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Executive Summary 
Purpose  

Cancer prehabilitation (‘prehab’) is support delivered before definitive cancer 
treatment, and includes physical activity/exercise, nutrition and psychological 
support. The Scottish Government’s 10-year Cancer Strategy1 sets out an ambition 
that every person diagnosed with cancer in Scotland is provided with timely, 
effective and individualised care to best prepare them for treatment. 
Prehabilitation forms part of a continuum with cancer rehabilitation, to support an 
individual’s recovery before, during and after treatment. 

This report presents findings from follow‑up focus groups to a national survey of 
prehabilitation staff in Scotland (2025)2. The survey explored prehabilitation staff 
awareness of cancer prehabilitation, local activities, and views on ways to improve 
pathways for optimising patients for treatment. The aim of focus groups was to 
gather in-depth insights into survey results, to better understand the context in 
which prehabilitation is being implemented. Together, the survey and focus groups 
help describe progress against the Cancer Strategy (2023-2033) and, alongside 
wider evidence, shape the actions in the second Cancer Action Plan. 

Approach 

• Seven online focus groups were conducted with 32 prehabilitation staff, 
working in the NHS, third sector, leisure/local authority or other organisations. 
These took place in December 2025 and January 2026. 

• Participants were recruited primarily from 2025 survey respondents who 
consented to be recontacted. In addition, targeted outreach to three 
professional bodies relevant to cancer prehabilitation was undertaken to 
improve representation of different roles and sectors. 

• Focus groups lasted 60 minutes and were jointly facilitated by a Scottish 
Government social researcher and Macmillan National Improvement Advisor 
for Cancer Prehabilitation using one of two topic guides, focused on either 
‘Pathways and partnerships’ or ‘Service renewal, redesign and sustainability’. 
Participants self-selected their preferred focus group discussion topic. 

• Focus groups were transcribed via Microsoft Teams, and anonymised, coded 
and thematically analysed using software MaxQDA, with a second 
researcher coding a subset of transcripts and the use of AI-Assist functions 
for quality assurance. 

• Findings are presented as six interlinked themes, and participants’ ideas for 
areas of future focus have been included to guide the development of actions 
to support ongoing national implementation of prehabilitation services. 

https://www.gov.scot/publications/cancer-strategy-scotland-2023-2033/
https://www.gov.scot/publications/cancer-prehabilitation-scotland-report-2025-survey-findings/
https://www.gov.scot/publications/cancer-prehabilitation-scotland-report-2025-survey-findings/
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It is important to note that the sample is not representative of all prehabilitation staff 
and may over-reflect views of those motivated to engage in evaluation activity, and 
under-represent some professional groups and perspectives on prehabilitation. 
Group dynamics and winter pressures may also have influenced participation and 
responses, and therefore findings.   
 

Key Findings 

Six interlinked themes capture the context of cancer prehabilitation as described by 
staff, and factors that are helping or hindering implementation: 

1. The role, framing and messaging around prehabilitation 

A recurring issue was that cancer prehabilitation is frequently perceived as an 
‘add‑on’ rather than a core component of treatment, including at strategic levels. 
Participants emphasised that consistent, clear messaging, especially from 
influential clinicians, can shape patient engagement in prehabilitation. There was 
strong support for simple, jargon‑free information to improve public awareness, so 
that patients are not encountering prehab as a new concept at the emotionally 
challenging time of cancer diagnosis.  

2. Strategic commitment and coordination at senior leadership levels 

Participants described the provision of prehabilitation as often shaped by time-
limited ‘projects’ rather than embedded pathways, rendering these less sustainable. 
They felt that a strong business case could support NHS Boards to invest in 
infrastructure and funding for prehabilitation. Several proposed prehabilitation 
metrics to increase visibly and strategic focus, while recognising practical 
challenges in defining an appropriate metric. 

3. Referrals onto, and touchpoints along, the pathway 

Participants emphasised informed choice, through accessible information and 
through a flexible, ‘menu‑like’ offer of prehab to match different needs and 
preferences. Providing information alone was felt to be insufficient for 
prehabilitation uptake, and patient engagement was linked to levels of internal 
motivation and health literacy at diagnosis. Some suggested multiple touchpoints 
along the pathway so that patients can engage when they are more psychologically 
ready, and wider use of behaviour change training for staff. 

4. Collaboration – awareness, trust and working across organisations 

Where collaboration worked well in delivering prehabilitation, it was often described 
as facilitated by specific ‘champions’ who built cross-sector relationships, convened 
partnerships, and created awareness-raising opportunities. However, low 
awareness about, and trust between, NHS and non‑NHS organisations was felt in 
some cases to impact referral patterns and equitable partnership. Participants 
identified facilitators of cross-sector working, including bringing organisations 
together to clarify roles and responsibilities at each stage of the prehabilitation 
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pathway; improving how data is shared between organisations; and having key 
information about local services available in one place. 

5. Reducing barriers and promoting equity of access 

Equity of access to prehabilitation support was a prominent concern for 
participants. Participants identified barriers such as digital poverty and digital 
literacy, distance/rurality and transport, time constraints due to patients’ work 
patterns, affordability, language, levels of immunocompromise, and health literacy. 
The importance of hybrid delivery models and care closer to home, such as in 
community venues, or online options was emphasised. Participants also highlighted 
the need for practical support with transport and language translation to avoid 
widening existing inequalities. 

6. Planning and resourcing in services 

Staff described a paradox in which some prehabilitation activities were 
under‑utilised while others were overstretched, and emphasised the importance of 
data in optimising system capacity. They outlined a desire for better screening and 
assessment data to inform workforce planning and strategic needs assessment, to 
shift resourcing form being based on ‘what we have’ to ‘what the population needs’. 
Participants highlighted examples of workforce constraints impacting on timely 
care. Navigators, such as within the Single Point of Contact initiative, were seen as 
potentially beneficial to support prehabilitation screening and referral, provided 
these roles are clearly defined regarding responsibilities and appropriate skills. 

Considerations for the next Cancer Action Plan  

Based on staff persepectives shared, several recommendations are made to 
support the implementation of prehabilitation in a way that could improve the reach 
and quality of services. In summary terms, these are: 

• Review and update cancer pathways so that prehabilitation is the default 
option for patients (opt-out) 

• Create prompts for different healthcare professions to support the delivery of 
prehabilitation 

• Build familiarity and trust between delivery partners 

• Pilot specific support to improve access and uptake among groups who 
experience barriers to universal prehabilitation 

• Develop a minimum data set for cancer prehabilitation to evidence impact 

• Propose cancer prehabilitation as a candidate for the next phase of the 
Digital Front Door roll out, for example, as a portal for screening, assessment 
and outcomes data 

• Clarify roles and responsibilities of prehabilitation workforce 



6 
 

Glossary of Abbreviations and Terminology 
 

AI:   Artificial Intelligence 

COSLA:  Convention of Scottish Local Authorities 

CNS:   Clinical Nurse Specialist 

Digital poverty: Multiple definitions exist, but taken to refer to the inability to 
interact with the online world fully, when, where and how an 
individual needs to 

DPIA:  Data Protection Impact Assessment 

GP:   General Practitioner 

Health literacy: Multiple definitions exist, but fundamentally this refers to the 
literacy and numeracy skills that enable individuals to obtain, 
understand, appraise, and use information to make decisions 
and take actions that will have an impact on health status 

IT:   Information Technology 

MDT:   Multi-Disciplinary Team 

NHS:   National Health Service 

NES:   NHS Education for Scotland 

QPI / QPIs:  Quality Performance Indicator(s) 

SPOC:  Single Point of Contact 

SRF:   Service Renewal Framework 

UK:   United Kingdom 

WTE:   Whole Time Equivalent 
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Introduction 
Cancer Prehabilitation, or ‘prehab’ for short, is a needs-based multi-modal 
intervention before, and during cancer treatment. It involves screening and 
assessment of physical, nutritional and psychological needs, to enable to 
prescription of interventions.3 These interventions aim to enhance readiness for, 
and tolerance of, treatments, and improve recovery and/or quality of life. There is 
growing evidence that cancer prehabilitation has a positive effect on functional 
outcomes for patients and may be better for patients experientially4 5.  

A national online survey of staff2 working in cancer prehabilitation and rehabilitation 
in Scotland, which was a repeat of a survey first conducted in 20226, explored the 
current and planned position of prehabilitation, to assess progress towards the 
ambitions of Scotland’s Cancer Strategy (2023-2033)1.  

This report presents findings from follow-up focus groups to the 2025 survey, which 
aimed to gather in-depth insights into how cancer prehabilitation is implemented as 
a core component of treatment preparation, and how rehabilitation is integrated as 
part of the continuum of care – and what additional support could help.  

The analysis presented here forms part of a wider programme of evidence-
gathering to evaluate progress on actions relating to prehabilitation in the Cancer 
Action Plan (2023-2026)7, and generate ideas to inform the next Cancer Action 
Plan. 

Policy context 

One of the 11 priority ambitions of the Scottish Government’s 10-year Cancer 
Strategy is ‘Best Preparation For Treatment’; that every person diagnosed with 
cancer in Scotland is provided with timely, effective and individualised care to best 
prepare them for treatment. This begins with cancer prehabilitation. 

Principles and guidance for prehabilitation8 co-produced by Macmillan, the Royal 
College of Anaesthetists, the National Institute for Health Research Cancer and the 
Nutrition Collaboration provide a structure for the cancer prehabilitation pathway. 
Updated clinical and implementation guidelines3 were published in 2025. As part of 
this guidance, screening is the first step and should occur as early as possible after 
a cancer diagnosis and in advance of each treatment. Where appropriate, 
screening may precede a confirmed diagnosis. Screening uses validated tools to 
identify physical, nutritional and psychological support needs. When targeted or 
specialist support is identified, a formative assessment should be completed; this 
informs the prescription of interventions. 

The Scottish Government’s Key Principles for Implementing Prehabilitation9 distils 
the above guidance for practical use by professionals. It recommends that all 
patients are screened to identify level of need and that, regardless of the screening 
outcome, all patients are provided with universal prehabilitation. This should include 
signposting to NHS Scotland’s Prehab and me website10 and referral to a universal 
prehabilitation workshop, delivered by Maggie’s (in person or online), or another 

https://www.gov.scot/publications/cancer-prehabilitation-scotland-report-2025-survey-findings/
https://www.gov.scot/publications/cancer-prehabilitation-scotland-report-survey-findings/pages/2/
https://www.gov.scot/publications/cancer-action-plan-scotland-2023-2026/pages/3/
https://www.gov.scot/publications/cancer-action-plan-scotland-2023-2026/pages/3/
https://www.macmillan.org.uk/healthcare-professionals/news-and-resources/guides/principles-and-guidance-for-prehabilitation
https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/22869-10061/prehabilitation-for-people-with-cancer-clinical-and-implementation-guidelines
https://www.prehab.nhs.scot/for-professionals/key-principles/
https://www.prehab.nhs.scot/prehab-and-me/
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suitable organisation. Where appropriate, cancer prehabilitation also includes 
assessment  and interventions relating to exercise, nutrition, psychological support 
and assistance, with alcohol and tobacco reduction/ avoidance are part of a 
prehabilitation to rehabilitation continuum. 

In Scotland’s Cancer Action Plan 2023-2026, Actions 47-51 focus on supporting the 
delivery of cancer prehabilitation in Scotland, specifically to: improve access to high 
quality training for staff, strengthen partnerships, invest in universal prehabilitation, 
test prehabilitation approaches, explore digital innovations, and develop tools to 
assess nutritional needs. Findings from focus groups reported here, together with 
published survey data, evidence from local pilots such as the evaluation undertaken 
by Maggie’s11, and the wider cancer strategy evaluation12, are intended to help 
assess the extent that these actions have been realised and identify future 
requirements. 

Within a wider policy landscape, cancer prehabilitation exemplifies the types of 
secondary and tertiary prevention which are the focus of the Health and Social 
Care Service Renewal Framework13 co-produced by Scottish Government and the 
Convention of Scottish Local Authorities (COSLA). This long-term framework aims 
to make health and social care more personal, effective and available closer to 
home. Cancer prehabilitation policy also aligns with Scotland’s Population Health 
Framework14, through its emphasis on preventative investment and action. 
Therefore, insights from everyday practice in relation to the implementation of 
cancer prehabilitation, particularly regarding collaboration across multiple 
organisations, actions to reduce health and care inequalities, and efforts to shift the 
balance of care toward community‑based approaches, may be of value to other 
areas of cancer prevention and wider prevention policy. 

 

  

https://www.prehab.nhs.scot/wp-content/uploads/Maggies-prehab-pilot-report-May-2023.pdf
https://www.prehab.nhs.scot/wp-content/uploads/Maggies-prehab-pilot-report-May-2023.pdf
https://www.gov.scot/publications/monitoring-evaluation-framework-cancer-strategy-scotland-2023-2033-cancer-action-plan-2023-2026-august-2023/
https://www.gov.scot/publications/health-social-care-service-renewal-framework/
https://www.gov.scot/publications/health-social-care-service-renewal-framework/
https://www.gov.scot/publications/scotlands-population-health-framework/pages/1/
https://www.gov.scot/publications/scotlands-population-health-framework/pages/1/
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Objectives 

The purpose of focus groups was to deepen our understanding of 2025 national 
survey results and generate ideas for sustainable delivery of prehabilitation, to 
inform the next Cancer Action Plan. Focus groups were specifically intended to: 

• Provide context to the quantitative survey findings regarding cross-sector 
collaboration and prehabilitation pathways, 

• Identify barriers to service transformation and redesign, and 

• Generate ideas to support long-term sustainability. 

 

The findings are presented as themes emerging from the focus groups, followed by 
staff perspectives on future areas of focus. This is followed by a discussion section, 
which explores the implications of findings under the following headings: 

• How do staff think cancer prehabilitation pathways and partnerships should 
ideally function? 

• What are the barriers to effective pathways and partnerships? 

• What are staff views on future areas of focus? 
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Methodology 
Design and approach 

A focus group approach was chosen as a time‑efficient method to gain a deeper 
understanding of the attitudes and perspectives of a range of professionals involved 
in cancer prehabilitation. Seven online focus groups (December 2025-January 
2026) were conducted with 32 staff across the National Health Service (NHS), third 
sector, the leisure sector and other organisations (see Annex A). Participants were 
drawn from survey respondents in 2025 who consented to be recontacted and via 
targeted outreach to three organisational bodies representing professional groups 
who were under-represented in the survey1. Groups were mixed by role and 
organisation to elicit diverse perspectives on the same topic, with participants’ 
preference for topic of focus group accommodated where possible. 

Ethics and data protection 

A Data Protection Impact Assessment (DPIA) was completed at the outset of the 
project. Ethical considerations were reviewed internally in line with Scottish 
Government ethics guidance15, to align the project with Government Social 
Research (GSR) standards16. Participants received an information sheet, privacy 
notice and consent form by email in advance of focus groups (Annex B).  

Data collection 

A topic guide (two variants) was used to explore topics of ‘pathways and 
partnerships’ and ‘service redesign, renewal and sustainability’ (Annex C). These 
issues were consistently raised in the 2022 and 2025 surveys but required deeper 
exploration to identify solutions, so they were divided into two topics to keep the 
time commitment reasonable for participants. Topic guides were reviewed by the 
Cancer Prehabilitation Oversight Group and the Scottish Government cancer policy 
team for clarity and relevance.  

Sessions were limited to 60 minutes and were held online to make it easier for staff 
to participate across different geographical settings. Focus groups were jointly 
facilitated by a Scottish Government social researcher and the Macmillan National 
Improvement Advisor for Cancer Prehabilitation. Eighty seven survey respondents 
registered to be re-contacted for the purposes of focus groups, of which 53 returned 
an MS Form indicating their availability. Thirty nine staff had sufficient overlapping 
time slots to be allocated a focus group session. Of the seven who withdrew the 
reasons were primarily due to illness, connectivity issues, or unexpected clinical 
commitments. Facilitators debriefed after each group to discuss and record their 
reflections.  

  

 
1 Scottish Associate Directors of Allied Health Professionals, the Cancer Managers Forum, 
and the Scottish Cancer Coalition 

https://www.gov.scot/publications/ethics-guidance-scottish-government-social-research/pages/2/
https://www.gov.scot/publications/ethics-guidance-scottish-government-social-research/pages/2/
https://www.gov.uk/government/publications/the-goverment-social-research-code/government-social-research-code
https://www.gov.uk/government/publications/the-goverment-social-research-code/government-social-research-code


11 
 

Analysis 

Automated transcriptions of the sessions were generated by Microsoft Teams. 
These were checked for accuracy and anonymised by the researcher. Transcripts 
were manually coded within MaxQDA, a qualitative data management and analysis 
tool, by the researcher. Coding was at first iterative and open using participants’ 
own language where possible. A second researcher coded a subset of transcripts 
for quality assurance. Annex D describes this collaborative coding process in more 
detail. Following discussions within the research team, codes were interpreted into 
themes from across transcripts, rather than individual narratives. Ideas for future 
focus were categorised as ‘quick wins’ either when participants explicitly identified 
them as such, or when ideas raised at other points during the focus group were 
assessed by the researcher as low effort and have potential for high impact. These 
ideas were tested with policy officials and the Macmillan National Improvement 
Advisor for Cancer Prehabilitation for feasibility. 

At the final stage of analysis, MaxQDA’s AI-Assist functions were used to support 
analysis, specifically for checking for consistency in coding, developing code 
summaries and locating and extracting segments from transcripts. M365 Copilot, 
based on GPT-5 chat model, was used to improve the readability of the report and 
summarise findings for the Executive Summary. AI has been used in strict 
accordance with Scottish Government guidance and is not a standalone source of 
evidence. Any AI generated content has been quality assured by humans to ensure 
research accuracy and integrity, and there is no verbatim reproduction of AI content 
in this document without human review. The author retains ultimate responsibility 
for AI content used in this research. 

 

AI was used to assist with… Name & version of 
AI tool 

Checking for consistency in coding MAXQDA Analytics 
Pro v24 

Developing code summaries MAXQDA Analytics 
Pro v24 

Locating and extracting segments from transcripts MAXQDA Analytics 
Pro v24 

Improve readability of the report - rewrite, rephrase and/or 
paraphrase part of the text 

M365 Copilot 

Write Executive Summary, Conclusion or other summary 
sections 

M365 Copilot 
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Limitations 

There are a number of limitations associated with these focus groups to note: 

• Representation: The sample of staff who took part in focus groups does not 
provide a complete or representative picture of all staff working in cancer 
prehabilitation. Cancer prehabilitation staff are a dispersed group with 
respect to professional roles and care settings, and while we attempted to get 
a spread of roles across groups, there will be staff stakeholder perspectives 
missed. Notably from General Practitioners (GPs), Clinical Psychologists, 
Counsellors, Occupational Therapists, Pharmacists, and volunteers.  

• Self-selection: The sample of staff who participated in focus groups are 
likely those motivated to participate in research about cancer prehabilitation 
and therefore the findings may under-represent those with a more neutral or 
sceptical view. This may be particularly relevant given that focus groups took 
place over winter, when workloads are often at their heaviest.  

• Focus group dynamics: There are well-recognised biases associated with 
focus group data collection, including social desirability bias (where 
participants provide responses they believe will be more socially acceptable 
than their true views), ‘group think’ bias (where participants conform to more 
dominant opinions), and moderator bias (where facilitators influence 
responses, for example, through verbal or non-verbal cues). These issues 
were considered in advance of the focus groups through the ethics checklist, 
and focus group design aimed to minimise their impacts. However, it is 
acknowledged that such biases may still have influenced the data. 

• Scope: This project considered the implementation of cancer prehabilitation 
from staff perspectives. Staff perspectives on the availability and roll out of 
prehabilitation may differ from a lived experience perspective, which is not 
included in the scope of this analysis, which builds on a survey of staff.  

Please note that while themes are presented thematically, this does not imply 
consensus. The number of participants is included where appropriate to illustrate 
the weight and range of views expressed. In addition, participants’ professions are 
provided alongside quotations for context, but this should not be taken to mean that 
the participant’s view is representative of their professional group. 

Within the analysis, the term ‘prehab’ is used as an abbreviation of prehabilitation, 
as this was the preferred terminology for participants and therefore used to reflect 
participant understandings when they use this term. 

 

 

  



13 
 

Key Findings – Themes 
Six interlinked themes were identified across focus groups: 

1. The role, framing and messaging around prehabilitation 

2. Strategic commitment and coordination at senior leadership levels 

3. Referrals onto, and touchpoints along, the pathway 

4. Collaboration – awareness, trust and working across organisations 

5. Reducing barriers and promoting equity of access 

6. Planning and resourcing in services 

 

1. The role, framing and messaging around prehabilitation 

Prehabilitation was seen by participants as multi-modal and tiered, including 
physical activity, nutrition and psychological support with the role of getting patients 
into the best possible position for their treatment. It was also seen to extend to 
practical support, such as transport, to improve people’s ability to be able to engage 
with interventions. It was emphasised that prehabilitation should not only be for 
patients undergoing treatment with curative intent, but for those receiving 
non‑surgical, palliative or best supportive care as well given the evidence of 
benefits to these groups.  

“We have been saying about this idea of how we support people to get the 
best out of whatever treatment they’re looking at. I’m not always looking at 
either curative, surgical intent. It can absolutely be in palliation, you know, 
we can have people who are in palliative treatment now for years. And 
actually that importance of optimising both their health and wellbeing, and I 
do wonder if we need to be a bit more broad-minded in terms of it not 
always being a medicalised model and approach to this.” (Third sector 
staff) 

Participants described that prehabilitation is often viewed as an ‘add on’ and the 
need for a culture change at organisational level to frame prehabilitation as a core 
part of treatment, similar to routine tests rather than an optional extra. Across focus 
groups staff felt there is a need for consistent interest and messaging from 
professionals – particularly those with influence, to reinforce a whole team 
approach to what prehabilitation is and why it matters.  

“One of the things we’ve been talking about is the consistent messaging 
across the board, and who do the patients listen to the most. So, is it, can it 
add more value coming from your Clinical Nurse Specialist (CNS), or your 
consultant to say, you know, you need to look after your wellbeing. You 
need to look after your nutrition, you maybe need to think about the 
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physical activity side of things. So that there’s that same consistent 
message all the way through.” (Leisure staff) 

The need for a whole team approach across different professional groups on 
messaging about prehabilitation was highlighted. It was also described in examples 
of clear and confident signposting to prehabilitation activities delivered by third 
sector organisations. 

“It’s about a team approach. You know I think absolutely consultants need 
to come on board. There is something different about CNS saying to people 
and actually a whole kind of team approach. So that every time they get 
spoken at the beginning that everybody’s singing from the same hymn 
sheet as well. I think there’s benefit to that and value given to the patients.” 
(Nurse) 

“I would say in terms of my NHS colleagues, there’s varying levels of buy 
in… There’s some people who are huge champions of prehab and we see 
that through our referrals.” (Third sector staff) 

Ten participants emphasised the importance of increased public awareness of what 
prehabilitation is, so that patients know what it is and why it is important before 
diagnosis, which can be a psychologically challenging time. In particular 
participants emphasised the need to introduce the term in a simple and jargon-free 
way. One mentioned that consistency in messaging about prehabilitation should 
extend beyond the health sector, to include areas such as housing. 

To support an understanding of prehabilitation, some participants proposed 
alternative terms to prehab. One participant suggested reframing prehab as 
“all‑hab” to convey that prehabilitation activities are relevant beyond pre‑surgical 
patients, and to better reflect the often ongoing nature of treatment and support 
across a continuum from prehab to rehab. Another participant proposed using 
“prehab” to describe universal interventions, and “prehab plus” for specialist 
interventions, to better capture the tiered nature of provision and provide clarity 
around leadership and responsibility for delivery. These suggestions highlight the 
importance of language to support consistent public and staff understanding. 
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2. Strategic commitment and coordination at senior leadership 
levels 

Participants reflected that often prehabilitation activities in Scotland are defined by 
projects rather than pathways, meaning that little in the way of staffing or funding is 
sustained. They emphasised that it is not about re-inventing the wheel but 
potentially learning from other models of prehabilitation in the United Kingdom (UK), 
such as the Prehab4Cancer model in Greater Manchester17, which has a unified 
approach that covers a large geographical area. They noted the need to 
understand under- and over-capacity of local services at more senior levels of 
leadership or management, and for these to be regionally coordinated to ensure 
people can access services close to home, including across NHS Board 
boundaries.  

“The way prehab works at the moment is very patchy, so there are some 
services that have managed to if you like persuade their Health Boards to 
fund something and they’ve got something in place.” (Surgeon) 

Given the current challenging financial climate, three participants said 
prehabilitation is seen as a ‘nice to have’ by NHS Boards. One described feeling 
disheartened when compelling evidence of the benefits of prehabilitation were not 
being acknowledged. Another felt that NHS Boards need an incentive or something 
that would ‘turn heads’, such as a strong cost‑benefit analysis. One suggested that 
they would likely need crossover funding, to continue to deliver prehabilitation while 
achieving the direction of resources for savings in rehabilitation.  

“I do not feel the Board is committed to that because they’re not 
supporting us to deliver prehab at the level we need to and I think it’s 
tokenistic. We get nods, we get pats on the back but we don’t get any 
action. There’s no commitment to see prehab as part of the cancer journey, 
as an add-on, and that’s how it seems. So something needs to change at 
higher people that make the decisions and allocate the resources.” (Allied 
health professional) 

Related to evidence of the benefits of prehabilitation, all seven focus groups 
discussed outcome measures in prehabilitation. Across focus groups, measuring 
the benefits of prehabilitation was described as challenging, given the resource 
required not only to manage the data but also to analyse and isolate the specific 
impact of prehabilitation among other influencing factors. 

“So what they’re asking for [in the prehabilitation service] is the impact on 
length of stay. But how do you possibly tease that out from a Dietetic and 
Speech and Language perspective? You know it’s so hard to prove in 
patients having such complex cancer surgery, with all the complications 
they face at any time, because of anything.” (Allied health professional) 

Participants discussed a variety of outcome measures relevant to cancer 
prehabilitation from service measures of length of stay or waiting times, to clinical 

https://prehab4cancer.co.uk/wp-content/uploads/2022/01/GM_Prehab4Cancer_Evaluation_Report_Final-003.pdf
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measures such as survival and recurrence rates, to patient-reported outcome 
measures, mental health scoring, and quality of life indicators. Qualitative data, 
such as patient stories, were also viewed as valuable to evaluate experiences and 
evidence the benefits of prehabilitation.   

Two participants suggested a prehabilitation‑related metric within the Quality 
Performance Indicators (QPIs) to help drive interest and action in prehabilitation.  

“I think prehab needs to be listed on as a QPI for all the MDTs because 
unless it’s mandatory, it’s not going to happen.” (Consultant Physician) 

However, participants acknowledged challenges in identifying the most appropriate 
metric for prehabilitation. For example, issues with measuring the proportion of 
people who have gone through a prehabilitation pathway or service. A lack of 
appropriate information technology (IT) infrastructure and difficulties locating 
baseline data were also identified as the key measurement challenges. Despite 
this, it was felt that standardised measures for prehabilitation could support 
consistent data collection and evidencing of benefits, which highlights the need for 
support from senior leaders to invest in infrastructure for recording information, and 
strengthen commitment to measurement. 

 

3. Referrals onto, and touchpoints along, the pathway  

There were varying views on the optimal time to introduce and refer patients to 
cancer prehabilitation. Many felt it should begin as early as possible, even before a 
confirmed diagnosis, to maximise the available ‘window’. Others cautioned against 
raising prehabilitation too early (for example, at GP referral stage) due to the risk of 
increasing patient anxiety. Striking a balance between timely interventions, and 
managing patients’ wellbeing given the psychological impact of a cancer diagnosis, 
was seen as key. 

Informed choice on the pathway was emphasised in two ways: 

First, that patients should be given clear, accessible information that helps them 
understand why prehabilitation matters that is not overly medicalised. Participants 
mentioned the Prehab and me10 website, and described signposting to this 
resource and other cancer support agencies within their own online or leaflet 
materials. Some felt that more proactive outreach activities would be beneficial, 
such as educational videos about prehabilitation on TV screens within waiting 
rooms. One raised the importance of a balance of information for patients, noting 
that holistic assessment and personalised care have long been a part of cancer 
care, before these were formally recognised within cancer prehabilitation, and that 
we should not lose sight of the patient when providing information and promoting 
engagement.  

Second, participants emphasised that patients should be offered a choice of 
prehabilitation activities to suit their preferences. Participants stressed the 

https://www.prehab.nhs.scot/prehab-and-me/
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importance of flexible services that take account of differing degrees of health, 
immunocompromise, work commitments, preferences for online versus in‑person 
sessions, one‑to‑one or group formats, and cancer‑specific versus generic groups, 
peer support or professional/volunteer led, to ensure care is accessible and 
personalised. One described the ideal prehabilitation pathway as ‘menu like’. 

“So trying to make sure we’re quite fluid and we’re not bombarding 
patients with things, but they can access at any point, and in my view some 
sort of digital platform or similar is probably the only way to do that 
because then patient can access it as and when they choose.” (Service 
lead/ manager) 

Several participants noted that simply explaining the benefits of prehabilitation is 
often not enough to motivate patients to engage in prehabilitation, particularly at the 
point of cancer diagnosis. They described that prehabilitation could be seen as ‘an 
additional ask’ during an already overwhelming time, and that patients require a 
certain level of internal motivation to participate in prehabilitation. This is related to 
the concept of health literacy discussed below in Reducing barriers and promoting 
equity of access. 

“It's such a big trauma to be diagnosed with cancer. And sometimes 
[patients’] ability to understand they can do something about their 
diagnosis is sometimes secondary for them. They think about survival, you 
know, but they don’t [think] I can be physically active. I can change my life 
and habits. So, people ignore this and thinking they want to start the 
treatment.” (Leisure staff) 

Four participants felt that those who take up services tend to be people already 
inclined to undertake these activities, whereas the focus should be on supporting 
those who need ‘a further push of encouragement’.  

“So much of prehab is behaviour change. People don’t come into their 
cancer treatment completely motivated and wanting to run a marathon, 
many of them aren’t fit, and it’s not something that they’ve done before. So 
there’s a lot wrapped up with that within their treatment and how they 
approach treatment.” (Nurse) 

To reach patients at other stages in the pathway, when they may be more ready to 
engage with prehabilitation, multiple touchpoints along the pathway was suggested. 
Another suggestion was to upskill staff using existing NHS Education for Scotland 
(NES) behaviour‑change training delivered by the Psychology team to promote 
patient engagement. 
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4. Collaboration – awareness, trust and working across 
organisations 

Participants described challenges relating to cross-sector collaboration that are not 
unique to cancer prehabilitation – of not knowing what other organisations are 
delivering, working in siloes, and competition between some organisations. The 
pandemic was mentioned by two participants, who felt that it had left them less 
aware of what is available locally or had experienced re-prioritised services in 
COVID recovery to reduce the availability to prehabilitation.  

Participants outlined examples of effective cross‑sector collaboration locally, often 
highlighting individuals who have proactively built connections between 
organisations and share learning, for example, through information sessions and 
teaching opportunities: 

“We’ve got a really good driving force in [consultant name], who’s now sort 
of the prehab lead for this area. And he is really connected [names of third 
sector organisations] and really sees the value in it. So we have all come 
together whether to provide information sessions with different groups 
within the NHS, but also from a teaching perspective, went to speak to 
[name of university] students about the role of the third sector, 
prehabilitation, etc.” (Third sector staff)   

A service lead drew out the need to gather intelligence about what is offered and by 
whom across organisations, to coordinate this from a patient perspective: 

“But when I started I found out there was lots of services and lots of 
willingness to provide support to patients. But I didn’t understand how 
everybody was connected. I had to start at the beginning and almost have a 
big session really with [lists partners] to really try, and then unpack a little 
bit what the offering was and get a bit of clarity and sense for myself. Well, 
how do we ensure we’re getting the right things for the patient in a big long 
pathway which is littered with information, and all valuable.” (Service lead/ 
manager) 

Participants who were NHS staff described a willingness to integrate with the third 
sector and local authority sector, and third sector and local authority sector staff 
described being prepared and making improvements where possible to increase 
referrals. Poor cross-sector relationships were felt to be due to low trust in the skills 
and governance of non-NHS organisations or non-NHS organisations not being 
seen or treated as an equal partner in service delivery.  

“People can think the third sector isn’t professional… we’re qualified 
professionals as well.” (Third sector staff) 

“We were kind of last to be included. It was almost like an afterthought… 
But we can be a massive part in this because we do it with other health 
conditions as well.” (Leisure staff) 
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Things that were identified as facilitators of cross-sector working were: bringing 
organisations together to clarify roles and responsibilities at each stage of the 
prehabilitation pathway, improving how data is shared between organisations, for 
example, through simple referral forms with appropriate information governance, 
and having key information about local services available in one place to improve 
staff awareness and support signposting. Cancer Card Support Directory18 was 
given an example of a helpful, searchable directory of cancer support services. In 
addition, appropriate training for prehabilitation-specific roles was felt to be an 
important pre-requisite for trust between staff.  

“I think statutory services need to let go of some of the power that we hold 
everything. I think we need to have trust in our third sectors, but that trust 
comes with having assured and certain governance and training and 
consistency. Because we won’t transfer people in our care onto the 
services if we don’t understand their level of training and level of 
governance.” (Allied health professional) 

Digital advancements in developing patient portals, similar to Badger Notes care 
records19 in maternity care, was raised by two participants as a potential future 
route to enable patients and staff across different clinical or non-clinical teams to 
view and record updates, and support more effective collaboration. 

“Ideally some sort of digital platform, the patient can access as well. So 
they can see what’s being discussed and what options are open to them. 
Because obviously prehab has a clinical component to it, but some of the 
other stuff, there’s not really the time to say, ‘ok well you’re ready to talk to 
someone about this, or consider financial support, or whatever, because it 
will just vary from person to person.” (Service lead/ manager) 

 

5. Reducing barriers and promoting equity of access  

In every focus group, participants brought conversations back to the patient and 
equity of access to cancer prehabilitation. Participants highlighted patient barriers to 
prehabilitation advice or support, of which some were inter-related. These were: 

• Digital poverty 

• Ability to use technology 

• Distance / rurality   

• Transport 

• Time constraints of patients who are working 

• Affordability 

• Language 

• Healthy literacy 

https://www.cancercard.org.uk/
https://www.badgernotes.net/
https://www.badgernotes.net/
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In five out of seven focus groups, challenges concerning access to digital resources 
was raised. Discussion related to digital poverty or patients’ ability to use 
technology, with participants highlighting the importance of hybrid options to 
support those with lower digital literacy, or signposting to services to improve digital 
skills. 

“There was a huge move to digitise and everything, but we find that the 
majority of our patients, because of the age profile, do not want to be using 
QR codes and different things, and I know I’m generalising here.” (Nurse) 

Participants highlighted that some patients have long or complex travel for 
prehabilitation activities, and spoke about how local community settings, online 
options and practical support with transport could promote equity of access. 

“We’ve got these huge geographical areas, so if you’re able to deliver local 
prehab in local health centres, sports centres, places like that, so patients 
aren’t having to travel to the cancer centre, which is, potentially up to 100 
miles from where people live.”  (Allied health professional) 

They emphasised the need for more clarity to identify when it is appropriate for 
patients to travel to appointments, and when it is appropriate to provide support 
closer to home. 

“And I think that whatever is in place, I think I would plea working in the 
[NHS Board] to work out what needs to be delivered face to face and what 
doesn't and what options for people that you know that are 100 miles away 
from a base hospital. You know that may be that they have to travel to get 
the specialist physio that's on offer but where they don't have to, what can 
be put in place for them?” (Surgeon) 

Time constraints due to patients’ work commitments was also raised as a barrier to 
access, highlighting the need for support being available outside of regular working 
hours. 

“We often hear from men who have an interest in accessing support 
services. But those sessions are at times where they're working. There 
aren't many available evenings and weekends. So I think the ideal service 
we see are those that sort of take those aspects into account.” (Third 
sector staff) 

Participants raised affordability barriers for patients engaging with prehabilitation. 
One participant explained that heightened financial concerns, particularly when 
patients are unable to work, can influence whether prehabilitation is prioritised. This 
was described as the ‘financial toxicity’ of a cancer diagnosis. 

“If people pay for, even if it’s £10 a month, some of the areas locally will 
only charge £10 a month, which doesn’t seem much to people that have got 
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finance, but for people that have really struggled and maybe it’s not quite 
easy like maybe off work and in statutory sick pay getting very little. It’s 
definitely a fact on getting to and from.” (Nurse) 

Language barriers were highlighted by one participant, who emphasised the need 
for translation of information resources, including the Prehab and me10 website, for 
patients where English is not their first language, as well as versions in British Sign 
Language. 

“The videos all have subtitles but again it’s all in English.” (Third sector 
staff) 

On a wider point around information resources, one focus group raised ‘health 
literacy’ as a barrier to access.  

“There's something about that basic education of what? Why are we telling 
you this? Why are we encouraging you to go to this? Because everyone's 
got a different health literacy level. So I think that's really important that we 
break down those barriers to access.” (Academic) 

The ability to understand and act on health information is also discussed under 
‘Referrals onto, and touchpoints along, the pathway’ above. This highlights the 
intersection between barriers of access and patient engagement in prehabilitation 
at diagnosis. It also highlights the need to reduce barriers of access to prevent the 
widening of inequalities which may already exist. 

 

6. Planning and resourcing in services  

Resourcing for prehabilitation was raised in a number of ways in focus groups, 
which is considered below in relation to different professional roles and capacity 
through the following sub-themes: 

 

Specialist allied health professional capacity 

Participants described the importance of cancer-specific allied health professionals 
in delivering specialist prehabilitation advice and support. In particular, their 
contribution to care for patients with more aggressive, less survivable cancers was 
noted. Participants acknowledged how pressurised NHS services were, and 
described feeling frustrated when they were unable to refer to local specialist 
dietetic or psychological support once needs were identified. One participant 
described how the impact of resourcing lead them to feel uncomfortable when 
having to give advice outside of their own training: 

“A big thing for me is not telling the patients the wrong thing, so I’m just 
really saying to patients, if you can walk around the block or they’re out 

https://www.prehab.nhs.scot/prehab-and-me/
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exercising every day, but it’s not knowing whether that’s the right thing to 
tell them, or could there be something better than that?” (Nurse) 

The resourcing of community services was seen to impact on timely prehabilitation. 
One participant described using their own contacts in community services to fast-
track access for patients to timely prehabilitation. As reflected in the quote below, 
they questioned the sustainability of this practice at population level.  

“Generally I think it’s the specialist sector that needs the most attention… I 
think unless there’s a truckload of money going to get dumped at the doors 
of those services, I don’t think it’s a quick fix unfortunately. I think [this] is 
why it’s so difficult because it kind of gets avoided because there is just 
not the personnel to be able to deliver it.” (Allied health professional) 

Four participants described ‘working with what we’ve got access to’ based on 
patient needs. They gave practical examples of how they are doing this, such as 
offering online sessions to reach more patients, and ‘bolting on’ extra hours for 
prehabilitation within their existing role rather than securing additional Whole Time 
Equivalents for prehabilitation.  

The central role of clinical nurse specialists  

Across focus groups, clinical nurse specialists (CNS) were viewed as crucial to the 
prehabilitation pathway, given their close knowledge of patients’ needs and the kind 
of prehabilitation patients would benefit from. One participant described the CNS as 
the driving force for a well utilised local Maggie’s centre. Two participants noted that 
CNS are at the risk of overwhelm with the additional administration associated the 
prehabilitation, in particular, given current capacity challenges and potential impacts 
of the reduced working week.  

“I would love to be able to implement screening and things, just maybe 
piloting, say, but with the reduced working work coming in, no additional 
resources and I’m really conscious about making sure that we keep the 
staff well and be very cautious we’re not adding to the workload.” (Nurse) 

The role of the non-clinical workforce 

Five participants reflected on their experience that navigators within Single Point of 
Contact initiatives (SPOC) or healthcare support workers provide support along the 
prehabilitation pathway. In some NHS Boards, these roles are permanently funded. 
They were seen to help reduce some of the administrative burden on CNS, and 
allow them to focus on clinical responsibilities. In particular, through support with 
screening and onward referrals. One participant observed that the SPOC navigator 
in their area has made referrals to Maggie’s universal prehabilitation easier, with 
plans for wider roll out across tumour groups due to this improvement.  

“We're lucky in [Board] We've got Single Point of Contact and they deal 
with all cancer groups, so. So for our prehab, we were able to facilitate it 
through them, so that they're Band 4 healthcare support type worker roles. 
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So it even takes emphasis, initial emphasis away from the CNS…it makes it 
much more sustainable as well because those posts are funded 
permanently.” (Service lead/manager) 

However, it was noted that staff in these roles should have sufficient clinical 
knowledge and skills to effectively manage patient touch points and data. It was 
also noted that while beneficial, the role of SPOC should be defined clearly. 

“We have a SPOC [patient navigator] who worked specifically for [cancer 
types], her impact is huge. She’s really, really beneficial. And she’s doing a 
lot of screening for frailty and things like that. But ultimately that could be 
transformed into work specifically for the detection of prehab needs.” 
(Allied health professional) 

Elsewhere, participants gave examples of the beneficial role of the non-clinical 
workforce in the pathway, and provided ideas for more formal involvement, which 
are outlined in ‘Key Findings – Staff views on future areas of focus’. The key role of 
the third and independent sectors as providers of universal prehabilitation was 
emphasised by staff, with emotional support and assistance with transport seen as 
well placed here also. Support for physical activity was seen as spanning both NHS 
services and local authority leisure provision. Specialist nutritional and 
psychological support was viewed as the responsibility of the NHS. 

“I think for emotional support, particularly that generally falls to the third 
sector… it’s great to get them in early for prehab because they get the 
whole awareness of the entire service offer from the very beginning and for 
their partners, who often feel incredibly helpless at that point.” (Third 
sector staff) 

Data for planning and resourcing 

There was evidence of a paradox of both under-utilisation and over-stretch, both 
across and within prehabilitation pathways. For example, one participant working in 
universal prehabilitation described higher referral rates from one cancer type team 
than others. It was frequently raised in focus groups that knowledge of where there 
is capacity in the system should be made known in order to be utilised.  

“We’re used to everything being oversubscribed. So if there are places 
where it’s undersubscribed we need to know about that. We need to 
communicate to the clinical teams that that capacity is there and then we 
can feed into them if there’s already existing services that are not being 
used. (Consultant oncologist) 

In one focus group, two participants described screening and population data for 
more effective and up-to-date prehabilitation workforce planning. 

“I’m part-time… which you know, when I started doing this job, wasn’t 
far off the mark, but you know, people survive longer. They 
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have multiple treatment lines. The numbers are much bigger than they’ve 
ever been. So, being able to then provide that level with prehabilitation, 
there would have to be more money for that.” (Allied health professional) 

Both participants felt that having minimum staffing levels for prehabilitation would 
help determine what resource would be needed in terms of staffing and space. This 
was particularly emphasised with reference to cancers that require specialist types 
of prehabilitation rather than a universal approach.  
 

“I almost wonder if we need [to] set numbers. So, for example, you have a 
population of 50,000 people, for that population size you need X dieticians, 
X physios, X whatever to deliver an adequately staffed prehab service.” 
(Allied health professional) 

Some participants felt that there is currently insufficient resource to meet demand 
for specialist prehabilitation once need has been identified. Others described 
prehabilitation activities or dedicated roles being discontinued due to short-term 
funding coming to an end. These challenges highlight the potential value of 
prehabilitation screening data to inform workforce planning and strategic needs 
assessment, ensuring that resourcing is driven by need rather than by determining 
what support is available. 
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Key Findings – Staff views on future areas of 
focus 
Discussions across focus groups covered what participants felt the areas of future 
focus should be. The idea of ‘quick wins’ was introduced by facilitators, as low 
effort, high impact actions that are aligned with longer-term goals, as shown in the 
diagram below. This was differentiated from ‘quick fixes’ which may superficially 
solve an issue but do not address underlying problems. In debriefs following the 
focus groups, facilitators observed that 
participants took their time before 
responding to these questions and provided 
considered responses.  

From the suggestions that staff provided 
throughout focus groups, potential ‘quick 
wins’ have been identified in the analysis. 
These include: 

• Workshops to bring together delivery 
partners across sectors (NHS, third 
sector, independent sector and local 
authorities), to map out local and 
regional prehabilitation services, identify under and over utilisation and clarify 
roles and responsibilities in the pathway. 

• Offering a hybrid mix of delivery models including online and in-person 
interventions to cater for diverse patient preferences and locations, using local 
health and sports centres and community buildings to reduce travel barriers. 

• Increased use of visual aids and prompts in clinics and waiting rooms, such as 
video adverts, to raise awareness of what cancer prehabilitation is and make 
the public more familiar with the term.2 

• Centralised information or repositories about what prehabilitation activities are 
available locally that can be filtered by cancer type and geographical area.3 

• Making information about prehabilitation and services available in multiple 
languages and formats to cater for diverse cultural and language needs. 

• Upskilling prehabilitation staff in behaviour change  to improve skills around 
patient engagement. 

• Automatic free passes to local gyms as part of universal prehabilitation. 

• Linking with the National Physical Activity Pathway20. 

 
2 Resources that can be used as a poster or given as a leaflet, and videos, are available on the 
resources section of the Prehab and me website  
3 Examples include Cancer Card, Scotland’s Service Directory on NHS Inform and NHS Board 
specific directories. Governance, comprehensiveness and currency of resources should be 
considered in the use of these resources. 

https://publichealthscotland.scot/population-health/improving-scotlands-health/food-and-physical-activity/nhs-physical-activity-pathway-npap/npap-overview/
https://www.prehab.nhs.scot/for-professionals/resources/
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• Collaborating with other teams and working across tumour groups. 

 

Participants also described ways in which they are currently working, or have 
worked, that could be considered as maximising capacity: 

• Integrating the third sector and local authorities more formally into 
prehabilitation pathways, for example, through shared steering groups, or 
embedding specialist staff in non-NHS settings to provide targeted support.  

• Scaling up interventions through offering online sessions, group sessions, peer 
support or (for universal prehabilitation) volunteer-led interventions, while 
acknowledging that some people require individualised and bespoke support.  

• Exploring navigator or healthcare support roles as a consistent person to help 
patients navigate the prehabilitation pathway, assist with screening and 
referrals, support with equity of access and reduce some of the administrative 
burden on clinical staff.  

• Circulating regular updates through teams on prehabilitation activities available 
and dates for prehabilitation support sessions. 

• Producing leaflets with details of the prehabilitation website, a list of support 
services, and QR codes for screening or physical activity videos. 

• Third sector outreach events to medical students on cancer prehabilitation to 
foster a consistent message and build connections between sectors.  

• Making prehabilitation interventions more accessible through diversifying 
locations and creating ‘shorter’ online sessions of 20-30 minutes.  

• Signposting to banks and financial institutions to improve digital skills and widen 
online access to prehabilitation resources. 

 

Participants wished to emphasise that over and above ‘quick wins’, there are 
systemic, long-term and complex challenges that need to be addressed with more 
effort and resource if the pre-treatment ambition is to be realised. Suggestions for 
longer term areas of focus were: 

• Automatic referrals to universal prehabilitation services, unless a patient 
explicitly opts out, so that prehabilitation is a standard and early part of the 
pathway. 

• Creating a prehabilitation-related metric, such as a Quality Performance 
Indicator (QPI), to encourage a consistent message from health care 
professionals about prehabilitation as an integral part of the cancer pathway 
and not an add-on.  

• Securing dedicated resource for establishing a prehabilitation service, to help 
move healthcare input from a reactive to proactive model. 
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• Workforce planning using screening data within a strategic needs assessment 
to determine the number of specialist staff needed for prehabilitation services 
locally. 

• Developing a stronger evidence base to demonstrate the benefits of 
prehabilitation (for example, a robust cost benefit analysis), and help secure 
commitment from strategic decision makers. 

• Related to strategic commitment and investment, standardised patient reported 
outcome measures to allow consistent data collection to demonstrate benefit. 

• Improved IT infrastructure and resource to manage patients’ baseline and 
outcomes data, for example, patient held records accessible to the patient and 
staff across sectors. 

 

In summary, suggestions can be grouped by a number of themes for future focus 
such as ways to improve communication and trust between partners, ways to 
enhance education and awareness of prehabilitation (amongst prehabilitation 
staff and the wider public) and improve knowledge of services available. 
Suggestions relate to ways of securing strategic buy in and funding for 
sustainable services through better use of data, enhancing accessibility and 
equity of prehabilitation, workforce development through training, and 
investment in systems to make systematic recording of patient screening, 
assessment and outcomes data easier.  

It is important to note that the suggestions above reflect the views of participants, 
categorised by an analyst. Literature surrounding the potential effectiveness, 
feasibility and practicality of the ideas are discussed in the section below, in order 
to inform recommendations. Where relevant resources may already be available, 
these are signposted in the discussion below, and their potential considered. 
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Discussion 
How do staff think pathways and partnerships should ideally 
function? 

Almost a decade ago, Macmillan’s Prehabilitation Evidence and Insight Review21 
(2017) identified a number of key questions that were evidence gaps at the time, 
including ‘who is best placed to provide prehabilitation?’, and ‘who can realistically 
provide prehabilitation?’ Follow up Principles and guidance8 co-produced by 
Macmillan, the Royal College of Anaesthetists, the National Institute for Health 
Research Cancer and the Nutrition Collaboration, set out a framework for 
registered and unregistered professionals involved in multi-disciplinary team 
working to deliver prehabilitation. Macmillan guidance updated in 20253 promotes 
prehabilitation as means to enable people with cancer to prepare for treatment by 
encouraging healthy behaviours and needs‑based exercise, nutrition, and 
psychological support. Prehabilitation sits within a continuum of rehabilitation and 
aims to empower patients to build resilience to cancer and its treatment and to 
improve long‑term health. 

The focus groups conducted for this report shed light from staff perspectives on the 
question of ‘who can realistically provide prehabilitation?’. As reflected in the 
principles and guidance, focus group data outlines that the delivery of 
prehabilitation spans across a number of care professionals and settings. Clinical 
nurse specialists (CNS) were viewed as crucial, given their close contact with 
patients at diagnosis. However, CNS were viewed as a stretched resource. 
Navigators and healthcare support workers, where they exist in services, were 
described as providing support with patient-related and clinical-based 
administration, and in doing so, supporting sustainability of services and promoting 
equity of access. Allied health professionals were considered critical for delivering 
specialist prehabilitation, with some calls to embed allied health professionals in 
services instead of having to refer out. Consultants and oncologists were viewed as 
having an important role in endorsing and providing a consistent message around 
the benefits of prehabilitation, with staff reflecting that this message should be 
promoted by all in these roles rather than the responsibility falling on a small 
number of oncologists or surgeons with a special interest. 

The key role of the third and independent sectors as providers of universal 
prehabilitation was emphasised by staff, with emotional support and support with 
transport seen as well placed here. The NHS and the local authority leisure sector 
were described as important providers of physical activity support. Specialist 
nutritional and psychological support were viewed as being within the domain of the 
NHS. In debriefs, focus group facilitators observed constructive dialogue between 
professionals from different sectors and reflected on how clear the sense of a 
shared goal was, for improving the lives of people with cancer. The Health and 
Social Care Service Renewal Framework13 (SRF) emphasises that the voluntary 
sector, community-based organisations, carers (paid and unpaid), social care 
services, social workers and primary and community care are all central to the local 
delivery of prevention and early intervention activities.  

https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/23904-10061/prehabilitation-evidence-and-insight-review
https://www.macmillan.org.uk/healthcare-professionals/news-and-resources/guides/principles-and-guidance-for-prehabilitation
https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/22869-10061/prehabilitation-for-people-with-cancer-clinical-and-implementation-guidelines
https://www.gov.scot/publications/health-social-care-service-renewal-framework/
https://www.gov.scot/publications/health-social-care-service-renewal-framework/
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The SRF also notes that shifting resource to community settings will be a 
necessary step to allow for the effective delivery of care, in this case pre-treatment 
care, as close to patients’ homes as possible. This is likely to be relevant to cancer 
prehabilitation and aligns with one participant’s suggestion of time-limited 
transitional funding to establish a prehabilitation service while maintaining current 
activities to support a shift in healthcare input from a reactive to a proactive model. 
While early intervention may require increased resource earlier in the pathway, 
such an approach may help to reduce the need for reactive complex care later. 

Focus group findings suggest a strong willingness and motivation among staff for 
greater cross‑sector collaboration in the delivery of prehabilitation. However, they 
also indicate that the appropriate data‑sharing infrastructure is not often in place to 
support smooth collaborative working. In addition, variable awareness of, and 
attitudes towards, non‑NHS delivery partners may contribute to fragmentation. 
Wider evidence on partnership working from the Healthy Communities Together 
programme22 highlights that the alignment of values and a shared sense of purpose 
are key enablers of motivation in working across statutory and voluntary sectors, 
alongside the need for intentional governance and convening structures that are 
appropriate to the local context. For example, for cancer prehabilitation, these 
governance and convening structures could practically include an information 
governance and data sharing agreement, a shared competency framework and/or a 
data feedback loop relevant to the local context to ensure trust and awareness. 
This will require leadership to develop such agreements, and a willingness to 
collaborate across sectors, bringing together all the skills, experience and assets 
that are available across the system. 

 

What are the barriers to effective pathways and partnerships? 

There were a number of barriers raised by participants felt to impact upon effective 
pathways and partnerships. These are described in Key Findings, and are 
summarised in the table below as barriers facing patients, staff and systems. They 
point to constraints that may be at play in the implementation of cancer 
prehabilitation, while also highlighting areas for actions to improve pathways and 
strengthen partnerships at different levels. 

Table summarising barriers facing patients, staff and systems:   

Patients Staff Systems 

Prehabilitation as an 
unfamiliar term, or 
seen as ‘jargon’ 

Staff knowledge of 
prehabilitation activities 
available in local area 

Lack of strategic 
commitment to 
prehabilitation and 
consequences on 
funding and 
infrastructure 
 

https://www.kingsfund.org.uk/insight-and-analysis/long-reads/maintaining-motivation-and-drive-cross-sector-partnership-working
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/maintaining-motivation-and-drive-cross-sector-partnership-working
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Patients Staff Systems 

Practical support – 
time, finances or 
transport to engage in 
prehabilitation activities 
 

Attitudes towards and 
trust in training and 
governance of third 
sector providers of 
prehabilitation 

No feedback loop for 
data sharing about 
patients between 
sectors  
 
 

Patient engagement – 
based on a number of 
factors including 
language, health 
literacy, anxiety and 
priorities at diagnosis 

Work associated with 
prehabilitation (e.g. 
overseeing pathway) 
for an already 
stretched workforce 
 

Areas of over-capacity, 
and under-capacity to 
meet need-based 
demand23 for 
prehabilitation 
 

 

A review of international evidence on the implementation of cancer prehabilitation24 
identifies key barriers including patient engagement, communication, workforce 
planning, and constrained staff capacity. These barriers were also evident in the 
focus group findings. However, issues relating to attitudes towards prehabilitation 
providers, levels of trust between partners, and the ease of data sharing were more 
strongly emphasised in the focus groups than in the reviewed literature. Knowledge 
of, and confidence in, delivery partners therefore emerges as an important issue for 
cancer prehabilitation and the second Cancer Action Plan. An important next step 
for the strategy would be to support partners across all levels (local, regional and 
national) to encourage communication and increased trust in partnerships. This 
include exploring leadership resources available, such as those compiled by the 
Local Government Association25, aimed to help middle leaders address power 
imbalances in partnerships, collaboration and integration within cross-sector 
partnerships. 

The review also suggests that, internationally, the main barriers to the 
implementation of cancer prehabilitation are: a lack of national policy support, 
limited resources, and insufficient evidence on the long-term effectiveness and 
cost-efficiency of prehabilitation. In Scotland, national policy provides clear support 
for the implementation of prehabilitation, as outlined in the Cancer Strategy 2023-
20331. As part of this, the Cancer Action Plan (2023-2026)7 set out to develop a 
partnership to explore digital innovation (Action 47), nationally roll out face-to-face 
universal prehabilitation through Maggie’s and other providers (Action 48), develop 
tools to aid the assessment of nutritional needs of people affected by cancer 
(Action 49), work with stakeholders to test and embed successful approaches to 
prehabilitation (Action 50), and work with the NES to make available tools that 
support the delivery of high quality prehabilitation services (Action 51). These 
actions have been supported by the Cancer Prehabilitation Oversight Group. While 

https://www.cambridge.org/core/journals/health-economics-policy-and-law/article/need-demand-supply-in-health-care-working-definitions-and-their-implications-for-defining-access/DCA6075231537BB4EFC57793B33879F0
https://www.cambridge.org/core/journals/health-economics-policy-and-law/article/need-demand-supply-in-health-care-working-definitions-and-their-implications-for-defining-access/DCA6075231537BB4EFC57793B33879F0
https://www.magonlinelibrary.com/doi/pdf/10.12968/hmed.2024.0817
https://www.local.gov.uk/our-support/partners-care-and-health/adult-social-care-workforce/leading-middle-learning-and/partnerships
https://www.gov.scot/publications/cancer-action-plan-scotland-2023-2026/pages/3/
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national policy has been in place, limited resources and a ‘good business case’ on 
the long-term effectiveness for prehabilitation remain relevant areas to address. 

Finally, the review authors recommend first addressing organisational barriers 
before addressing patient barriers in the implementation of cancer prehabilitation. 
As highlighted in a recent evidence review of ethnic and racialised inequalities in 
cancer services26, organisational and patient barriers are not separate, and what 
can present as a patient barrier can reflect structural inequalities within the wider 
health care system. A focus group participant highlighted that video information 
materials were largely available in English. Although YouTube’s captioning tools 
allow captions on Prehab and Me videos to be auto‑translated into multiple 
languages, further action may be required to make sure staff are aware of 
translation functions and use them when appropriate. More widely to improve 
access to cancer prehabilitation, a two-pronged approach may be needed: to 
improve overall service availability through enhanced strategic commitment, and 
resourcing, alongside actions to address existing inequities of access, to prevent 
the widening of inequalities between those who are more and less able or 
motivated to participate in prehabilitation. This may include, for example, piloting 
specific support to those who currently are known to have low uptake of universal 
prehabilitation.  

 

What does this mean for the next Cancer Action Plan? 

Focus groups helped to supplement findings from the 2025 prehabilitation survey 
by providing insights from a staff perspective on the context in which prehabilitation 
is being implemented in Scotland. They also shed some light on developments 
relating to actions from the Cancer Action Plan 2023-2026, and future 
requirements. 

 

Strategic level buy in to make cancer prehabilitation the default 

Evidence from surveys and focus groups suggests that cancer prehabilitation 
continues to be viewed as an ‘add‑on’. In the focus groups, participants explicitly 
highlighted the need for NHS Board‑level buy in, and described how reliance on 
time‑limited national funding renders prehabilitation activities less sustainable, 
implying the need for greater government buy in. This may help to explain the 
limited change observed in the proportion of staff reporting prehabilitation activity in 
their local area between the 2022 and 2025 surveys. Focus groups discussions 
highlighted a perceived lack of strategic prioritisation of prehabilitation in the face of 
constrained resources, limiting progress towards embedding prehabilitation as an 
early, routine part of the cancer pathway rather than a secondary add-on.  

Action 50 of the Cancer Action Plan 2023-2026 initiated work with stakeholders to 
test and embed successful approaches to prehabilitation, while evidencing impact. 
An important next step would be for NHS Boards to consider implementing opt‑out 

https://www.gov.scot/publications/ethnic-racialised-inequalities-cancer-services-evidence-review/pages/7/
https://www.gov.scot/publications/ethnic-racialised-inequalities-cancer-services-evidence-review/pages/7/


32 
 

prehabilitation approaches, drawing on learning from existing case studies in 
Scotland and across the UK, for example, where automatic referral models have 
been tested. This approach could support a systems-level culture change by 
normalising prehabilitation as an early component of treatment.4 

To address what was felt to be ‘patchy’ provision of prehabilitation, some focus 
group participants suggested the development of a prehabilitation‑specific Quality 
Performance Indicator (QPI) to raise visibility and prompt strategic action. While 
such an approach could support wider and more consistent service coverage, a 
critique of performance assessment frameworks for the NHS27 highlights there are 
risks associated with metric‑driven improvement. For example, a QPI focused on 
the proportion of patients who have been through a prehabilitation pathway may 
support expanding coverage of services but could shift the emphasis away from 
quality of prehabilitation provision. There may also be practical challenges in 
reporting performance in areas where no prehabilitation service currently exists. 
Any consideration of a prehabilitation‑related QPI would therefore need to be 
undertaken collaboratively, with careful assessment of potential unintended 
consequences to determine whether this would an appropriate approach. 
Alternative mechanisms to prompt strategic ownership and teams to initiate 
discussions about prehabilitation could be explored. Focus group findings suggest 
that in some cases where compelling local outcomes data exist, these have not 
consistently influenced senior decision-makers. This points to potential support in 
how to communicate, interpret and use evidence around prehabilitation at a 
strategic level.  

Survey findings indicated that partnership working to deliver prehabilitation varied 
across areas. Focus group data reinforces this and highlights a tendency for 
individual clinical or service ‘champions’ to contribute to variability in referral 
patterns and uptake within NHS Boards. This finding is also observed in a Maggie’s 
Prehab Pilot evaluation11, which noted that relationships between a senior clinician 
and Maggie’s centres can influence referral activity. Overall the data highlight the 
importance of clear strategic ownership and trusted, system‑level partnerships 
across the NHS and the community and voluntary sectors. Support to partners at 
different levels to build familiarity and trust between delivery partners and promote 
consistent messaging about prehabilitation across a wide range of professionals 
would help move beyond Action 51, where the Scottish Government worked with 
NES to develop tools to support the delivery of high‑quality prehabilitation, to 
promote their use by a wide range of health professionals, and thereby a consistent 
messaging and quality partnerships.   

 

  

 
4 Best practice examples of the optimal cancer diagnostic pathway for colorectal cancers are 
outlined on the Right Decisions website. 

https://www.health.org.uk/features-and-opinion/blogs/a-new-performance-assessment-framework-for-the-nhs
https://www.health.org.uk/features-and-opinion/blogs/a-new-performance-assessment-framework-for-the-nhs
https://www.prehab.nhs.scot/wp-content/uploads/Maggies-prehab-pilot-report-May-2023.pdf
https://www.prehab.nhs.scot/wp-content/uploads/Maggies-prehab-pilot-report-May-2023.pdf
https://www.rightdecisions.scot.nhs.uk/optimal-cancer-diagnostic-pathways/colorectal-cancer/
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Enhancing access in service development 

Survey findings indicated unequal access to prehabilitation by cancer type and 
treatment, as well as barriers linked to geography and digital exclusion. Focus 
group findings reiterate these and extend our understanding of how a wider range 
of equalities‑related factors may influence uptake. Participants identified health 
literacy, work commitments, and levels of immunocompromise as additional factors 
affecting access, alongside the socio‑economic, geographic, and digital barriers 
highlighted in the survey.  

These findings are relevant to the delivery of Action 48, to ensure ‘nationwide 
coverage of face‑to‑face universal prehabilitation’. They also highlight the need to 
shift focus from not just increasing referrals but to also increasing uptake following 
referral. Understanding why patients do not engage, even when services are 
available, will be essential to achieving this ambition. A recent service evaluation of 
prehabilitation services in remote, rural and island communities28 highlighted the 
importance of prehabilitation feeling personally relevant to patients to promote 
participation. Positive first impressions, a belief in the perceived benefits, being 
‘taken along’ or connected to services, and direct health professional 
encouagement were identified as facilitators of participation. Insights from people 
with lived experience of cancer, such as these, add important depth to the evidence 
base. Such perspectives could help identify which barriers have the greatest 
influence on access, how these barriers and facilitators operate in practice, and 
where targeted action could most effectively improve engagement.  

Within the next Cancer Action Plan, steps will be needed to address access 
barriers to existing prehabilitation offers in order to avoid reinforcing or widening 
existing inequalities. One focus group participant suggested behaviour change 
training for staff delivering prehabilitation to better support patients initiate and 
sustain new behaviours from the point of diagnosis. According to the Capability, 
Opportunity, Motivation, Behaviour change (COM-B) model29, three components 
are necessary for behaviour change: capability, opportunity and motivation. 
Training in behaviour change aims to support practitioners to identify and help 
patients overcome barriers related to these components. E-learning on Behaviour 
Change for Health, developed by NES, is currently available for health and social 
care practitioners on TURAS30. Parellel action to address opportunity factors (such 
as service availability) and capability factors (such as transport, digital access, and 
patient’s time) is important so as not to disproportionately benefit some groups 
more than others, potentially increasing inequity. Behaviour change training should 
therefore be seen as one component of a broader, equity‑informed approach.  

Wider literature highlights the importance of monitoring equity as health services 
shift to become more community‑based and digitally enabled. Qualitative research 
regarding access to General Practice31 emphasises the importance of ongoing 
co‑design and the tracking of equity in outcomes and experiences to ensure that 
service redesign does not introduce new access burdens. Similarly, an evaluation 
of the Prehab4Cancer initiative in Manchester17 recommends the use of equality 
impact assessments and improved recording of patient demographics to better 

https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/23609-10061/nca-uhi-rural-and-remote-prehab-report
https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/23609-10061/nca-uhi-rural-and-remote-prehab-report
https://link.springer.com/article/10.1186/1748-5908-6-42
https://link.springer.com/article/10.1186/1748-5908-6-42
https://learn.nes.nhs.scot/2144/map-of-health-behaviour-change-helping-people-to-make-and-maintain-behaviour-change
https://learn.nes.nhs.scot/2144/map-of-health-behaviour-change-helping-people-to-make-and-maintain-behaviour-change
https://www.bmj.com/content/bmj/392/bmj-2025-087367.full.pdf
https://www.bmj.com/content/bmj/392/bmj-2025-087367.full.pdf
https://prehab4cancer.co.uk/wp-content/uploads/2022/01/GM_Prehab4Cancer_Evaluation_Report_Final-003.pdf
https://prehab4cancer.co.uk/wp-content/uploads/2022/01/GM_Prehab4Cancer_Evaluation_Report_Final-003.pdf
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understand who is not currently represented in prehabilitation services, and why. 
While not a protected characteristic, distance from services was repeatedly raised 
in focus groups as an equity issue. Geographical isolation, travel costs and limited 
transport were identified as barriers to participating in prehabilitation in remote, rural 
and island communities in Scotland28. Mechanisms for better monitoring access to 
cancer prehabilitation within remote, rural and island communities would be 
beneficial. 

Actions within a forthcoming Healthcare Inequalities Plan, referenced in the 
Population Health Framework14, will be highly relevant to the next Cancer Action 
Plan. In particular, work to develop practical guidance on equitable care, reduce 
digital exclusion, and address missingness in service data could support a more 
systemic approach to equity in prehabilitation. The expansion of Single Point of 
Contact support in Scotland32 provides a potential route to improve access to 
prehabilitation through enabling discussions about patients non-clinical needs, 
providing continuity in one-to-one support, and introducing an opportunity for early 
screening. Nevertheless, patient-level barriers raised by staff also point to the need 
for specific support for individuals and groups who currently face the greatest 
obstacles in accessing universal prehabilitation.  

 
Investing in capturing data to support service sustainability 

Focus group findings help to explain the unclear changes observed in survey data 
on multi-modal staffing and funding between 2022 and 2025. Some participants 
described prehabilitation as being delivered through time-limited ‘projects’ rather 
than embedded ‘pathways’. This helps to account for short-term variability in 
reported workforce and funding profiles, including the ending of fixed-term 
contracts, as well as differences that were due to survey samples across years. An 
evaluation of the South East Scotland Cancer Network (SCAN) prehabilitation 
pilots33 likewise highlights disruption to services due to inconsistent funding, and 
calls for recurring national funding to realise the benefits of prehabilitation pilots 

Participants also highlighted tensions between under-utilisation of available 
services in some areas and overstretched resources in others. A recurring 
message was the value of screening and needs-based assessment data to 
understand local need for prehabilitation and to plan resources accordingly. Without 
this data, workforce planning was felt to be reactive or outdated, rather than aligned 
to population need. 

Action 49 of the Cancer Action Plan sought to develop tools to support 
implementation and the assessment of nutritional needs in people affected by 
cancer. The Right Decision Service hosts online toolkits for professionals34 and 
toolkits for patients35, including a self-screening tool have resulted from this action. 
Focus group findings suggest that continued emphasis is needed in the next 
Cancer Action Plan on improving systems that support the routine recording of 
screening, assessment, and outcomes data, and the ability to share these between 

https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/23609-10061/nca-uhi-rural-and-remote-prehab-report
https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/23609-10061/nca-uhi-rural-and-remote-prehab-report
https://www.gov.scot/publications/scotlands-population-health-framework/pages/1/
https://www.gov.scot/news/cancer-patients-to-benefit-from-expanded-single-point-of-contact-support/
https://www.gov.scot/news/cancer-patients-to-benefit-from-expanded-single-point-of-contact-support/
file:///C:/Users/u446217/OneDrive%20-%20SCOTS%20Connect/Final%20SCAN%20Prehabilitation%20Evaluation%20v1.3%20(004).pdf
file:///C:/Users/u446217/OneDrive%20-%20SCOTS%20Connect/Final%20SCAN%20Prehabilitation%20Evaluation%20v1.3%20(004).pdf
https://www.rightdecisions.scot.nhs.uk/cancer-prehabilitation-for-healthcare-professionals/
https://www.rightdecisions.scot.nhs.uk/cancer-prehabilitation-for-patients/
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sectors. Such systems are critical not only for informing patient care but also for 
local workforce planning.  

Better alignment between prehabilitation delivery and digital developments, such as 
the Digital Front Door, could help address the IT challenges raised by staff. 
Specifically, by providing a portal to record screening, assessment and outcomes 
data that is accessible and usable to patients and across sectors, thereby 
accelerating progress towards the pre-treatment ambition. This would be a logical 
extension of Action 47, to develop a partnership to drive forward digital innovation. 

Participants also noted that gathering data requires time and capacity, which must 
be factored into resource planning. Evidence from a scalability assessment of the 
Scottish Government’s Single Point of Contact initiative36 suggests that navigator 
roles may free up clinical time by providing administrative, logistical, informational, 
social, and emotional support. The SPOC navigator role may be well suited to 
supporting screening in prehabilitation pathways. Clarifying roles, including 
administration and clinical support roles, within the wider prehabilitation workforce 
would be beneficial within workforce planning, particularly to ensure staff skills are 
used appropriately for both patient experience and for a cost‑effective workforce. 

Relating to the strategic buy in, participants highlighted the need for greater support 
to ensure outcomes data reach and resonate with senior leaders, alongside 
investment in systems that make outcomes recording easier and less time-intensive 
for staff. These findings reinforce recommendations from the 2022 and 2025 survey 
analyses, and from the 2024-2025 annual progress report for the Cancer Action 
Plan37, for national guidance on outcomes measurement and the development of a 
core prehabilitation data set. Recent clinical and service outcome measures used in 
SCAN prehabilitation pilots33 include length of stay, secondary care contacts, six-
month survival rates and weight, as well as qualitative patient stories. Standardised 
outcomes would enable more consistent monitoring and evaluation across services, 
helping to demonstrate impact at both individual and system levels. This, in turn, 
could strengthen the case for long-term investment and move prehabilitation away 
from short-term, project-based delivery towards a more stable and sustainable 
model of care. 

  

https://www.healthcareimprovementscotland.scot/wp-content/uploads/2025/03/HIS-SPoC-Scalability-Assessment-march-2025.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2025/03/HIS-SPoC-Scalability-Assessment-march-2025.pdf
https://www.gov.scot/publications/cancer-action-plan-annual-progress-report/pages/5/
https://www.gov.scot/publications/cancer-action-plan-annual-progress-report/pages/5/
https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/23610-10061/scan-prehabilitation-evaluation
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Recommendations 
• Review and update cancer pathways so that prehabilitation is the default 

option for patients (opt-out). NHS Boards should review and update 
pathways to support and embed cancer prehabilitation as an opt-out pathway. 
CPOG or Regional Cancer Networks to share good practice case studies of 
where this is happening in practice, and promote lessons learned from other 
parts of the UK. 

• Create prompts for different healthcare professions to support the 
delivery of prehabilitation. Scottish Government and NHS Boards should 
consider prompts for different professionals involved in cancer care to support 
the delivery of prehabilitation at relevant points in the pathway. This may 
include awareness raising amongst professionals, to foster a whole team 
approach towards, and more consistent messaging about, prehabilitation.  

• Actively build familiarity and trust between delivery partners. Support 
across all levels (local, regional and national) to encourage communication and 
increased trust in partnerships. This could include support to service managers 
or leaders to meet partners face to face, map services, communicate regularly 
or establish assurances of training and governance for prehabilitation roles. 

• Pilot specific support to improve access and uptake among groups who 
experience barriers to universal prehabilitation. Service managers or leads 
could promote better recording of equalities characteristics of those attending 
universal prehabilitation, and pilot co-design approaches with those missing 
from universal prehabilitation services to test whether this improves uptake. 

• Develop a minimum data set for prehabilitation to support the monitoring 
and evaluation of prehabilitation services, improve data quality and 
consequently provide robust evidence on the costs and benefits of 
prehabilitation.  

• Propose cancer prehabilitation as a candidate for the next phase of the 
Digital Front Door roll out. Recognising differential access to digital 
technology, Scottish Government and COSLA could put forward cancer 
prehabilitation as a test site for Digital Front Door, to support systematic 
recording by patients and professionals of prehabilitation screening, 
assessment and outcomes data. 

• Clarify roles and responsibilities of prehabilitation workforce roles 
including that of CNS, health care support worker and/or navigators in relation 
to their roles in different points in the prehabilitation pathways. This should 
cover navigation and support with particular tasks - both clinical and 
administrative tasks, while ensuring that cancer prehabilitation remains a 
shared responsibility of the multidisciplinary team. 
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Conclusion 
The aim of the focus groups with cancer prehabilitation staff was to explore what is 
helping and what is hindering the implementation of prehabilitation in Scotland from 
a staff perspective. Focus groups were recommended following an analysis of a 
national survey of prehabilitation staff undertaken in 2025. The survey findings 
indicated a need to explore staff views in more depth around multi-modal staffing 
and screening practices, the integration of prehabilitation and rehabilitation 
services, funding models and learning about how to sustain activities as pilot 
projects come to an end. These were explored through two overarching topic 
guides: ‘partnerships and pathways’ and ‘service renewal, re-design and 
sustainability’.  

Staff focus groups helped to provide greater context to the survey findings, deepen 
an understanding of how prehabilitation works in practice, identify barriers and 
enablers to effective delivery, and inform areas where further action is required in 
the next Cancer Action Plan. 

Seven focus groups were held online with 32 prehabilitation staff representing 
different sectors and roles. Six main themes emerged from the discussions: 

1. The role, framing and messaging around prehabilitation 

2. Strategic commitment and coordination at senior leadership levels 

3. Referrals onto, and touchpoints along, the pathway 

4. Collaboration – awareness, trust and working across organisations 

5. Reducing barriers and promoting equity of access 

6. Planning and resourcing in services 

 

Across focus groups, a recurring theme involved prehabilitation being seen as an 
‘add on’, and that simplicity in messaging could help staff and the wider public 
understand prehabilitation and its benefits. This includes at strategic NHS Board 
level, where support gathering and communicating robust evidence surrounding its 
effectiveness and cost effectiveness could improve buy in of senior leaders and 
allocation of resource with which to deliver prehabilitation. This could be supported 
by systems-level changes, such as a minimum data set for prehabilitation and close 
alignment with digital advances to make the recording and sharing of patient 
outcomes easier.  

Equity of access was a key and recurring concern for staff. They emphasised the 
need for prehabilitation services to recognise and address barriers facing patients 
and staff, and at system level, and to design pathways that acknowledge that 
patient engagement at initial cancer diagnosis may be low. Hybrid, flexible models 
of delivery and local delivery, and multiple touch points on the pathway, were seen 
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as important for reducing patient barriers to access. At service level, specific 
support to improve access and uptake among groups who experience barriers to 
universal prehabilitation is recommended. 

Workforce capacity, especially specialist allied health professional resource, was 
highlighted as a constraint to implementation. Participants suggested navigator and 
health care support worker roles may reduce referral workload for CNS and 
promote equity of access for patients through greater consistency in signposting to 
universal services. The clinical skills required for this role in rolling out screening 
should be explored and clarified. The importance of screening data was 
emphasised so that resourcing can be driven by need rather than by determining 
what support is available. 

Participants gave examples of effective cross-sector collaboration to deliver 
prehabilitation, as well as highlighting that this is ‘patchy’, as indicated from survey 
results. Trust in governance and training, and data-sharing were highlighted as 
important enablers of effective integration of the community and voluntary sector 
and NHS. Support across all levels, is recommended here for the next Cancer 
Action Plan to actively build trust and familiarity between delivery partners. 

For next steps, there was a call for prehabilitation to be viewed as a core element of 
treatment and not an ‘add-on’. This could be facilitated by NHS Boards reviewing 
prehabilitation pathways to ensure these are early and opt-out. Consistent 
messaging about prehabilitation from a range of professionals was repeatedly 
highlighted as important. For this reason prompts for professionals from different 
clinical backgrounds to consider prehabilitation and foster a whole team approach 
to prehabilitation is recommended. ‘Quick wins’, defined as low effort, high impact 
activities identified in analysis, provide practical examples of such prompts. 

There are limitations of this focus group analysis, including that the sample was 
primarily drawn from staff who had already participated in an online survey, and 
who may hold stronger views about prehabilitation than is representative of the 
wider cancer workforce. In addition, group dynamics may have contributed to a 
higher level of consensus drawn from conversations than may exist in reality.  

The focus group findings could be complemented by discussions with people with 
lived experience of a cancer diagnosis to better understand access to 
prehabilitation, and the factors influencing engagement with (or non‑engagement 
in) universal prehabilitation offers. In addition, testing the recommendations with 
senior leaders, managers and planners in NHS Boards and Health and Social Care 
Partnerships would help clarify where they are already being implemented and 
provide practical case studies that may be transferable to other services within the 
Health and Social Care Service Renewal Framework.  



39 
 

Annex A: Breakdown of participants  
 

Professional group  Number 

Service lead / Manager 8 

Voluntary and third sector staff 7 

Nursing 6 

Physician 4 

Allied health professional 4 

Exercise specialist / Support services 2 

Academic 1 

Total 32 

 

 

 

*One participant attended two focus groups (one of each topic) and is only counted 

once within overall sample size. 

 

  

Organisation Number of participants per focus group 

NHS 3 1 5 2 - 4 4 

Leisure/ Local authority - 1 - - 1 1 - 

Third sector 1 2 2 1 2* - 1 

Other - - - - 1 - 1 

Total 4 4 7 3 4 5 6 
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Annex B: Information sheet and Privacy 
Notice 
   
Project title   
Scotland’s Cancer Strategy: Staff perspectives on the implementation of cancer 
prehabilitation   
   
About the project   
I am a Scottish Government researcher working on a project to improve our understanding 
of what is helping or hindering the rollout of cancer prehabilitation (pre-treatment), to 
inform development of the second Cancer Action Plan. This project is a follow on from 
a national survey of staff and stakeholders in cancer prehabilitation and rehabilitation.   
   
The aim of the focus groups is to gather in-depth insights into how cancer prehabilitation is 
implemented as a core component of treatment preparation, and how rehabilitation is 
integrated as part of the continuum of care – and what additional support could 
help. Focus groups will explore topics such as cross-sector partnerships 
and collaboration, cancer prehabilitation pathways, and service re-design and renewal. 
Findings will be used, alongside other evaluation evidence, to shape the second Cancer 
Action Plan.  
   

Why have I been invited to take part?   
You have been invited to take part in this project because you either:  

• Participated in the survey (above) and indicated that you were willing to be 
contacted about follow up focus groups, or,  
• Work in cancer prehabilitation and/ or rehabilitation and are a member of the 
Scottish Associate Directors of Allied Health Professionals, the Cancer 
Managers Forum or the Scottish Cancer Coalition.   

   
Do I have to take part?   
No. You do not have to take part. Taking part, or not taking part, will not affect you, your 
employment, or membership of any professional group.  
   
If you do decide to take part in a focus group, you can withdraw your participation at any 
time without needing to explain why and without penalty, please just let the researcher 
know. There may be an opportunity to withdraw your contribution, within limits, once the 
focus group has taken place (see the accompanying Privacy Notice). To withdraw, please 
email XXX@gov.scot    
   
What will happen if I take part?   
If you decide to take part you will be asked to read this Information Sheet and complete a 
consent form on Microsoft Forms to show you are happy to take part and understand what 
participation will involve. Options will be provided for the times and main topics of focus 
groups, for you to choose from.   
  

You will then be sent a link to a focus group, along with up to five other staff working in 
cancer prehabilitation and/or rehabilitation. The focus group will take a maximum of 60 
minutes. It will be convened by a Scottish Government researcher and cofacilitated by the 
Macmillan National Improvement Advisor for Prehabilitation at NHS Scotland’s Centre for 

https://www.gov.scot/publications/cancer-prehabilitation-scotland-report-2025-survey-findings/
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Sustainable Delivery. The focus group will be undertaken via a videocall over Microsoft 
Teams.   
   

In the focus group, the facilitator will ask open questions to the group about your views on 
what helps or hinders the implementation of cancer prehabilitation.   
   
The following ground rules will guide what is in and out of scope for discussion:   
   

• No Sharing of Identifiable Information: You will not be asked to disclose any 
personal information about yourself or patients you work with. Please ensure that you 
are not sharing personal information in this way. You should only share what you are 
comfortable with.   

• Respect for Privacy: Your experiences can be shared, but only if they do not 
compromise the privacy of others, such as colleagues or patients.  

• Anonymity of Contributions: You should not repeat or attribute comments outside 
the focus group session.    

• Voluntary Disclosure: You should only share what you are comfortable with.    

• No Recording Without Consent: The transcription function will be enabled with 
prior informed consent from all participants. No private recordings are allowed.    

• Facilitator's Role: The facilitator may intervene if sensitive or inappropriate 
information is shared, to protect confidentiality and redirect the discussion.    

   
Transcript files will be uploaded to MaxQDA to help with coding and analysing the 
qualitative data, as explained in the Privacy Notice. The research team will carry out 
thematic analysis to identify key themes and issues, and assess the outputs of MaxQDA. 
Project findings will be written up in a report and published on the Scottish Government 
website.  
   

Are there any potential risks in taking part?   
While the ground rules above aim to keep discussion focused on general views 
about cancer prehabilitation and its implementation, identifiable information about people 
or organisations may be discussed during the focus group unintentionally. Any identifiable 
information (excluding professional role) will be deleted from the transcript prior to 
analysis. Any quotes used in reports will only be presented alongside a broad professional 
group so that individuals and organisations cannot be identified.    
  

What if I do not receive an invitation to a focus group after submitting my details?   
Given project capacity, we plan to hold six focus groups in December 2025. We will invite 
individuals from a range of professional roles and experience of 
delivering cancer prehabilitation activities. Scheduling the focus groups will depend on 
availability across those invited. It may be that you submit contact details but are not able 
to contribute further, as more people respond than we can accommodate within these 
groups. In this case, we will respond to let you know.   
   
What happens to the data I provide?   
Please read the accompanying Privacy Notice for this project. This tells you more about 
how the Scottish Government securely handles your personal data.   
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Will the research be published?   
We will write a report for the Cancer and Rehabilitation Unit and the Cancer Prehabilitation 
Oversight Group (CPOG) to guide policy development and implementation. This report will 
be published on the Scottish Government website. Your data will not be identifiable in any 
report or presentation.   
   
Support for participation  

Please let us know if there is anything that would make it easier for you to take part by 
contacting XXX@gov.scot. We will discuss your needs with you and try to make it as easy 
as possible for you to take part.  
   

Your rights   
Data protection legislation gives rights to individuals in respect of the personal data that 
organisations hold about them. More information about this can be found in the Privacy 
Notice we have provided.   
   
Who do I contact if I have any questions, concerns about this study or I wish to 
complain?   
If anything in this Information Sheet is not clear, or you would like us to talk you through it, 
please contact:  
   
By email: XXX@gov.scot    
By post: St. Andrews House, 2 Regent Road, Edinburgh EH1 3DG   
   
If you have questions or concerns about how your personal data are being collected or 
used, or if you believe that we have not complied with your data protection rights, you can 
contact the Data Protection Officer at the Scottish Government. If you have questions 
about your personal data held by the data controller you can also contact the Data 
Protection Officer at the Scottish Government:   
   
By email: DataProtectionOfficer@gov.scot   
By post: Victoria Quay, Commercial Street, Edinburgh, EH6 6QQ   
 
  

mailto:DataProtectionOfficer@gov.scot
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Annex C: Topic guides 
Topic guide 1) Pathways and partnerships 

• In an ideal world, what would a multi-modal prehabilitation service look like? 

• What would the roles of the third-sector, local authorities and/or private 
providers be?  

• What would communication between teams or sectors look like across the 
whole pathway? Thinking about, for example, communication between 
prehabilitation and rehabilitation. 

• What would you say about the quality of cross-sector collaboration to deliver 
prehabilitation?  

• Typically, how are practitioners made aware of local prehabilitation activities? 
How could communication between teams/ sectors be improved to increase 
awareness of prehabilitation and support available? 

• What outcome measures are most likely to engage you in prehabilitation, for 
example, cost avoidance or clinical outcomes? 

• Of the vision that we’ve discussed, where are the ‘quick wins’ (actions that are 
low effort, high impact) to effective partnership and pathways?  

• Is there anything else you would like to say on the topic of prehabilitation 
(pathways and partnerships) that you haven’t had a chance to during the 
session? 

Topic guide 2) Service redesign, renewal and sustainability 

• In your view, what would an ideal prehabilitation service(s) look like? 

• What would the funding structure look like?  

• Some of the common concerns raised in the survey were around staffing and 
sustainability: the importance of dedicated funding to support specialist staff to 
fill gaps, to deliver a full complement of prehabilitation modes and to ensure 
staff capacity beyond ad hoc delivery.  How do these resonate with your 
experience? Are there any other barriers you experience as practitioners?  

• How important is it for us to demonstrate effectiveness and cost avoidance? 
What outcomes can we measure to support this? How would these be 
recorded, and used?  

• How could prehabilitation services in your area could be improved in a 
sustainable way?  

• Of the vision that we’ve discussed, where do you think the key areas of focus 
for a sustainable prehabilitation service should be?  

• Is there anything else you would like to say on the topic of prehabilitation 
(service redesign, renewal and sustainability) that you haven’t had a chance to 
during the session?  
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Annex D: Flowchart of coding process 
• Scottish Government social researcher (who facilitated the focus groups) read 

all seven transcripts to re-familiarise with the content.  

• Line-by-line coding was undertaken to generate first-order codes, using 
participants’ own language where appropriate for authenticity.  

• Second-order coding was conducted to group and connect first-order codes at a 
more abstract level, through merging and categorisation of codes.  

• Themes were developed by the researcher interpreting patterns within the 
second-order codes and considering how these related to the evaluation 
questions.  

• Two transcripts were collaboratively coded with another Scottish Government 
social researcher to test and refine the coding framework, leading to the 
introduction and renaming of some labels until consensus was reached.  

• The interpretation of themes was collaboratively discussed, resulting in the 
refinement, renaming, and introduction of additional themes. 

• Researcher read transcripts again to re-familiarise with content prior to making 
recommendations. 
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