
Citation: Voland, A.; Krell, V.; Götte,

M.; Niels, T.; Köppel, M.; Wiskemann,

J. Exercise Preferences in Young

Adults with Cancer—The

YOUEX Study. Curr. Oncol. 2023, 30,

1473–1487. https://doi.org/

10.3390/curroncol30020113

Received: 1 December 2022

Revised: 17 January 2023

Accepted: 19 January 2023

Published: 21 January 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

Article

Exercise Preferences in Young Adults with Cancer—The
YOUEX Study
Annelie Voland 1,†, Verena Krell 2,3,† , Miriam Götte 4 , Timo Niels 5, Maximilian Köppel 1

and Joachim Wiskemann 1,*

1 Department of Medical Oncology, National Center for Tumor Diseases, Heidelberg University Hospital,
69120 Heidelberg, Germany

2 Department of Sports Medicine, Charité—Universitätsmedizin Berlin, 10115 Berlin, Germany
3 Department of Sports Medicine, Humboldt—Universität zu Berlin, 10115 Berlin, Germany
4 West German Cancer Center, University Hospital Essen, 45122 Essen, Germany
5 Department I of Internal Medicine, Center of Integrated Oncology Aachen Bonn Cologne Düsseldorf,

University Hospital of Cologne, 50937 Cologne, Germany
* Correspondence: joachim.wiskemann@nct-heidelberg.de
† These authors contributed equally to this work.

Abstract: (1) Background: Strong evidence supports the persuasive positive effects of exercise for
cancer patients and survivors. Different approaches of exercise programs have been established;
however, the special interests of young adults (YAs) with cancer have rarely been considered in
exercise interventions. Therefore, the study YOUng EXercisers (YOUEX) aimed to investigate exercise
preferences in YAs. (2) Methods: YOUEX was a three-arm, patient preference-based non-randomized,
longitudinal, pre–post exercise intervention, offering three different exercise modules to YAs during
or after acute therapy (Module 1: online supervised group-based (M1); Module 2: online unsuper-
vised (M2); Module 3: in-person supervised (M3)). The intervention period was 12 weeks with
another 12-week follow-up period, the modules could be changed or amended after 6 and 12 weeks.
(3) Results: 92 YAs were allocated to the study. At baseline, 50 YAs (54%) chose M2, 32 YAs (35%) M1
and 10 YAs (11%) M3. The analysis revealed high acceptability and feasibility of the online exercise
programs (M1, M2). There was a high impact of the COVID-19 pandemic on the execution of M3. YAs
showed diverse preferences in module selection due to differences in, e.g., cancer therapy status or
favored level of supervision. (4) Conclusions: YAs need personalized exercise programs that consider
their individual interests and needs. Online exercise programs can be a promising addition to existing
exercise opportunities. They are an effective way to increase physical activity levels in YAs.

Keywords: exercise; oncology; adolescents and young adults (AYA); breast cancer; physical activity;
online exercise programs; COVID-19

1. Introduction

A strong body of evidence demonstrates the beneficial psychological and physiolog-
ical effects of physical activity (PA) and exercise in cancer patients and survivors before,
during and after treatment. Hundreds of exercise interventions have revealed the reduc-
tion in highly prevalent cancer- and treatment-related side effects, such as fatigue [1,2],
physical disabilities [3,4], polyneuropathy [5–7], or lymphedema [8,9]. Several systematic
reviews and meta-analyses have shown the positive effects on overall quality of life [10–12].
Moreover, regular PA during and after cancer treatment is associated with improved treat-
ment efficacy [13] and increased cancer-specific survival rates [14]. Based on the high
amount of evidence, the American College of Sports Medicine (ACSM) defined specific
exercise guidelines for individual side effects in oncology. They recommend to reduce
sedentary time [15] and to reach at least 150 min of moderate-intensity exercise (or 75 min
of vigorous-intensity exercise) and two strength-training sessions per week [16]. These
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recommendations correspond to the World Health Organization guidelines on physical
activity and sedentary behavior [17]. However, to date, the vast majority of studies have
been conducted with cancer patients over the age of 50 years, underrepresenting young
adults and their special needs and preferences [18,19]. A review by Munsie et al. [20]
highlights the lack of high-quality studies that examine the effects of physical activity in
this cohort.

Commonly, the term ‘adolescents and young adults’ (AYA) includes individuals
between the ages of 15–39 years. Today, cancer occurs about 66,000 times in AYA per year
in Europe [21]. Due to improvements in treatment and care, the five-year relative survival
of AYA diagnosed with cancer is 80–85%. However, long treatment regimens and periods
of isolation away from their peer groups compromise their physical and psychological
well-being. Further, long-term sequelae of cancer treatments can range from mild to severe.
Late effects involve, for example, cardiovascular diseases, lung problems, high risk for
osteoporosis or increased risks to develop other types of cancer later in life [18,22]. In
light of the special life situation of AYA, the adoption and implementation of exercise
programs need to involve adjustments according to the various factors, such as physical
and mental health, financial position, time, and family role [23]. At present, there are
very few specialized exercise programs that focus on the interests and needs of AYA.
Most of them are tailored for children undergoing cancer treatment or childhood cancer
survivors [24–29]. According to reports of the German Foundation for Young Adults with
Cancer, there is a lack of attractive exercise programs for young adults with cancer aged
18–39 (YAs) as well as a lack of research about their feasibility and efficacy [30]. Although
most YAs are highly interested in PA support and increasing PA levels [31], only a few
studies have examined the feasibility and acceptance of exercise programs in YA [19].

With a focus on YAs, we developed a health care research study, called YOUEX
(YOUng EXercisers) that addresses and investigates the needs and preferences of YAs aged
18–39 years to participate in a structured exercise program. Therefore, we implemented
three different exercise modules that included different online tools or in-person train-
ing sessions. The YOUEX study is based on a comprehensive evaluation design and is
supported by the German Foundation for Young Adults with Cancer.

The goal of the YOUEX study was to investigate the feasibility, acceptance and individ-
ual module selection of the three exercise modules by YAs with cancer to gain knowledge
about how exercise programs should be structured for this young target group.

2. Materials and Methods
2.1. Study Design

We conducted a three-arm, patient preference-based non-randomized longitudinal
pre-post exercise intervention for YAs with cancer with three eligible exercise modules.
The main intervention period was 12 weeks with another 12-week follow-up period. We
defined four time points for the intervention evaluation (T0: baseline; T1: after 6 weeks of
intervention; T2: 12 weeks of intervention; T3: follow-up 24 weeks). The study protocol
was approved by the ethics committee of the medical faculty at Heidelberg University
(S-932/2020). The study was registered at clinicaltrials.gov (NCT05613699).

2.2. Participants and Recruitment

Participants were eligible if they were aged between 18–39 years, had a cancer diagno-
sis within the past five years and confirmed the study letter of consent. Exclusion criteria
were the lack of physical exercise clearance from the attending oncologist (e.g., in case
of fragile bone metastases), subjectively perceived cancer-related cognitive impairment,
current participation in another exercise intervention or insufficient German language skills.
We recruited patients via social media, clinical websites, flyers and from survivor groups of
the German Foundation for Young Adults with Cancer from September 2020 to April 2021.
Interested patients were contacted via e-mail or telephone for further information and to
check inclusion criteria.
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2.3. YOUEX Exercise Intervention Modules

Patients who fulfilled the inclusion criteria and provided informed consent received
a comprehensive exercise consultation via phone or in person at the exercise department
of the National Center of Tumor Disease (NCT), Heidelberg, or the department of sports
medicine at Charité—Universitätsmedizin, Berlin. In the first consultation, study coordi-
nators collected information about the cancer diagnosis and therapy, cancer- and cancer-
treatment-related side effects, medical history, past and current physical activity levels
and patient’s preferences to exercise. Further, they explained to the participants that they
were free to choose one of three different exercise programs. The different modules were
developed in exchange with the German Foundation for Young Adults with Cancer. Based
on a survey that was carried out by the foundation and asked young adults for their wishes
regarding different exercise options, the following three modules were developed:

1. Module 1 (M1): supervised, group-based, online exercise program once a week
2. Module 2 (M2): unsupervised, individual home-based training with an online-training

app at least once per week
3. Module 3 (M3): participation in a supervised, in-person exercise program close to

place of residence at least once per week

At baseline (T0), patients choose one of the three exercise modules. The selected
module had to be followed obligatory for the first six weeks. After 6 weeks (T1), the initial
module could be replaced or amended by another study module. This or these selected
module(s) had to be followed for another six weeks. The same procedure was repeated
after 12 weeks (T2) of the exercise intervention. The main intervention ended after 12 weeks
(T2). Thereafter, participants could voluntarily maintain one or up to three modules for
another unsupervised 12-week time period. The follow-up ended at the 24-week time
point (T3).

The supervised M1 took place once per week at a fixed, pre-scheduled time, via
an online video conference platform. The training sessions lasted 60 min. They always
started with a general 10 min warm-up, followed by a 40 to 45 min workout with specific
exercises and finished with a 5 to 10 min stretching or relaxation part. The main workout
focused on a different aspect of exercise each week (e.g., resistance training for lower
extremities, sensorimotor training, home-based endurance training). The aim was for the
YAs to learn exercises that they could do independently at home. For participants starting
with M1, the study coordinator further recommended independent physical activity, such
as walking or cycling, 1–2 times per week or to maintain the current volume of PA. Exercise
recommendations for M2 were personalized and included primarily a combination of
endurance and resistance training, 2–3 times a week, depending on the patient’s needs.
Endurance training should be performed with moderate intensity for at least 30 min
duration (or less, if the patient needed to adopt the exercise recommendations due to their
current health status). The type of endurance exercise (e.g., walking, cycling, swimming)
was chosen according to the individual interest of the patient. Resistance training consisted
of various strength exercises for the large muscle groups (at least two each for lower and
upper extremities and two for trunk muscles) and was aimed to improve muscular strength.
Additional types of exercise (e.g., sensorimotor training) were added if therapy-related side
effects were present. If necessary, exercise trainers conducted one introductory training
session as a video conference to check for exercise techniques and answer any individual
questions. Thereafter, M2 was executed as application-guided home-based intervention.
M3 was executed in a certified exercise facility of the network OnkoAktiv and supervised
by special qualified exercise trainers. The weekly recommendation was to participate in a
personalized in-person exercise program 1–2 per week plus independent physical activity
(or to maintain the current level of PA). Evolution of the training load was recommended
in each of the three modules if this was possible for the patients.

Due to the differences in the three modules regarding frequency and content, the
overall exercise recommendations in all study modules were guided by the present exercise
guidelines of the ACSM, aiming to reach at least 150 min of moderate PA per week plus
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two strength-training sessions per week [16]. The subjects are asked to independently carry
out that part of the overall recommendations that cannot be achieved via the module.

2.4. Outcomes and Study Instruments
2.4.1. Physical Activity

Physical activity levels were determined by the standardized Godin–Shephard Leisure-
Time Questionnaire [32]. The questionnaire was used to ask for pre-diagnosis-, post-
diagnosis- and pre–post-intervention physical activity levels within three categories: light,
moderate and vigorous physical activity in minutes per week. Participants were categorized
in a sufficiently active and insufficiently active subgroup with a threshold of 150 min of
moderate or 75 min of vigorous physical activity per week (or a combination of both) based
on the ACSM guidelines.

2.4.2. Module Selection and Exercise Preferences

The YOUEX study is based on a comprehensive evaluation questionnaire that focused
on the main outcomes: module selection and exercise preferences. The individual module
selections were queried and documented at the first three time points (T0, T1, T2). Reasons
for any module selection and why other modules were not selected was collected through
open answer questions while multiple answers were possible. The subgroups of the initial
module selection were analyzed according treatment and employment status. Further, we
asked for module preferences under COVID-19-free conditions.

2.4.3. Impact of the COVID-19 Pandemic

The questionnaire about the impact of COVID-19 was self-developed and used inter-
nally in other studies at the National Center of Tumor Diseases (NCT), Heidelberg, but has
not been published. The COVID-19 questionnaire consisted of six items and surveyed the
impact of COVID-19 on a patient’s current job situation, leisure-time activities, physical
activity levels, self-efficacy, anxiety and mental health. Further, we asked whether COVID-
19 had any effect on the participant’s module selection. The COVID-19 questionnaire was
submitted later during the ongoing study due to the COVID-19 lockdown in November
2020. Therefore, not all participants completed the COVID-19 questionnaire.

2.5. Statistical Analysis

The statistical analysis followed an exploratory approach applying descriptive and
inferential statistics using the programs IBM SPSS Statistics 28 and Microsoft Excel 2016.
The inference statistical pre-analysis for the normal distribution hypothesis was conducted
using Shapiro–Wilk test and optical representation by histograms and Q-Q-diagrams. For
inference statistics, non-parametric Wilcoxon, Friedman and Pearson chi-square tests were
applied. We also conducted the Dunn–Bonferroni test as an equivalent post hoc procedure
to the Friedman test. Correlations between the categorical variables were estimated apply-
ing Cramer’s V. A 95% confidence interval was defined for all significance tests and all tests
were two-sided. Due to the exploratory approach, procedures for multiple test adjustments
were dispensed [33]. Effect sizes for median differences were calculated using the Pearson
correlation coefficient r. To measure the effect size of the Friedman test, we used Kandell’s
W. Cramer’s V, Pearson’s r and Kandell’s W were reported according to the interpretation
by Cohen (small ≥ 0.1; medium ≥ 0.3; large ≥ 0.5) [34].

2.6. Qualitative Analysis

The qualitative data were analyzed by structured content analysis in Microsoft Excel
2016. We coded all open answers and sorted them into categories based on Kuckartz et al. [35].
Then, we counted the number of codes (quantitative) and sorted them according to their
number of occurrences.
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3. Results

From September 2020 to April 2021, 106 young adults contacted us regarding partici-
pation in YOUEX across all social media platforms which were deployed for recruitment.
One-hundred and four of those met the inclusion criteria and 92 patients confirmed the let-
ter of consent and started at baseline (T0). Figure 1 shows the flow diagram from enrollment
to analysis including the number of and reasons for dropouts.
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Figure 1. Flow diagram from enrollment to analysis, including dropouts.

3.1. Patient Characteristics

Ninety-four percent of participants (n = 86) were women and the average age among
all participants was 32 years (min: 19; max: 39). The distribution of cancer types was
55% breast, 19% (non-)Hodgkin lymphoma and 15% other cancer types (e.g., ovarian,
skin, colon, cervix, testicles, lung). Overall, 18 YAs (20%) underwent acute tumor therapy
(chemotherapy or radiation) at baseline. There were no smokers among the participants
(see Table 1).
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Table 1. Patient characteristics at baseline.

Characteristics n (%) Mean ± SD Median Range

Age (years) 92 31.9 ± 4.9 32.5 19–39

Gender
Female 86 (93.5)
Male 6 (6.5)

Body composition
Height (cm) 92 169.9 ± 7.1 170.0 146–190
Weight (kg) 92 68.2 ± 11.5 66.5 48–102
BMI (kg/m2) 92 23.6 ± 3.8 23.3 17.5–35.7

Disease
Breast cancer 51 (55.4)
(Non-)Hodgkin lymphoma 17 (18.5)
Sarcoma 4 (4.3)
Leukemia 3 (3.3)
Brain tumor 3 (3.3)
Other 14 (15.2)

Disease progression
Metastasis 17 (18.5)
Relapse 13 (14.1)

Treatment
Surgery 68 (73.9)
Chemotherapy

Total 84 (91.3)
Ongoing 18 (19.6)

Radiotherapy
Total 49 (53.3)
Ongoing 1 (1.1)

Immunotherapy
Total 10 (10.9)
Ongoing 5 (5.4)

Hormone therapy
Total 35 (38.0)
Ongoing 26 (28.3)

Other therapy
Total 22 (23.9)
Antibody 15 (16.3)
Stem cell transplantation 5 (5.4)
Other 2 (2.2)

Education
Middle school 2 (2.2)
Vocational training 9 (9.8)
University entrance qualification 24 (26.1)
University degree 54 (58.7)
Other degree 3 (3.3)

Employment
Employed, currently working 36 (39.1)
Employed but on medical leave 35 (38.0)
Still in education 17 (18.5)
Housewife/houseman 1 (1.1)
Retired 2 (2.2)
Unemployed 1 (1.1)

Family situation
Married/permanent relationship 57 (62.0)
Single 32 (34.8)
Divorced 2 (2.2)
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Table 1. Cont.

Characteristics n (%) Mean ± SD Median Range

Smoking behavior
Smoker 0 (0)
Non-smoker 92 (100)

Social media usage behavior
Smartphone/tablet (h/week) 90 12.5 ± 8.5 10.7 1–42

PC (h/week) 91 11.8 ± 15.1 4 0–60
Frequency of social media use (h/week)

Instagram 91 3.4 ± 1.0 4 1–4
Facebook 91 2.6 ± 1.2 3 1–4
YouTube 91 2.3 ± 0.8 2 1–4
Twitter 91 1.2 ± 0.5 1 1–4
Tik Tok 91 1.1 ± 0.4 1 1–4
Twitch 91 1.1 ± 0.3 1 1–4

NCCN Distress 1 91 6.18 ± 2.1 6 1–10
1 National Comprehensive Cancer Network (NCCN) Distress thermometer: scale 0 (not stressed at all) to 10
(extremely stressed) [36].

3.2. Physical Activity

During the primary intervention period the mean amount of light physical activity
did not differ significantly between the time points (see Table 2). Significant improvements
were found in both, moderate PA level (chi-square (3) = 23.556, p < 0.001, n = 70, W = 0.11)
and vigorous PA level (chi-square (3) = 18.995, p < 0.001, n = 69, W = 0.09) across the time
points. There was also a significant improvement in the total duration of PA (chi-square
(3) = 18.199, p < 0.001, n = 66, W = 0.09). Using the Dunn–Bonferroni test, a significant
differences in the duration of PA between post-diagnosis and T1 (moderate PA: z = 0.821,
p = 0.001, r = 0.10; total PA: z = 0.758, p < 0.005, r = 0.09) and between post-diagnosis and T2
(moderate PA: z = 0.750, p < 0.005, r = 0.09; vigorous PA: z = 0.696, p < 0.01, r = 0.08; total PA:
z = 0.795, p < 0.005, r = 0.10) were computed. The proportion of patients belonging to the
sufficiently active subgroup increased from post-diagnosis (40%) to T1 (53%) to T2 (59%).

Table 2. Physical activity before and during YOUEX intervention.

Pre-Diagnosis Post-Diagnosis T1 T2 p Value
n M ± SD n M ± SD n M ± SD n M ± SD

Light PA (min/week) 69 154.8 ± 142.7 69 194.1 ± 176.2 69 205.9 ± 203.1 69 206.2 ± 236.4 0.270
Moderate PA
(min/week) 70 83.4 ± 81.4 70 76.1 ± 95.4 70 119.4 ± 116.2 *,# 70 116.8 ± 94.8 * <0.001

Vigorous PA
(min/week) 69 86.1 ± 94.5 69 46.9 ± 71.7 # 69 68.3 ± 77.5 69 69.4 ± 65.6 * <0.001

Total PA (min/week) 66 325.8 ± 210.9 66 322.0 ± 245.7 66 397.1 ± 256.3 * 66 399.9 ± 315.7 * <0.001
# significantly different to pre-diagnosis; * significantly different to post-diagnosis.

Compared to pre-diagnosis, the following significant differences were determined:
The PA with vigorous intensity decreased significantly from pre-diagnosis to post-diagnosis
(z = 0.819, p = 0.001, r = 0.10) and the PA with moderate intensity increased significantly
from pre-diagnosis to T1 (z = 0.621, p < 0.05, r = 0.10). There was no significant change
from pre-diagnosis to T2. Before diagnosis, 63% fulfilled the international physical activity
recommendations of ACSM. This proportion dropped to 40% after diagnosis.

3.3. Module Selection and Exercise Preferences
3.3.1. Initial Module Selection at T0

With regard to module preferences at baseline (T0), 50 participants (54%) chose the
online-training app (M2), 32 participants (35%) chose the supervised, group-based online
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exercise program (M1) and 10 participants (11%) chose the in-person exercise program (M3).
However, due to the COVID-19 national lockdown and several restrictions on exercise
facilities, M3 could not be served from November 2020 to March 2021. Participants who
performed M3 at that time could switch to either M1 or M2. The most frequently mentioned
reason for choosing M2 (56% of a total of 82 qualitative answers) was the flexibility in
terms of time. The second most given reasons were both, personal reasons (e.g., “I want to
lose weight”) and the personalized training schedule (respectively 15% of 82 qualitative
answers).The reasons for choosing M1 (a total of 56 qualitative answers were given) were
the fixed training date (30%) and doing sports with other cancer patients (27%). Sixteen
percent of the YAs indicated that M1 was easy to integrate into everyday life. The most
common reason for choosing M3 (a total of 19 qualitative answers were given) was the
individual supervision by an exercise therapist (47%). Additionally, fixed dates (26%),
closeness to residence (16%) and social contact (11%) were mentioned in regard to M3.

3.3.2. Module Change at T1

Eighty from ninety-two participants completed the first 6 weeks of intervention and
reached the first time point of intervention (T1). At T1, 43% (n = 34) of participants replaced
or amended their initial module (see Figure 2). Eleven participants (14%) replaced their
initial module, of which 55% (n = 6) chose M2, 27% (n = 3) chose M3 and 18% (n = 2) chose
M1. Twenty-three participants (29%) amended the initial module of which thirteen patients
added M2 to M1 (57%), six patients added M1 to M2 (26%), three patients added M2 to M3
(13%) and one patient added M3 to M1 (4%). Reasons for replacing or amending the group-
based online exercise program (M1) were the wish to increase activity through adding
another module (33% of 39 given answers) and the wish to receive more individual advice
by an exercise therapist (26% of 39 given answers). YAs who chose the online-training-app
(M2) (a total of 44 qualitative answers were given) named the wish for more interaction
with trainers (27%), problems with COVID-19 restrictions (23%) and that they wanted to try
another module (14%) as reasons for replacing or amending the initial module. The most
common reason for replacing M3 (a total of 7 qualitative answers given) was COVID-19
restrictions (43%). Seventy-four from eighty participants reached the T2 (12 week) time
point and the end of the main exercise intervention. Between T1 and T2, 71% took part in
one module and 29% took part in two different modules.
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3.3.3. Subgroup Analysis of Patient Characteristics According to Module Selection at T0

Table 3 shows the patients’ characteristics regarding treatment status and employment
within the three exercise modules at T0. A total of 18 patients were undergoing acute
therapy during their participation. These patients were distributed relatively evenly across
the three modules (M1: 39%, M2: 33%, M3: 28%). Looking at distribution within the
module selection, 50% of those who chose M3 were undergoing acute therapy during their
participation, while only 22% from M1 and 12% from M2 were under ongoing therapy.
The correlation analysis indicated a significant correlation between module selection and
treatment status (chi-square (2) = 7.81, p = 0.02, V = 0.29). Of the 36 patients who were
employed at the time of the intervention, the majority chose M2 (53%), 39% chose M1
and 8% chose M3. There was no significant correlation between module selection and
employment status. Additionally, physical activity level, distress and social media behavior
were analyzed but showed no significant correlations.

Table 3. Patient characteristics according to module selection at T0.

M1 (n = 32) M2 (n = 50) M3 (n = 10)
n % n % n %

Treatment status *
During acute therapy 7 21.9 6 12.0 5 50.0
Before or after acute therapy 25 78.1 44 88.0 5 50.0

Employment
Employed 14 43.8 19 38.0 3 30.0
On medical leave 14 43.8 17 34.0 4 40.0
Still in education 4 12.5 12 24.0 1 10.0
Not employed 0 0.0 2 4.0 2 20.0

* significant correlation with module selection.

3.4. Impact of COVID-19 Pandemic

Eighty-five percent of the participants reported that the COVID-19 pandemic influ-
enced their module selection. Thirty-three percent expressed that they felt unsafe to exercise
in local facilities and were afraid of infection. More than half of all surveyed (52%) men-
tioned that their module selection was influenced by severe COVID-19 restrictions within
the exercise institutions. The results coincide with the interest in different modules under
COVID-19-free circumstances (see Table 4 and Figure 3).

Table 4. Interest in different modules under COVID-19-free circumstances on a scale of 1 (very low
interest) to 10 (very high interest).

n (%) Mean ± SD Median Range
Percentile

25 75

M1 68 (73.9) 5.1 ± 2.6 5.0 1 to 10 3.0 7.0
M2 68 (73.9) 7.2 ± 2.8 7.5 1 to 10 5.0 9.5
M3 68 (73.9) 8.4 ± 2.1 9.5 1 to 10 7.0 10.0

The analysis of the general impact of COVID-19 illustrates that the status and circum-
stances of employment changed in 60% of the participants due to the COVID-19 pandemic
(e.g., changing to home office (26 YAs), changing to short-time work (4 YAs) or other
changes (16 YAs) such as constant new regulations as a teacher or extension of parental
leave). The impact of the COVID-19 pandemic on the physical activity level was diverse
across the YA population. While 39 YAs (53%) stated that their PA level had been reduced
a little to a lot due to the COVID-19 pandemic, 27 YAs (29%) reported that they became
more active during the pandemic. Seventy-five percent of all the participants felt, that their
quality of life was impaired, 70% of the YAs felt stressed, 40% felt anxious and 37% felt
helpless because of the COVID-19 restrictions during the pandemic.
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4. Discussion

The YOUEX study investigated the exercise preferences and module selections of
young adults with cancer. Our analysis revealed high acceptability and feasibility of
online training programs. The YOUEX participants showed diverse preferences in exercise
selection due to differences in cancer therapy status, interests in exercise options and
favored level of supervision.

4.1. Physical Activity

Only 40% of all YOUEX participants met the physical activity recommendations
after cancer diagnosis and therefore 60% can be classified as insufficiently active. This
highlights the importance of exercise programming for YAs, especially right after their
cancer diagnosis and during treatment. Interestingly, the participations in one or more
of the three study modules had a significant effect on YAs moderate and vigorous PA
levels after 12 weeks of the study intervention. Both activity levels increased by about
35%. The number of patients who met the ACSM guidelines after 12 weeks increased from
40% to 59%. A comparison of the self-reported physical activity level before and after
cancer diagnosis revealed a significant difference in exercise intensity. YAs decreased their
vigorous exercise by about 40% after diagnosis. This phenomenon has also been described
by different authors in older cancer patients [37–39].

The effectiveness of exercise programs has been investigated by many researchers in
the field of exercise oncology [4,11,12,40]. Friedenreich et al. [14] underlined the importance
of post-diagnosis PA levels in their current review and meta-analysis. The authors revealed
a significant difference in the mortality rates in cancer patients for those with low vs. high
post-diagnosis PA levels. The benefits of physical activity for YAs have also been stated in
the review by Munsi et al. [20]. Further, several European studies investigated the positive
effects of exercise interventions in children and adolescents [28,41,42], pointing out that
monitoring PA levels is important to accomplish positive PA effects [37].

4.2. Module Selection and Exercise Preferences

The evaluation of module selection at baseline showed the highest interest in module
2 followed by module 1. However, the strong influence of the COVID-19 pandemic and the
comprehensive restrictions have had a high impact on module selections. Since module
3 could not be offered during the majority of the study period, no clear statement can
be made about the actual interest in the in-person exercise program. Nevertheless, the
hypothetical question about module interest under COVID-19-free circumstances showed
very high interest in M3. At the same time, study participants showed high interest in both
online modules (M1 and M2). After 12 weeks, more YAs participated in the individual
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home-based program M2 than the fixed group-based program M1. The most named reasons
for choosing M2 was the flexibility in terms of time and individual training programming,
whereas M1 was chosen because of the fixed training date and being motivated by others.

Further, the module changes at T1 highlighted interesting findings. Less than half of
the participants changed their initial module. The amendment or replacement of modules
were related to different reasons such as increasing the physical activity, interest in other
modules or the wish to receive more individual advice by exercise trainers. Interestingly,
despite the possibility to amend the initial module, no increase in PA could be determined
between T1 and T2. Overall, comparing the two online modules, M1 (supervised, group-
based online exercise program) was less popular than M2 (home-based individual training
via app). Around 60% of those who chose M1 at baseline decided to amend or replace that
module after 6 weeks. Compared to M2, only around 30% wanted to replace or amend that
module. All in all, only around 20% of the YAs took part in two different modules during the
12-week intervention. Adams and colleagues outlined in their study with 533 AYA that the
majority of patients preferred home-based (79%) and online (47%), but less hospital-based
(25%) programs. Further, a significant higher proportion of AYA preferred individually
supervised programs (82%) rather than group-based programs (63%). Interestingly, most
AYA preferred to exercise ≥30 min on ≥3 days per week [31]. Another digital health
intervention showed that a group-based intervention with a mobile app was accepted by
YAs and revealed significantly greater improvements in muscle strength but had limited
reach due to the competing needs experienced [43]. A systematic review on social media
interventions targeting exercise in people with non-communicable diseases (including
cancer) investigated five RCTs that improved the exercise behaviors and concluded overall
feasibility of social media intervention among specific populations [44].

Our analysis highlights that exercise preferences of YAs are highly individual and
diverse. First of all, the demography of patient characteristics showed the high vari-
ety of different diagnosis, treatment status, employment status, family situations and
physical activity levels among YAs. At the same time, the given reasons for choosing a
module or for not choosing a module were very diverse, some were even contradictory
(e.g., flexibility in terms of time vs. fixed training dates). The subgroup analysis in which
patient characteristics of the three different module groups were examined, brought only
little insights. A significant correlation between treatment status and module selection was
found. YAs undergoing acute therapy seem to prefer supervised training; however, due
to the little sample size, non-randomization and limitations in the context of COVID-19
pandemic, we cannot conclude any clear statement about which exercise program fits the
individual treatment status. Further, neither employment status nor physical activity level,
distress or social media usage behavior seemed to have a definite influence on module
selection. We therefore conclude that in order to be able to respond to different needs of
YAs, a wide range of exercise programs must be created.

4.3. Implementation of the YOUEX Exercise Programs and the Impact of COVID-19

The comparatively small number of young cancer cases in Germany [45] leads to
the challenge that region-specific group trainings might not be accessible to all patients.
However, the need for high-quality exercise programs during and after cancer therapy
still applies for YAs. Exercise programs offered digitally could be a suitable solution
to consolidate YAs nationwide. Different studies analyzing digital health interventions
showed the feasibility and acceptance in YAs with cancer [43,46,47]. Similarly, this study
indicated that the digitally offered modules 1 and 2 were well-accepted. Especially during
the COVID-19 pandemic, online-programs have had many advantages. Compared to the
only in-person program (M3), major benefits of M1 and M2 were the independency against
pandemic restrictions and the low risk of infections. However, M2 was intended as an
unsupervised home-based program. Different studies show significant positive effects
of the supervised training interventions on treatment-related side effects compared to
unsupervised training [11]. Additionally, the qualitative evaluation of M1 and M2 revealed
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some critical aspects of online programs from the patient’s perspective. M1 was supervised
in a group context but still a quarter of participants claimed that the training had not been
individual enough. Still, online supervised training has its boundaries due to technical
limitations (e.g., restricted field of vision). Further, one out of four patients in M2 (online,
individual training plan) wished more personal interaction with the exercise therapist.

4.4. Limitations

Our study needs to be interpreted in light of several limitations. First, our data showed
a great selection bias which resulted in a non-representable group of YAs. Our participants
were mostly already active, with a high educational level, mostly women and non-smokers.
We conclude that our reach was limited to the already interested, active group of potential
YAs and people that were active on social media and engaged in self-help groups. In
regard to the methodological approach, our study was a non-randomized intervention
only, with no control group. A randomized, inactive control group could have shown
causal differences in the patient-related outcomes and would have allowed a reasonable
interpretation of our results. Further, when interpreting changes in the PA level it is
imperative to consider that the study participants only subjectively estimated their PA
level, there was no objectively measured method. Götte et al. highlighted that PA should
be assessed by objective methods in pediatric cancer patients [48]. By using the Godin–
Shepard Leisure-Time Questionnaire no distinction can be made between endurance or
resistance training. Additionally, the study questionnaire did not cover the concrete PA
levels at baseline and only asked for the pre- and post-diagnosis PA levels. In addition,
there is a lack of data on the adherence of the participants to each module, which must be
taken into account when interpreting the results. The different modules vary in terms of
frequency, content and volume. A comparison of the modules with regard to the effects
of each module on physical activity is therefore not possible. We also included a self-
developed questionnaire about the impact of COVID-19, three months after we had started
the patient recruitment. Overall, the YOUEX study was intensely impacted by the COVID-
19 pandemic. The COVID-19 restrictions biased our measured outcomes (e.g., PA level),
module selections and the entire execution of M3. The impact of COVID-19 on our study
outcomes needs to be respected with important meaning.

4.5. Further Research

YOUEX has shown that social media tools are effective for participant recruitment
in our young target group. However, it is not clear how to reach the broad range of
YAs regarding their interest in PA participation, cancer diagnosis or treatment status.
Further, the question of how to ensure adequate training stimuli for the right dose-effect
in the context of online and/or home-based exercise programs remains unanswered and
should be the subject of further research. Therefore, more data on the adherence of YAs
participating in (online) exercise programs is needed. Additionally, the long-term effects of
online exercise programs in YAs are yet to be evaluated and should be taken into account
in future studies. Additionally, the question of how special exercise offers for YAs can be
implemented into existing healthcare structures remains problematic. Further interventions
should focus on the adaption, long-term implementation strategies and maintenance of
exercise programs (including the long-term adherence of YAs) to provide a sustainable
impact on PA levels and health-related improvements for this target group.

5. Conclusions

We found that young adults with cancer recruited via social media and different online
websites have a wide range of interests and needs regarding exercise programs during
and after cancer therapy. According to our findings, YAs need specific exercise programs
that include their individual interests and needs. In this context, online exercise programs
in different forms (e.g., group-based, individual program) can be an addition and/or an
alternative to existing exercise options. It must be underlined, that such online programs
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were highly accepted in our study (which partly took place during lockdown periods in
the COVID-19 pandemic) and can be effective in increasing YA’s physical activity levels.

Author Contributions: Conceptualization, A.V. and J.W.; methodology, A.V. and J.W.; software, A.V.;
validation, A.V., V.K., M.G., T.N. and M.K.; formal analysis, A.V. and V.K.; investigation, A.V., V.K.,
M.G., T.N. and M.K.; resources, J.W.; data curation, A.V. and V.K.; writing—original draft preparation,
A.V. and V.K; writing—review and editing, M.G., T.N., M.K. and J.W.; visualization, A.V. and V.K.;
supervision, J.W.; project administration, A.V.; funding acquisition, J.W. All authors have read and
agreed to the published version of the manuscript.

Funding: This research was funded by the German Foundation of Young Adults with Cancer, grant
number 17/10/2022.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Ethics Committee of the medical faculty at Heidelberg University
(S-932/2020).

Informed Consent Statement: Written informed consent has been obtained from the patients to
publish this paper.

Data Availability Statement: The datasets used and analyzed during the current study are available
from the corresponding author upon reasonable request.

Conflicts of Interest: J.W. invented and founded the network OnkoAktiv and is currently a member
of the association board. The other authors declare no conflict of interests. The funders had no role
in the design of the study; in the collection, analyses, or interpretation of data; in the writing of the
manuscript; or in the decision to publish the results.

References
1. Brandenbarg, D.; Korsten, J.H.W.M.; Berger, M.Y.; Berendsen, A.J. The effect of physical activity on fatigue among survivors of

colorectal cancer: A systematic review and meta-analysis. Support. Care Cancer 2018, 26, 393–403. [CrossRef] [PubMed]
2. Wagoner, C.W.; Lee, J.T.; Battaglini, C.L. Community-based exercise programs and cancer-related fatigue: A systematic review

and meta-analysis. Support. Care Cancer 2021, 29, 4921–4929. [CrossRef]
3. Gebruers, n.; Camberlin, M.; Theunissen, F.; Tjalma, W.; Verbelen, H.; Van Soom, T.; van Breda, E. The effect of training

interventions on physical performance, quality of life, and fatigue in patients receiving breast cancer treatment: A systematic
review. Support. Care Cancer 2019, 27, 109–122. [CrossRef] [PubMed]

4. Buffart, L.M.; Sweegers, M.G.; May, A.M.; Chinapaw, M.J.; van Vulpen, J.K.; Newton, R.U.; Galvão, D.A.; Aaronson, N.K.;
Stuiver, M.M.; Jacobsen, P.B.; et al. Targeting exercise interventions to patients with cancer in need: An individual patient data
meta-analysis. J. Natl. Cancer Inst. 2018, 110, 1190–1200. [CrossRef]

5. Müller, J.; Weiler, M.; Schneeweiss, A.; Haag, G.M.; Steindorf, K.; Wick, W.; Wiskemann, J. Preventive effect of sensorimotor
exercise and resistance training on chemotherapy-induced peripheral neuropathy: A randomised-controlled trial. Br. J. Cancer
2021, 125, 955–965. [CrossRef]

6. Kleckner, I.R.; Kamen, C.; Gewandter, J.S.; Mohile, n.A.; Heckler, C.E.; Culakova, E.; Fung, C.; Janelsins, M.C.; Asare, M.; Lin, P.J.;
et al. Effects of exercise during chemotherapy on chemotherapy-induced peripheral neuropathy: A multicenter, randomized
controlled trial. Support. Care Cancer 2018, 26, 1019–1028. [CrossRef]

7. Zimmer, P.; Trebing, S.; Timmers-Trebing, U.; Schenk, A.; Paust, R.; Bloch, W.; Rudolph, R.; Streckmann, F.; Baumann, F.T.
Eight-week, multimodal exercise counteracts a progress of chemotherapy-induced peripheral neuropathy and improves balance
and strength in metastasized colorectal cancer patients: A randomized controlled trial. Support. Care Cancer 2018, 26, 615–624.
[CrossRef]

8. Zhang, X.; Brown, J.C.; Paskett, E.D.; Zemel, B.S.; Cheville, A.L.; Schmitz, K.H. Changes in arm tissue composition with slowly
progressive weight-lifting among women with breast cancer-related lymphedema. Breast Cancer Res. Treat. 2017, 164, 79–88.
[CrossRef] [PubMed]

9. Rogan, S.; Taeymans, J.; Luginbuehl, H.; Aebi, M.; Mahnig, S.; Gebruers, N. Therapy modalities to reduce lymphoedema in female
breast cancer patients: A systematic review and meta-analysis. Breast Cancer Res. Treat. 2016, 159, 1–14. [CrossRef]

10. Zhang, X.; Li, Y.; Liu, D. Effects of exercise on the quality of life in breast cancer patients: A systematic review of randomized
controlled trials. Support. Care Cancer 2019, 27, 9–21. [CrossRef]

11. Sweegers, M.G.; Altenburg, T.M.; Chinapaw, M.J.; Kalter, J.; Verdonck-de Leeuw, I.M.; Courneya, K.S.; Newton, R.U.; Aaronson,
N.K.; Jacobsen, P.B.; Brug, J.; et al. Which exercise prescriptions improve quality of life and physical function in patients with
cancer during and following treatment? A systematic review and meta-analysis of randomised controlled trials. Br. J. Sports Med.
2018, 52, 505–513. [CrossRef]

http://doi.org/10.1007/s00520-017-3920-4
http://www.ncbi.nlm.nih.gov/pubmed/29058127
http://doi.org/10.1007/s00520-021-06135-7
http://doi.org/10.1007/s00520-018-4490-9
http://www.ncbi.nlm.nih.gov/pubmed/30302542
http://doi.org/10.1093/jnci/djy161
http://doi.org/10.1038/s41416-021-01471-1
http://doi.org/10.1007/s00520-017-4013-0
http://doi.org/10.1007/s00520-017-3875-5
http://doi.org/10.1007/s10549-017-4221-9
http://www.ncbi.nlm.nih.gov/pubmed/28391397
http://doi.org/10.1007/s10549-016-3919-4
http://doi.org/10.1007/s00520-018-4363-2
http://doi.org/10.1136/bjsports-2017-097891


Curr. Oncol. 2023, 30 1486

12. Buffart, L.M.; Kalter, J.; Sweegers, M.G.; Courneya, K.S.; Newton, R.U.; Aaronson, n.K.; Jacobsen, P.B.; May, A.M.; Galvao, D.A.;
Chinapaw, M.J.; et al. Effects and moderators of exercise on quality of life and physical function in patients with cancer: An
individual patient data meta-analysis of 34 RCTs. Cancer Treat. Rev. 2017, 52, 91–104. [CrossRef] [PubMed]

13. Yang, L.; Morielli, A.R.; Heer, E.; Kirkham, A.A.; Cheung, W.Y.; Usmani, N.; Friedenreich, C.M.; Courneya, K.S. Effects of exercise
on cancer treatment efficacy: A systematic review of preclinical and clinical studies. Cancer Res. 2021, 81, 4889–4895. [CrossRef]
[PubMed]

14. Friedenreich, C.M.; Stone, C.R.; Cheung, W.Y.; Hayes, S.C. Physical activity and mortality in cancer survivors: A systematic
review and meta-analysis. JNCI Cancer Spectr. 2019, 4, pkz080. [CrossRef]

15. Patel, A.V.; Friedenreich, C.M.; Moore, S.C.; Hayes, S.C.; Silver, J.K.; Campbell, K.L.; Winters-Stone, K.; Gerber, L.H.; George, S.M.;
Fulton, J.E.; et al. American College of Sports Medicine Roundtable Report on Physical Activity, Sedentary Behavior, and Cancer
Prevention and Control. Med. Sci. Sports Exerc. 2019, 51, 2391–2402. [CrossRef] [PubMed]

16. Campbell, K.L.; Winters-Stone, K.M.; Wiskemann, J.; May, A.M.; Schwartz, A.L.; Courneya, K.S.; Zucker, D.S.; Matthews,
C.E.; Ligibel, J.A.; Gerber, L.H.; et al. Exercise Guidelines for Cancer Survivors: Consensus Statement from International
Multidisciplinary Roundtable. Med. Sci. Sports Exerc. 2019, 51, 2375–2390. [CrossRef]

17. Bull, F.C.; Al-Ansari, S.S.; Biddle, S.; Borodulin, K.; Buman, M.P.; Cardon, G.; Carty, C.; Chaput, J.P.; Chastin, S.; Chou, R.; et al.
World Health Organization 2020 guidelines on physical activity and sedentary behaviour. Br. J. Sports Med. 2020, 54, 1451–1462.
[CrossRef]

18. Lewis, D.R.; Siembida, E.J.; Seibel, n.L.; Smith, A.W.; Mariotto, A.B. Survival outcomes for cancer types with the highest death
rates for adolescents and young adults, 1975–2016. Cancer 2021, 127, 4277–4286. [CrossRef]

19. Pugh, G.; Below, N.; Fisher, A.; Reynolds, J.; Epstone, S. Trekstock RENEW: Evaluation of a 12-week exercise referral programme
for young adult cancer survivors delivered by a cancer charity. Support. Care Cancer 2020, 28, 5803–5812. [CrossRef]

20. Munsie, C.; Ebert, J.; Joske, D.; Ackland, T. The benefit of physical activity in adolescent and young adult cancer patients during
and after treatment: A systematic review. J. Adolesc. Young Adult. Oncol. 2019, 8, 512–524. [CrossRef]

21. Desandes, E.; Stark, D.P. Epidemiology of adolescents and young adults with cancer in Europe. Tumors Adolesc. Young Adults
2016, 43, 1–15. [CrossRef]

22. Barr, R.D.; Ferrari, A.; Ries, L.; Whelan, J.; Bleyer, W.A. Cancer in adolescents and young adults: A narrative review of the current
status and a view of the future. JAMA Pediatr. 2016, 170, 495–501. [CrossRef] [PubMed]

23. Coccia, P.F.; Pappo, A.S.; Beaupin, L.; Borges, V.F.; Borinstein, S.C.; Chugh, R.; Dinner, S.; Folbrecht, J.; Frazier, A.L.; Goldsby, R.;
et al. Adolescent and young adult oncology, version 2. 2018, NCCN clinical practice guidelines in oncology. J. Natl. Compr. Cancer
Netw. 2018, 16, 66–97. [CrossRef]

24. Beulertz, J.; Prokop, A.; Rustler, V.; Bloch, W.; Felsch, M.; Baumann, F.T. Effects of a 6-month, group-based, therapeutic exercise
program for childhood cancer outpatients on motor performance, level of activity, and quality of life. Pediatr. Blood Cancer 2016,
63, 127–132. [CrossRef]

25. Braam, K.I.; van der Torre, P.; Takken, T.; Veening, M.A.; van Dulmen-den Broeder, E.; Kaspers, G.J. Physical exercise training
interventions for children and young adults during and after treatment for childhood cancer. Cochrane Database Syst. Rev. 2013, 4,
Cd008796. [CrossRef]

26. Le, A.; Mitchell, H.R.; Zheng, D.J.; Rotatori, J.; Fahey, J.T.; Ness, K.K.; Kadan-Lottick, N.S. A home-based physical activity
intervention using activity trackers in survivors of childhood cancer: A pilot study. Pediatr. Blood Cancer 2017, 64, 387–394.
[CrossRef]

27. Morales, J.S.; Valenzuela, P.L.; Herrera-Olivares, A.M.; Baño-Rodrigo, A.; Castillo-García, A.; Rincón-Castanedo, C.; Martín-
Ruiz, A.; San-Juan, A.F.; Fiuza-Luces, C.; Lucia, A. Exercise interventions and cardiovascular health in childhood cancer:
A meta-analysis. Int. J. Sports Med. 2020, 41, 141–153. [CrossRef]

28. Morales, J.S.; Valenzuela, P.L.; Rincón-Castanedo, C.; Takken, T.; Fiuza-Luces, C.; Santos-Lozano, A.; Lucia, A. Exercise training in
childhood cancer: A systematic review and meta-analysis of randomized controlled trials. Cancer Treat. Rev. 2018, 70, 154–167.
[CrossRef]

29. Shi, Q.; Zheng, J.; Liu, K. Supervised exercise interventions in childhood cancer survivors: A systematic review and meta-analysis
of randomized controlled trials. Children 2022, 9, 824. [CrossRef]

30. Neuer Themenbereich “Bewegung & Sport bei Krebs” im JUNGEN KREBSPORTAL Online. Available online: https://
junge-erwachsene-mit-krebs.de/neuer-themenbereich-bewegung-sport-bei-krebs-im-jungen-krebsportal-online/ (accessed on
8 August 2022).

31. Adams, S.C.; Petrella, A.; Sabiston, C.M.; Vani, M.F.; Gupta, A.; Trinh, L.; Matthew, A.G.; Hamilton, R.J.; Mina, D.S. Preferences
for exercise and physical activity support in adolescent and young adult cancer survivors: A cross-sectional survey. Support. Care
Cancer 2021, 29, 4113–4127. [CrossRef]

32. Godin, G.; Shephard, R.J. A simple method to assess exercise behavior in the community. Can. J. Appl. Sport Sci. 1985, 10, 141–146.
[PubMed]

33. Bender, R.; Lange, S. Adjusting for multiple testing—When and how? J. Clin. Epidemiol. 2001, 54, 343–349. [CrossRef]
34. Cohen, J. Statistical Power Analysis for the Behavioral Sciences, 2nd ed.; Lawrence Erlbaum Associates: Hillsdale, NJ, USA, 1988.
35. Kuckartz, U. Einführung in Die Computergestützte Analyse Qualitativer Daten, 3rd ed.; Verlag für Sozialwissenschaften: Wiesbaden,

Germany, 2010.

http://doi.org/10.1016/j.ctrv.2016.11.010
http://www.ncbi.nlm.nih.gov/pubmed/28006694
http://doi.org/10.1158/0008-5472.CAN-21-1258
http://www.ncbi.nlm.nih.gov/pubmed/34215623
http://doi.org/10.1093/jncics/pkz080
http://doi.org/10.1249/MSS.0000000000002117
http://www.ncbi.nlm.nih.gov/pubmed/31626056
http://doi.org/10.1249/MSS.0000000000002116
http://doi.org/10.1136/bjsports-2020-102955
http://doi.org/10.1002/cncr.33793
http://doi.org/10.1007/s00520-020-05373-5
http://doi.org/10.1089/jayao.2019.0013
http://doi.org/10.1159/000447037
http://doi.org/10.1001/jamapediatrics.2015.4689
http://www.ncbi.nlm.nih.gov/pubmed/26999630
http://doi.org/10.6004/jnccn.2018.0001
http://doi.org/10.1002/pbc.25640
http://doi.org/10.1002/14651858.CD008796.pub2
http://doi.org/10.1002/pbc.26235
http://doi.org/10.1055/a-1073-8104
http://doi.org/10.1016/j.ctrv.2018.08.012
http://doi.org/10.3390/children9060824
https://junge-erwachsene-mit-krebs.de/neuer-themenbereich-bewegung-sport-bei-krebs-im-jungen-krebsportal-online/
https://junge-erwachsene-mit-krebs.de/neuer-themenbereich-bewegung-sport-bei-krebs-im-jungen-krebsportal-online/
http://doi.org/10.1007/s00520-020-05897-w
http://www.ncbi.nlm.nih.gov/pubmed/4053261
http://doi.org/10.1016/S0895-4356(00)00314-0


Curr. Oncol. 2023, 30 1487

36. Mehnert, A.; Müller, D.; Lehmann, C.; Koch, U. Die deutsche Version des NCCN Distress-Thermometers. Z. Psychiatr. Psychol.
Und Psychother. 2006, 54, 213–223. [CrossRef]

37. Stössel, S.; Neu, M.A.; Oschwald, V.; Söntgerath, R.; Däggelmann, J.; Eckert, K.; Hamacher, V.; Baumann, F.T.; Bloch, W.; Faber,
J. Physical activity behaviour in children and adolescents before, during and after cancer treatment. Sport Sci. Health 2020, 16,
347–353. [CrossRef]

38. Christensen, J.F.; Simonsen, C.; Hojman, P. Exercise training in cancer control and treatment. Compr. Physiol. 2018, 9, 165–205.
[CrossRef] [PubMed]

39. Voland, A.; Köppel, M.; Wiskemann, J. Evaluation des Netzwerk OnkoAktiv aus Patientenperspektive. B&G Beweg. Gesundh.
2022, 38, 103–109.

40. Sweegers, M.G.; Buffart, L.M.; van Veldhuizen, W.M.; Geleijn, E.; Verheul, H.M.W.; Brug, J.; Chinapaw, M.J.M.; Altenburg, T.M.
How does a supervised exercise program improve quality of life in patients with cancer? A concept mapping study examining
patients’ perspectives. Oncologist 2019, 24, e374–e383. [CrossRef] [PubMed]

41. Saultier, P.; Vallet, C.; Sotteau, F.; Hamidou, Z.; Gentet, J.C.; Barlogis, V.; Curtillet, C.; Verschuur, A.; Revon-Riviere, G.; Galambrun,
C.; et al. A randomized trial of physical activity in children and adolescents with cancer. Cancers 2021, 13, 121. [CrossRef]

42. Beller, R.; Bennstein, S.B.; Götte, M. Effects of exercise interventions on immune function in children and adolescents with cancer
and HSCT recipients—A systematic review. Front. Immunol. 2021, 12, 746171. [CrossRef]

43. Devine, K.A.; Viola, A.; Levonyan-Radloff, K.; Mackowski, n.; Bozzini, B.; Chandler, A.; Xu, B.; Ohman-Strickland, P.; Mayans, S.;
Farrar-Anton, A.; et al. Feasibility of FitSurvivor: A technology-enhanced group-based fitness intervention for adolescent and
young adult survivors of childhood cancer. Pediatr. Blood Cancer 2020, 67, e28530. [CrossRef]

44. McKeon, G.; Papadopoulos, E.; Firth, J.; Joshi, R.; Teasdale, S.; Newby, J.; Rosenbaum, S. Social media interventions targeting
exercise and diet behaviours in people with noncommunicable diseases (NCDs): A systematic review. Internet Interv. 2022,
27, 100497. [CrossRef]

45. Gondos, A.; Hiripi, E.; Holleczek, B.; Luttmann, S.; Eberle, A.; Brenner, H. Survival among adolescents and young adults with
cancer in Germany and the United States: An international comparison. Int. J. Cancer 2013, 133, 2207–2215. [CrossRef] [PubMed]

46. Devine, K.A.; Viola, A.S.; Coups, E.J.; Wu, Y.P. Digital health interventions for adolescent and young adult cancer survivors. JCO
Clin. Cancer Inform. 2018, 2, 1–15. [CrossRef] [PubMed]

47. Mendoza, J.A.; Baker, K.S.; Moreno, M.A.; Whitlock, K.; Abbey-Lambertz, M.; Waite, A.; Colburn, T.; Chow, E.J. A Fitbit and
Facebook mHealth intervention for promoting physical activity among adolescent and young adult childhood cancer survivors:
A pilot study. Pediatr. Blood Cancer 2017, 64, e26660. [CrossRef] [PubMed]

48. Götte, M.; Seidel, C.C.; Kesting, S.V.; Rosenbaum, D.; Boos, J. Objectively measured versus self-reported physical activity in
children and adolescents with cancer. PLoS ONE 2017, 12, e0172216. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1024/1661-4747.54.3.213
http://doi.org/10.1007/s11332-019-00612-7
http://doi.org/10.1002/cphy.c180016
http://www.ncbi.nlm.nih.gov/pubmed/30549018
http://doi.org/10.1249/01.mss.0000536347.52446.19
http://www.ncbi.nlm.nih.gov/pubmed/30425179
http://doi.org/10.3390/cancers13010121
http://doi.org/10.3389/fimmu.2021.746171
http://doi.org/10.1002/pbc.28530
http://doi.org/10.1016/j.invent.2022.100497
http://doi.org/10.1002/ijc.28231
http://www.ncbi.nlm.nih.gov/pubmed/23616284
http://doi.org/10.1200/CCI.17.00138
http://www.ncbi.nlm.nih.gov/pubmed/30652583
http://doi.org/10.1002/pbc.26660
http://www.ncbi.nlm.nih.gov/pubmed/28618158
http://doi.org/10.1371/journal.pone.0172216
http://www.ncbi.nlm.nih.gov/pubmed/28207820

	Introduction 
	Materials and Methods 
	Study Design 
	Participants and Recruitment 
	YOUEX Exercise Intervention Modules 
	Outcomes and Study Instruments 
	Physical Activity 
	Module Selection and Exercise Preferences 
	Impact of the COVID-19 Pandemic 

	Statistical Analysis 
	Qualitative Analysis 

	Results 
	Patient Characteristics 
	Physical Activity 
	Module Selection and Exercise Preferences 
	Initial Module Selection at T0 
	Module Change at T1 
	Subgroup Analysis of Patient Characteristics According to Module Selection at T0 

	Impact of COVID-19 Pandemic 

	Discussion 
	Physical Activity 
	Module Selection and Exercise Preferences 
	Implementation of the YOUEX Exercise Programs and the Impact of COVID-19 
	Limitations 
	Further Research 

	Conclusions 
	References

