology 48 (2022) 391—402

items for systematic reviews and meta-analyses: the PRISMA statement. ] Clin
Epidemiol 2009;62(10):1006—12. https://doi.org/10.1016/
j-jclinepi.2009.06.005.

National Institutes of Health, National Heart, Lung and Blood Institute. Quality
assessment tool for before-after (pre-post) studies with no control group.
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools.
[Accessed 14 September 2020]. Accessed.

The Nordic Cochrane Centre, The Cochrane Collaboration. Review manager
(RevMan), 5.3; 2014.

Cohen J. Statistical power analysis for the behavioral sciences. Hillsdale, N.J.: L.
Erlbaum Associates; 1988.

Higgins JP, Thompson SG, Deeks ]J, Altman DG. Measuring inconsistency in
meta-analyses. BM] 2003;327(7414):557—60. https://doi.org/10.1136/
bmj.327.7414.557.

Taguchi S, Osugi H, Higashino M, et al. Comparison of three-field esoph-
agectomy for esophageal cancer incorporating open or thoracoscopic thora-
cotomy. Surg Endosc 2003;17(9):1445—50. https://doi.org/10.1007/s00464-
002-9232-9.

Liedman B, Johnsson E, Merke C, Ruth M, Lundell L. Preoperative adjuvant
radiochemotherapy may increase the risk in patients undergoing thor-
acoabdominal esophageal resections. Dig Surg 2001;18(3):169—75. https://
doi.org/10.1159/000050125.

Thomson IG, Wallen MP, Hall A, et al. Neoadjuvant therapy reduces car-
diopulmunary function in patients undegoing oesophagectomy. Int J Surg
2018;53:86—92. https://doi.org/10.1016/].ijsu.2018.03.030.

Argudo N, Rod6-Pin A, Martinez-Llorens ], et al. Feasibility, tolerability, and
effects of exercise-based prehabilitation after neoadjuvant therapy in
esophagogastric cancer patients undergoing surgery: an interventional pilot
study. Dis Esophagus 2021;34(4):doaa086. https://doi.org/10.1093/dote/
doaa086. aa086 [pii].

Guinan EM, Doyle SL, Bennett AE, et al. Sarcopenia during neoadjuvant
therapy for oesophageal cancer: characterising the impact on muscle strength
and physical performance. Support Care Canc 2017. https://doi.org/10.1007/
500520-017-3993-0.

Tatematsu N, Ezoe Y, Tanaka E, Muto M, Sakai Y, Tsuboyama T. Impact of
neoadjuvant chemotherapy on physical fitness, physical activity, and health-
related quality of life of patients with resectable esophageal cancer. Am J Clin
Oncol 2013;36(1):53—6. https://doi.org/10.1097/COC.0b013e3182354bf4.
Akiyama Y, Sasaki A, Fujii Y, et al. Efficacy of enhanced prehabilitation for
patients with esophageal cancer undergoing esophagectomy. Esophagus : Off ]
Japan Esophageal Soc 2021;18(1):56—64. https://doi.org/10.1007/s10388-
020-00757-2.

Cheng C, Ho RTH, Guo Y, et al. Development and feasibility of a mobile
Health—Supported comprehensive intervention model (CIMmH) for
improving the quality of life of patients with esophageal cancer after esoph-
agectomy: prospective, single-arm, nonrandomized pilot study. ] Med
Internet Res 2020;22(8). https://doi.org/10.2196/18946.

Guinan EM, Bennett AE, Doyle SL, et al. Measuring the impact of oesopha-
gectomy on physical functioning and physical activity participation: a pro-
spective study. BMC Canc 2019;19(1). https://doi.org/10.1186/s12885-019-
5888-6.

Otani T, Ichikawa H, Hanyu T, et al. Long-term trends in respiratory function
after esophagectomy for esophageal cancer. ] Surg Res 2020;245:168—78.
https://doi.org/10.1016/j.jss.2019.07.040. 10.1016/j.jss.2019.07.040.

Piraux E, Caty G, Reychler G, Forget P, Deswysen Y. Feasibility and preliminary
effectiveness of a tele-prehabilitation program in esophagogastric cancer
patients. ] Clin Med 2020;9(7):2176. https://doi.org/10.3390/jcm9072176.
Tatematsu N, Hasegawa S, Tanaka E, Sakai Y, Tsuboyama T. Impact of oeso-
phagectomy on physical fitness and health-related quality of life in patients
with oesophageal cancer. Eur J Canc Care 2013;22(3):308—13. https://doi.org/
10.1111/ecc.12030.

Whibley ], Peters CJ, Halliday LJ, Chaudry AM, Allum WH. Poor performance in
incremental shuttle walk and cardiopulmonary exercise testing predicts poor
overall survival for patients undergoing esophago-gastric resection. Eur ] Surg
Oncol 2018;44(5):594—9. https://doi.org/10.1016/j.ejs0.2018.01.242.
Halliday LJ, Doganay E, Wynter-Blyth V, Osborn H, Buckley ], Moorthy K.
Adherence to pre-operative exercise and the response to prehabilitation in
oesophageal cancer patients. ] Gastrointest Surg 2021;25(4):890—9. https://
doi.org/10.1007/s11605-020-04561-2.

Bor P, Kingma BF, Kerst A, et al. Decrease of physical fitness during neo-
adjuvant chemoradiotherapy predicts the risk of pneumonia after esoph-
agectomy. Dis Esophagus 2021:1. https://doi.org/10.1093/dote/doab008.

van Egmond MA, van der Schaaf M, Klinkenbijl JHG, Twisk JWR,
Engelbert RHH, van Berge Henegouwen, et al. The pre- and postoperative
course of functional status in patients undergoing esophageal cancer surgery.
Eur ] Surg Oncol 2020;46(1):173-9. https://doi.org/10.1016/
j-€js0.2019.08.005.

Movahed S, Norouzy A, Ghanbari-Motlagh A, et al. Nutritional status in pa-
tients with esophageal cancer receiving chemoradiation and assessing the
efficacy of usual care for nutritional managements. Asian Pac ] Cancer Prev
APJCP : Asian Pac ] Cancer Prev APJCP 2020;21(8):2315—23. https://doi.org/
10.31557/APJCP.2020.21.8.2315.

Wang P, Chen X, Liu Q, et al. Highlighting sarcopenia management for pro-
moting surgical outcomes in esophageal cancers: evidence from a prospective
cohort study. Int ] Surg 2020;83:206—15. https://doi.org/10.1016/


https://doi.org/10.1016/j.ejso.2021.08.015
https://doi.org/10.3322/caac.21492
https://doi.org/10.3322/caac.21492
https://doi.org/10.1016/S1470-2045(15)00040-6
https://doi.org/10.1186/s12885-017-3386-2
https://doi.org/10.1186/s12885-017-3386-2
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref4
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref4
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref4
https://doi.org/10.1177/1099800408317345
https://doi.org/10.1038/nrclinonc.2015.200
https://doi.org/10.1038/nrclinonc.2015.200
https://doi.org/10.1016/j.ejso.2014.03.010
https://doi.org/10.1016/j.ejso.2014.03.010
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref8
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref8
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref8
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref8
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref8
https://doi.org/10.1186/s13102-016-0060-y
https://doi.org/10.1186/s13102-016-0060-y
https://doi.org/10.1016/j.prro.2015.10.015
https://doi.org/10.1016/j.prro.2015.10.015
https://doi.org/10.1093/dote/dox018
https://doi.org/10.1007/s11764-018-0696-6
https://doi.org/10.1007/s11764-018-0696-6
https://doi.org/10.1016/j.jgo.2016.07.003
https://doi.org/10.1186/1749-8090-6-98
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref15
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref15
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref15
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref15
https://doi.org/10.1111/j.1442-2050.2010.01171.x
https://doi.org/10.7314/apjcp.2013.14.1.47
https://doi.org/10.1007/s00520-010-0828-7
https://doi.org/10.1007/s11764-014-0423-x
https://doi.org/10.1007/s11764-014-0423-x
https://doi.org/10.1111/dote.12514
https://doi.org/10.21037/jtd.2019.02.12
https://doi.org/10.1016/j.jclinepi.2009.06.005
https://doi.org/10.1016/j.jclinepi.2009.06.005
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref24
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref24
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref25
http://refhub.elsevier.com/S0748-7983(21)00685-5/sref25
https://doi.org/10.1136/bmj.327.7414.557
https://doi.org/10.1136/bmj.327.7414.557
https://doi.org/10.1007/s00464-002-9232-9
https://doi.org/10.1007/s00464-002-9232-9
https://doi.org/10.1159/000050125
https://doi.org/10.1159/000050125
https://doi.org/10.1016/j.ijsu.2018.03.030
https://doi.org/10.1093/dote/doaa086
https://doi.org/10.1093/dote/doaa086
https://doi.org/10.1007/s00520-017-3993-0
https://doi.org/10.1007/s00520-017-3993-0
https://doi.org/10.1097/COC.0b013e3182354bf4
https://doi.org/10.1007/s10388-020-00757-2
https://doi.org/10.1007/s10388-020-00757-2
https://doi.org/10.2196/18946
https://doi.org/10.1186/s12885-019-5888-6
https://doi.org/10.1186/s12885-019-5888-6
https://doi.org/10.1016/j.jss.2019.07.040
https://doi.org/10.3390/jcm9072176
https://doi.org/10.1111/ecc.12030
https://doi.org/10.1111/ecc.12030
https://doi.org/10.1016/j.ejso.2018.01.242
https://doi.org/10.1007/s11605-020-04561-2
https://doi.org/10.1007/s11605-020-04561-2
https://doi.org/10.1093/dote/doab008
https://doi.org/10.1016/j.ejso.2019.08.005
https://doi.org/10.1016/j.ejso.2019.08.005
https://doi.org/10.31557/APJCP.2020.21.8.2315
https://doi.org/10.31557/APJCP.2020.21.8.2315
https://doi.org/10.1016/j.ijsu.2020.09.049

E.A.E. Reijneveld, P. Bor, J.J. Dronkers et al.

[45]

[46]

[47]

[48]

[49]

[50]

[51]

[52]

[53]

j-1jsu.2020.09.049.

Lidoriki I, Schizas D, Mylonas KS, et al. Postoperative changes in nutritional
and functional status of gastroesophageal cancer patients. ] Am Coll Nutr
2021:1-9. https://doi.org/10.1080/07315724.2021.1880986.

Murphy CF, Fanning M, Raftery N, et al. Early experience with a nutrition and
survivorship clinic in esophageal cancer. Dis Esophagus 2021;34(2):1. https://
doi.org/10.1093/dote/doaa061.

Fagevik Olsén M, Larsson M, Hammerlid E, Lundell L. Physical function and
quality of life after thoracoabdominal oesophageal resection. Dig Surg
2005;22(1—2):63. https://doi.org/10.1159/000085348.

Komatsu H, Watanuki S, Koyama Y, et al. Nurse counseling for physical ac-
tivity in patients undergoing esophagectomy. Gastroenterol Nurs 2018;41(3):
233-9. https://doi.org/10.1097/SGA.0000000000000252.

Ericson ], Lundell L, Lindblad M, Klevebro F, Nilsson M, Rouvelas I. Assessment
of energy intake and total energy expenditure in a series of patients who have
undergone oesophagectomy following neoadjuvant treatment. Clinical
nutrition ESPEN 2020;37:121-8. https://doi.org/10.1016/
j-clnesp.2020.03.007.

Parameswaran R, Titcomb DR, Blencowe NS, et al. Assessment and comparison
of recovery after open and minimally invasive esophagectomy for cancer: an
exploratory study in two centers. Ann Surg Oncol 2013;20(6):1970. https://
doi.org/10.1245/s10434-012-2848-7.

Haj Mohammad N, de Rooij S, Hulshof M, et al. Activities of daily living and
quality of life during treatment with neoadjuvant chemoradiotherapy and
after surgery in patients with esophageal cancer. ] Surg Oncol 2016;114(6):
684—90. https://doi.org/10.1002/js0.24378.

Ethun GC, Bilen MA, Jani AB, et al. Frailty and cancer: implications for
oncology surgery, medical oncology, and radiation oncology. CA A Cancer ]
Clin 2017;67(5):362—77. https://doi.org/10.3322/caac.21406.

Schmidt K, Vogt L, Thiel C, et al. Validity of the six-minute walk test in cancer

402

[54]

[55]

[56]

[57]

(58]

[59]

[60]

(61]

European Journal of Surgical Oncology 48 (2022) 391—402

patients. Int J Sports Med 2013;34(7):631—6. https://doi.org/10.1055/s-0032-
1323746.

Granger CL, Denehy L, Parry SM, et al. Which field walking test should be used
to assess functional exercise capacity in lung cancer? an observational study.
BMC Pulm Med 2015;15. https://doi.org/10.1186/s12890-015-0075-2.
Dourado VZ, Nishiaka RK, Simoes MSMP, et al. Classification of cardiorespi-
ratory fitness using the six-minute walk test in adults: comparison with
cardiopulmonary exercise testing. Pulmonology 2021. https://doi.org/
10.1016/j.pulmoe.2021.03.006.

Puente-Maestu Luis L. Physiological rationale of commonly used clinical ex-
ercise tests. Pulmonology 2020;26(3):159—65. https://doi.org/10.1016/
j.pulmoe.2019.10.004.

Tanaka K, Taoda A, Kashiwagi H. The associations between nutritional status,
physical function and skeletal muscle mass of geriatric patients with colo-
rectal cancer. Clinical Nutrition ESPEN 2021;41:318—24. https://doi.org/
10.1016/j.cInesp.2020.11.009.

Baker M, Halliday V, Williams RN, et al. A systematic review of the nutritional
consequences of esophagectomy. Clin Nutr 2016;35(5):987—94. https://
doi.org/10.1016/j.cInu.2015.08.010.

Minnella EM, Awasthi R, Loiselle SE, Agnihotram RV, Ferri LE, Carli F. Effect of
exercise and nutrition prehabilitation on functional capacity in esoph-
agogastric cancer surgery: a randomized clinical trial. JAMA Surg
2018;153(12):1081—-9. https://doi.org/10.1001/jamasurg.2018.1645.

van Vulpen JK, Hiensch AE, van Hillegersberg R, et al. Supervised exercise after
oesophageal cancer surgery: the PERFECT multicentre randomized clinical
trial. Br ] Surg 2021;108(7):786—96. https://doi.org/10.1093/bjs/znab078.
O'Neill LM, Guinan E, Doyle SL, et al. The RESTORE randomized controlled
trial: impact of a multidisciplinary rehabilitative program on cardiorespira-
tory fitness in esophagogastric cancer survivorship. Ann Surg 2018;268(5):
747-55. https://doi.org/10.1097/SLA.0000000000002895.


https://doi.org/10.1016/j.ijsu.2020.09.049
https://doi.org/10.1080/07315724.2021.1880986
https://doi.org/10.1093/dote/doaa061
https://doi.org/10.1093/dote/doaa061
https://doi.org/10.1159/000085348
https://doi.org/10.1097/SGA.0000000000000252
https://doi.org/10.1016/j.clnesp.2020.03.007
https://doi.org/10.1016/j.clnesp.2020.03.007
https://doi.org/10.1245/s10434-012-2848-7
https://doi.org/10.1245/s10434-012-2848-7
https://doi.org/10.1002/jso.24378
https://doi.org/10.3322/caac.21406
https://doi.org/10.1055/s-0032-1323746
https://doi.org/10.1055/s-0032-1323746
https://doi.org/10.1186/s12890-015-0075-2
https://doi.org/10.1016/j.pulmoe.2021.03.006
https://doi.org/10.1016/j.pulmoe.2021.03.006
https://doi.org/10.1016/j.pulmoe.2019.10.004
https://doi.org/10.1016/j.pulmoe.2019.10.004
https://doi.org/10.1016/j.clnesp.2020.11.009
https://doi.org/10.1016/j.clnesp.2020.11.009
https://doi.org/10.1016/j.clnu.2015.08.010
https://doi.org/10.1016/j.clnu.2015.08.010
https://doi.org/10.1001/jamasurg.2018.1645
https://doi.org/10.1093/bjs/znab078
https://doi.org/10.1097/SLA.0000000000002895

	Impact of curative treatment on the physical fitness of patients with esophageal cancer: A systematic review and meta-analysis
	1. Introduction
	2. Methods
	2.1. Search strategy
	2.2. Selection of studies
	2.3. Assessment of risk of bias
	2.4. Data extraction
	2.5. Data analysis

	3. Results
	3.1. Assessment of risk of bias
	3.2. Impact of neoadjuvant therapy
	3.3. Impact of esophagectomy

	4. Discussion
	Declaration of competing interest
	Acknowledgements
	Data sharing
	Funding
	Supplementary data
	References


