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Abstract

Background Prehabilitation has shown promise in improving post-operative outcomes for several solid tumour
groups. However, prehabilitation programmes are not widely established. Patients with advanced ovarian cancer
experience life changing debulking surgery and could benefit from prehabilitation. This study aims to explore the
views, experiences, facilitators and barriers surrounding prehabilitation in a demographically diverse cohort of
advanced ovarian cancer patients. This would help to inform an acceptable patient-centred working programme
model for a diverse group of patients.

Methods Purposive, maximum variation sampling was used to recruit a diverse sample of women, due to undergo
or following primary debulking surgery for advanced ovarian cancer, from two cancer centres in London. Semi-
structured interviews were either conducted face to face or by telephone. All recordings were transcribed verbatim
and analysed using thematic analysis.

Results Twenty-one participants were interviewed. Twelve were prehabilitation ‘naive’and nine had participated

in the Marsden Integrated Lifestyle and Exercise programme (MILE). The age range was 46—76 years and 8/21
participants were of Black, Asian or Mixed heritage. Factors influencing engagement with prehabilitation can be
categorised under four major emerging themes [1] Mindset [2] Actual preparation [3] Support system [4] Delivery of
prehabilitation.

Conclusion Patients with ovarian cancer welcome the concept of prehabilitation, however a blanket approach is not
suitable to meet the needs of a demographically diverse cohort. The components of prehabilitation must be tailored
to individual needs, with attention to existing mindset and support systems, building on preparations that women are
already making for surgery and offering flexible delivery options.
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Background

Prehabilitation programmes offer the opportunity to
improve patients’ physical and mental function, by mini-
mising the deconditioning related to cancer and its treat-
ment, between the time of diagnosis and treatment [1].
UK National guidance published by Macmillan Can-
cer Support, the Royal College of Anaesthetists and the
National Institute for Health Research Cancer and Nutri-
tion Collaboration in 2019 recommended that prehabili-
tation should be incorporated into routine cancer care,
with the aims of empowering patients to maximise resil-
ience to treatment and improve long-term health [2].
However, it is recognised that several barriers to imple-
mentation exist, and that further research is required to
strengthen the evidence base for prehabilitation, includ-
ing an in-depth understanding of patients’ experiences
[3].

It is particularly important to understand which
patients are likely to benefit from prehabilitation. Ovar-
ian cancers, in particular those in advanced stages, are
associated with increased mortality and morbidity, often
due to late presentation [4]. Women frequently pres-
ent with deconditioning related to ascites, pelvic pain,
cachexia, and loss of appetite [5]. Despite these problems,
and the life changing impacts of ovarian debulking sur-
gery, prehabilitation programmes for this patient group
are limited [6]. It is now recommended that multimodal
prehabilitation, comprising of nutritional assessment and
intervention, physical activity and psychological support
should be a recognised component of the pre-operative
management of patients with advanced ovarian cancers
[7]. Whilst there is no evidence from completed ran-
domised controlled trials for multimodal prehabilitation
in advanced ovarian cancer, there is research in progress
[6]. Current models of prehabilitation for this group vary,
and of those that exist, few suggest that patient co-design
or theoretical models have been used in their develop-
ment [8].

Qualitative studies exploring the feelings, influencers
and barriers of women with gynaecological cancers have
been conducted in mainland Europe [9-12] and the USA
[13], but none in the UK. Most studies into the use of
prehabilitation have included mixed cohorts of colorec-
tal and ovarian patients, with only one study focussing
solely on patients with ovarian cancer [13]. This study
was limited by including White women only, all of whom
received neo-adjuvant chemotherapy.

The findings of existing studies are not necessarily
transferable to other cultural, demographic or treat-
ment contexts. International differences in ovarian can-
cer treatment pathways exist [14], and even within the
UK, some centres are more likely to use neo-adjuvant
chemotherapy and interval debulking surgery, with oth-
ers favouring primary debulking surgery. The difference
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in the time available for prehabilitation prior to surgery,
due to the inclusion of neo-adjuvant chemotherapy, has
the potential to impact on a patient’s perceptions and
experiences.

The aim of this qualitative study was to explore the
views, experiences, facilitators, and barriers surround-
ing prehabilitation in a demographically diverse cohort
of women with a suspected or confirmed diagnosis of
ovarian cancer who are either naive to prehabilitation or
who had experience of prehabilitation prior to debulking
surgery.

Methods

The core research team comprised of an experienced
qualitative researcher (MW) and a novice qualitative
researcher (RKS) who were clinicians in nursing and
dietetics, respectively, but were not working in the gynae-
cological oncology field, therefore had no recent experi-
ence of prehabilitation within this speciality. Additional
support with preliminary analyses was provided by expe-
rienced mixed-methodology researchers and clinicians,
several of whom were specialists in ovarian cancer. Six
patient and public advisors from Ovacome and Ovarian
Cancer Action charities contributed to the study design
and supported the development of study materials.

Context

The research team had previously conducted a scoping
review of multimodal prehabilitation for gynaecologi-
cal cancers, using a realist perspective to understand the
related barriers and facilitators to engagement and deliv-
ery that should be considered when designing a preha-
bilitation intervention for this group of women [6]. The
findings of this review helped to inform the topic guide
used in the current study, however, they were not used ‘a
priori’ in coding or thematic analysis. The research team
do acknowledge though, that their own research experi-
ences and awareness of the existing literature will have
influenced their approach to the analysis.

Ethics approval and consent to participate

The study was approved by the Health and Care Research
Wales Research Ethics Committee and Health Research
Authority (IRAS 304833, REC 21/NE/0231). Local per-
missions were in place for participant information sheets
and consent forms to be provided to prospective par-
ticipants by care teams at a large teaching hospital trust
and a specialist cancer trust within the NHS in London,
either in person or via email. All participants were per-
mitted to provide written informed consent in person or
verbal consent over the telephone.
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Sampling strategy and recruitment

Participants were recruited from two participating sites,
using purposive, maximum variation sampling to achieve
a cohort which was diverse in age, social deprivation (by
postcode), ethnicity, occupational status and experience
of prehabilitation. Both participating sites were major
cancer centres within the National Health Service (NHS)
in London. One site had no pre-established prehabilita-
tion programme whilst the other site offered patients the
opportunity to participate in a multimodal programme
called the Marsden Integrated Lifestyle and Exercise
(MILE) up to 3 months prior to their surgery. This pro-
gramme offered patients physical activity guidance, psy-
chological support, and nutritional advice through videos
and worksheets to help them prepare for treatment.
Patients were referred to specialists such as physiothera-
pists, dietitians, or psychological support services if addi-
tional tailored interventions were required beyond the
standard programme. Referrals were based on individ-
ual needs, as identified by healthcare professionals, and
appointment availability varied depending on caseloads
and waiting times.

At each participating site, the gynaecological can-
cer Clinical Nurse Specialist (CNS) team screened the
respective surgical lists to identify potential participants
using the eligibility criteria. Lists of patients on the MILE
programme were re-screened to ensure that we included
women who had participated in at least one specialist
prehabilitation session and could therefore discuss their
experiences. Women with suspected or confirmed stage
3 or 4 ovarian cancer who were due to undergo or had
already undergone primary or interval debulking surgery
as part of their treatment at either of the two participat-
ing NHS Trusts were included in the study. Exclusion cri-
teria included those with recurrent disease undergoing
secondary debulking surgery, or oncological treatment
only and participants who lacked mental capacity to
consent to participation; were non-English speaking and
were below the age of 18 years.

All potential participants were then contacted by their
CNS team, either via email, telephone or in person, to
invite them to the study and request permission to be
contacted by the research fellow (RKS). In the case of
non-response, an individual reminder was sent. All pro-
spective participants who agreed, received a copy of
the participant information sheet and consent form fol-
lowed by a phone call from the research fellow to answer
any further questions and schedule a date for the inter-
view. All consent was taken on the day of the interview.
Written consent on paper was given for all participants
interviewed in person and verbal consent was given over
the telephone for those interviewed remotely. None of
the interviewees were known to the primary researcher
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(RKS) and main supervisor (MW) in either clinical or
research capacities.

Recruitment continued until data saturation was appar-
ent. This meant that RKS and MW were in agreement
that new topics were not being raised during interview,
new codes were not being identified during initial coding
and that the collected data was sufficient to adequately
address our research question [15]. All participants were
reimbursed with a shopping voucher worth 25 British
pounds, for their participation.

Study design

Semi-structured interviews were led by the first author
using a topic guide that was developed in collaboration
with the patient and public advisors (supplementary
material). Questions encouraged interviewees to reflect
on the time between diagnosis and surgery, including
how they felt and their priorities during this time; their
preparation for surgery, and their thoughts, experiences
and views of prehabilitation as well as their goals for
recovery.

To encourage participation, interviews were offered
remotely via phone or face to face on the surgical ward,
as per interviewee preference. All participants consented
to the audio recording of their interviews, which were
anonymised and sent for transcription to an external
company (WayWithWords).

Data were analysed using Thematic Analysis [16]. Ini-
tial inductive coding of the transcripts was completed
by the primary researcher and findings were discussed
and developed with support from a second and third
researcher; following which, an initial coding tree was
developed using NVivo software. Codes were discussed
and initial themes and sub-themes were created and then
reviewed by the research team. The Standards for Report-
ing Qualitative Research (SRQR) checklist [13] was used
to guide reporting.

Results

Twenty one patients from the specialist cancer centre and
23 patients from the teaching hospital within the NHS in
London, met the inclusion criteria and were invited to
take part in the study (Fig. 1). Of these, 9 from the spe-
cialist centre and 12 from the teaching hospital (total 21
participants) consented to be interviewed. Interviews
took place between March and July 2022; 8 in person on
the surgical ward and 13 over the telephone. Interview
duration ranged from 24 to 83 min (Median 54 min).
Interviewee demographics are provided in Table 1.

Of the participants who had experience of preha-
bilitation, all provided insight into the impact it had on
their pre-operative preparation. However, the data do
not point to specific benefits of individual components
of prehabilitation but instead illustrate the importance
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Fig. 1 Flow diagram illustrating the process of participant recruitment at each participating site
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Table 1 Participant characteristics based on their experience with prehabilitation and surgery as well as demographics

Participant Prehabilitation Pre/post-operative IMD* Decile Age Ethnicity Occupational Status
1 Naive POST 4 57 White-British Student

2 Naive POST 7 56 Asian-Indian Sick Leave

3 Naive PRE 10 72 White- British Retired

4 Naive POST 6 65 White- British Sick Leave

5 Naive PRE 3 51 Black-Caribbean Sick Leave

6 Naive PRE 9 76 White- British Retired

7 Naive POST 3 55 Asian-Pakistani Retired

8 Naive POST 3 46 White- British Sick Leave

9 Naive PRE 6 76 White-British Retired

10 Naive PRE 2 52 Black-African Voluntary work
11 Naive PRE 7 45 Asian- Other Sick Leave

12 Experienced POST 9 72 White-British Unemployed
13 Naive PRE 6 58 Asian- Indian Sick Leave

14 Experienced POST 5 55 Mixed Self-employed
15 Experienced POST 10 74 White- British Retired

16 Experienced POST 9 48 White-British Unemployed
17 Experienced POST 8 79 White-British Retired

18 Experienced PRE 3 56 Asian-Other Sick Leave

19 Experienced PRE 10 66 White- British Retired

20 Experienced POST 4 68 White-British Retired

21 Experienced POST 4 59 White-Other Sick leave

of the context in which prehabilitation is offered and

delivered.

This context encompasses the views, experiences, and
influencers around engagement with prehabilitation,

which can be summarised under the following major
themes [1] Mindset; [2] Actual preparation; [3] Support
system; and [4] Delivery of prehabilitation (Fig. 2). Par-
ticipant quotes, classified by the participants’ experience



Sagqu et al. BMC Women's Health (2025) 25:121

Page 5 of 13

Mindset /_,,‘—-.,‘_\ /_/,_,———-\ Support System
. Fgeling; Fowards / \, f Q \\'1 » Family and friends
diagnosis/treatment |l — 'V |« Healthcare team
- Attitude towards \ / \ '« Faith
prehabilitation S~ — W _,r/
= Goals for recovery !,/f O\ \\\ 1
Il' ‘ ‘n'
\ 88 /
.
,rf_- -_‘.'\ T - - —_x"'\ =
. s N, Delivery
Preparation 'f/ v \"'. / E \ - I pe;-rson vs remote
- Physical activity ] ] '
. 2 g l;.y n | — .'I «  Written/ pre-recorded advice
Psychological support / \ - / .
. Nutrition \C / L g /= Group sessions

+ Other forms of preparation

— —

Fig. 2 Overarching themes underpinning the views, experiences and influencers surrounding engagement with prehabilitation as means to achieving

personalised

of prehabilitation (naive or experienced) are provided in
the text and Table 2.

Mindset

This theme describes the mindset of patients at various
stages of their cancer journey and the impact this may
have on engagement with a prehabilitation programme.
This theme is explained through 3 subthemes: [1] Feel-
ings towards diagnosis and treatment [2] Attitudes
towards and perceived need for prehabilitation and [3]
Goals for recovery.

Feelings towards diagnosis and treatment

Amongst the interviewees, more than half the interview-
ees expressed a conscious choice to stay positive as a key
coping mechanism in response to their cancer diagnosis.

‘Well I'm quite a strong person actually and I did
cope and 1 sort of mentally prepared myself really.
Once I knew I was going to have surgery I said okay
fine, I've got to change my mind-set and be positive’—
P12, experienced.

Whilst the diagnosis was considered a shocking experi-
ence, participants took solace in knowing that surgery
was an option for them.

‘..at the back of my mind I'm thinking I'm cured
already you know, because I'm a suitable case for
treatment.- P6, naive.

In turn, being offered treatment became a motivating fac-
tor for patients to optimise their fitness to be a successful
candidate for surgery.

1 think the fear just made me want to eat healthier,
be healthier... My biggest fear was when they said to
me that I wouldn’t be able to have the surgery if it
hadn’t shrunk enough’— P15, experienced.

Attitudes towards and perceived need for prehabilitation
The majority of interviewees described already being
engaged in physical, nutritional and/or mental prepara-
tion for surgery, irrespective of whether they referred to
it as ‘prehabilitation’ or not. Women who were preha-
bilitation naive were generally positive about the idea of
a formal prehabilitation programme and would consider
taking part if it was offered to them. Those enrolled on
the MILE, reflected on their diagnosis being a teachable
moment for them, and felt that prehabilitation guided
them in improving their lifestyles.

If I was given the opportunity, yes, I would have
straightaway taken. But I was not given any advice
on that'- P11, naive.

l.. it’s such a shame it took this for me to do it, to
actually get fitter, lose a bit of weight, eat properly.
I should have done it years ago, and I'm quite cross
with myself that it took something like this to make
me open my eyes and be a bit healthier’'-P19, expe-
rienced.

However, enrolled participants still spoke about the
importance of having the prehabilitation pathway
explained to them to fully understand its role in prepar-
ing them for surgery.



Sagqu et al. BMC Women's Health

(2025) 25:121 Page 6 of 13

Table 2 Participant quotes relating to the respective sub-themes

Feelings towards diagnosis and treatment

Participant 11, naive.
Participant 13, naive

Participant 15,
experienced

Participant 16,
experienced

Participant 3, naive.

Participant 10, naive
Participant 12,
experienced
Participant 18,
experienced

Participant 4, naive
Participant 5,
naive

Participant 15,
experienced

Participant 19,
experienced

Participant 21,
experienced

Participant 17,
experienced

Participant 20,
experienced

Participant 15,
experienced

Participant 10, naive

Participant 8, naive

Participant 14,
experienced

Participant 17,
experienced

‘Some of it was shocking to find out. And after that, again, it took me, | would say, around a week or so to accept what has happened.
And then one day | remember | was saying, why me? And then | suddenly realised, why not me then?’

"Yes, I'm just preparing my bag and myself. | was just thinking whatever has happened, it has to happen for the best. And | have to trust
in the surgeon, and that's it

‘So it was just process, that’s what was going to happen, this has got to happen. And because there was so much more going on, it
took the emphasis out of the sting in the tail, if you know what | mean. But yes, | just carried on. Just got to do what you've got to do.
Yes, we all got a little bit upset and worried. But | was told at the time it was curable, so that was what | kept in my mind. And that’s
what got me forwards.

‘Well, I think to stay positive, it’s a mindset you need to be in, I think. And, fortunately, that wasn't very difficult for me. But the attitude of
mind has got to be the right one, | think, and full knowledge of what to expect, so that you're not given any surprises along the way, so
to speak. Better to know everything than only bits and pieces.

Attitudes towards prehabilitation

‘I'think I would be responsive, because | always want to do the right thing. | would consider it a priority, really. It's necessary to keep
yourself in the best possible condition you can be, to face whatever’s coming and then get back to doing all those other things, like
grandchildren or whatever. If you're only halfway there, the prognosis can't be as good if you don't go into it the best you can be’

‘I didn't receive any exercise advice or food or. .. | didn't get anything. That would be good, | think

‘Iwas very eager to do anything | could to improve the situation. Absolutely if theyd told me whatever | would have done because
anything that helps has to be to my benefit, doesn't it, at the end of the day. So yes | was very willing to make the changes.

‘It was so useful, and you feel supported as well. And you feel that there’s people that is concerned about you, there’s people out there
who think that you need this help. | think this Mile programme is one of the best, and will recommend this to anyone who gets cancer
because you feel. | didn't know there is lot of help like that. When they talked for me they are got this programme there’s a physio, the
dietitian, I've got this letter about the psycho, | was like, oh yes there's good things in this world!

Goals for recovery

‘Tennis, because I'm an avid tennis player, and that is my goal, is to get back on court!

‘When I think back now, autopilot, literally autopilot. | still feel like 'm running on autopilot. It hasn't really caught up with me yet. |
think maybe after everything’s done, | might need just time out before | go back to work just to catch up with myself and to deal with
what I'm going through, what | have been through, etc. But right now, I'm literally just going on autopilot. That's what | feel I'm doing.
So, I don't know!

Just being myself. Just being back to me again without having to think about it. To be fair and honest, my recovery isn't how | imag-
ined it. But what pushed me on was that | was going to get back to how | was, just carry on with life just as before diagnosis, before |
was poorly. I'm quite an active person. | like being in and out and busy all the time. But it hasn't been the way that | thought it would
be. But that’s how | envisioned it, that | would just be back to normal, back to myself’

‘I'm hoping I'm not going to be one of these people, oh what if it comes back? | don't really want to think about that, | just really want
to have a bit of normality back, and for my family as well!

‘Early 60s, as | am now, I'm thinking maybe you can go back to Spain and put your own business. | know that | don’t want to go back to
what | was doing before. Even if | have to, because obviously, like | say, | don't know the treatment, how it’s going to be from here, from
now to the future. And | don't know exactly when | can go or not go or do or not do, but I'm going to try to do something different!
Physical Activity

‘[Physiotherapist] wanted to make sure that | was fit enough for surgery so | had to do some from a sitting state to stand up and down
for the period of a minute, and they did that twice. And when they discovered the second time | was doing really well they said they
didn't think that | needed the intervention anymore which | probably don't, | have been quite fit in my life!

[Physiotherapist] was never too busy to talk to me to see what my restrictions were, to see what | could do. He was very able to modify
the programme he was thinking of to include some of the things | have issues with, and engaged a lot with what | wanted!

‘Rather than someone, talk about your feelings, and understanding how you feel if you're upset. ... you feel better in yourself just by
doing the extra class, or going for that extra walk, or whatever!

‘lused to walk more than two hours a day but now | couldn't even walk. .. because | have to go back to the toilet because | couldn’t
control my bladder because of the fluid in my stomach. And | get tired quickly.

Nutrition

‘I'can't remember them specifically saying, reduce my alcohol intake, but I just thought my body’s going to be really bombarded with
drugs and is going to need to be in the best possible position to heal, so I felt | ought!

‘The other thing that worked hand in hand was | had a conversation with the dietitian, she would call me every maybe three weeks or
so. We would talk about meals, we would talk about healthy eating, wed talk about the ratio of vegetables to other things, and wed
Just have a proper full discussion. And she gave me a tip when | first spoke with her to keep a food journal, just so that when we spoke
we could look at it and see what improvements could be made!

‘They invited me to have an interview with a nutritionist, but once again | had to wait for eight weeks. There didn't seem to be any
point quite frankly. Because actually | think my diet’s pretty good, and Id had this interaction with the surgeon who told me very clearly
I needed to put on some weight. So actually | just followed his advice and said to the nutrition lot thank you very much’
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Table 2 (continued)

Feelings towards diagnosis and treatment

Participant 12,
experienced

Participant 14,
experienced

Participant 17,
experienced

Participant 21,
experienced

Participant 19,
experienced

Participant 12, naive

Participant 14,
experienced

Participant 15,
experienced

Participant 16,
experienced

Participant 17,
experienced

Participant 12,
experienced
Participant 1, naive

Participant 3, naive

Participant 16,
experienced

Participant 14,
experienced

Participant 2, naive
Participant 21,
experienced
Participant 17,
experienced
Participant 20,

experienced

Participant 20,
experienced

‘For me no. | know loads of people whod jump at it. But for me no, it wouldn't, | don't think that would work for me. | think it would
make me think things that | don’t want to think. It makes you more conscious of things!

‘I'm still actually having psychotherapy right now, and I think it’s hugely beneficial, because what it did was it brought it all into con-
text, what Id been through, what happened pre-surgery, and what happened after surgery. So, although | was supposed to start the
psychotherapy before surgery, | personally thought it worked really well for me having it after surgery!

‘Maggie’s are absolutely amazing. | just felt so much at home from the minute | got there. They arranged for me to see their psycho-
therapist. You see once again it was face to face which was wonderful. And he listened to my requirement and my story and he said, |
think we can work with you, Id like to invite you to a series of appointments with me’

‘Well, there was a space, a Maggie’s centre, where you can actually pop in and talk to someone there. But | was a couple of times. The
psychologist wasn't available at that point because you don't make appointment. You just go and talk to her. | spoke to someone there,
but | don't know, | thought that | need more than that. | don't need just a quick chat. At that point, it was hard.!

‘Sometimes you can talk to people you don't know very well a little bit better than... your family. It's just that you don’t want to worry
them, or you don't want their whole life to be consumed by the cancer!

Psychological support

'For me no. | can still that it would be very useful for loads of people, | know loads of people whod jump at it. But for me no, it wouldn't,
I don't think that would work for me. | think it would make me think things that | don’t want to think. It makes you more conscious of
things. Yes, so not for me but | can see that it would be very useful for a lot of people!

‘So I think the psychotherapy, depending | guess on the individual, but certainly for me, it just was the thing that rounded it all up and
brought it all home to make me this fulfilled person ready to live my best life again.

‘lwas offered that that | could always go and speak to someone, they could arrange for me to go and speak to someone. But honestly, |
have the most supportive family that listen completely that | didn't feel that | needed that!

‘No, I didn't. | certainly was aware of it, and right from Day 1, | was aware of it, if Id wanted to. But | didn't, to be honest, feel the need for
it, personally. This is just me, and | didn't take it up at all’

‘lalways come away with something new, and it’s either a new attitude, it’s mostly a new attitude. It's been about problem-solving. It’s
been about thinking through things in a way that | haven't done before. It's always about considering not just my own point of view
but other people’s. | don't complain a lot, but if | get on to the edge of complaint he will always open my mind as to how it is for the
person on the other side and why this might be happening’

‘Life’ preparation

ljust thought | needed to sort myselfout legally. .. Getting my will straight, that sort of thing. It’s one of those things that sort of hangs
over you and you never quite get round to it but it spurred me on which was probably a good thing, actually.

‘T've got my kids at home this week, and also my dog is very poorly, so actually there were other things in my head that were more
prominent for me than having the surgery!

‘Thave written my husband and my two children notes, and I've said where they are, in case something happens tomorrow.

Friends and family

‘Well, | don't have children. | am married. My husband was brilliant. He was probably in more of a state of shock than | was about it

all. But he was and is fully supportive and he’s been 100% behind me, obviously, in it and helping with everything, really, which makes,
obviously, a difference. Because if you're doing this on your own, it could be quite hard!

‘Hed [husband] say why don't you put your gym clothes ready the night before, so in the morning you can just hop into them...And
then for diet, because he did all the cooking and the food shopping for us, he also was in the conversation, the first one. Not all of them,
Just the first one with the dietician, where we talked about foods and food groups, and so on, and so he then knew!

And the main thing is my family supported lots. They are normal. Nothing has changed in my house. Everyone’s routine life is the
same. They never give me any sympathy. They give me strength.

‘He loves me a lot, but the diagnosis for him, the impact was worse. So, he mainly just takes care of me physically. The food, the things.
But mentally, | think, he needed more. | stopped fighting him for help. Poor thing. But when | was at home, he started to feel better
about all these things.

Healthcare professionals

‘Well that was probably the most useful thing I had because first of all the anaesthetist herself was very approachable, she was very
professional. She didn’t hurry me, she gave me the feeling that Id got all day to talk to her, | can't think how she did that because she
must be terribly busy. And she was very, very down-to-earth.

‘Idon't have a good rapport with the gynae nurse practitioners because we don't have a relationship, they answer questions and that’s
probably it. They were very honest that there were these shortages, they didn't not tell me that this was going to be problematic, but |
don't necessarily know that. The health service is in crisis but we can only do what we can!

Faith

‘Thad gained an ability to centre myself and calm myself. | have extremely good control normally as my faith is, and they are all the
appropriate skills that you need. So | practised prayed them much more from Asanas to Samadhi and just acceptance and keeping the
positive feel of it. And I'm not saying that it was particularly easy, but | have not been crippled by this diagnosis, it's been a project to
work through!
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Table 2 (continued)

Feelings towards diagnosis and treatment

Participant 7, naive
Participant 2, naive
Participant 15,
experienced

Participant 19,
experienced

Participant 8, naive

Participant 21,
experienced

Participant 14,
experienced

Participant 12,
experienced

Participant 11, naive

I do listen to religious music to stay calm, especially when | think I'm getting a little anxious. So, it helps me to relax. And | guess, know-
ing and then telling myself. 'm only a drop in the ocean... | guess it just makes me feel good to know that’

‘I'm telling everyone, go to positive and believe in God. If you are strongly believing in God, faith and trust, they're never going to disap-
point you!

In person vs. remote

‘The time you've been to the hospital for chemotherapy all day long, and you go for your blood test, and you go for a scan, another
appointment on top, from my point of view, is just too much. So it's quite nice to be able to still have that reach to speak to somebody.
But it’s quite nice to be doing it at home rather than in the hospital environment!

I think they need to see you as well to see how you're coping maybe, because we can all put on a front over a phone and say, oh yes I'm
fine. I think if they see you face to face they can judge a little bit better maybe.

Written or pre-recorded advice

"You have physio, dietician and psychologist or whatever, but maybe like a generic pre-recorded session, with then opportunities for
people to do like a virtual drop in to ask any questions after they've seen the videos. Or an email address, like the Macmillan nurses
have, where it gets checked reqularly, and you can respond to any queries that people have!

So, like I said, having it online is really helpful, especially if it’s live, because if you have to put a pre-recorded video or something, it
doesn't motivate you as much as to know that you've got a time to connect to do the class. And there are people there live with you.
That helped a lot as well!

Group sessions

‘For the exercise part, and we are all working to the same goal, i.e. to get as fit as we can and as healthy as we can before surgery...
But for me personally | think it would have been helpful just for that, because | wouldn't have wanted to compare cancers, or stages,
because that would send me into a downward spiral’

‘No, no I don't think so, | don't think | would do that. Because then it gets sort of a therapy session doesn't it, really. And I think in some
ways I'm better off not knowing what happened to another person’

It’s always good to talk to people. Maybe things that the other person is doing that you're not doing, and its benefitting maybe it'll

benefit you as well. And yes, the other way of networking as well. It's always good to talk to people who's been through that as well’

T was a bit confused about it really because I
don’t think it was very well explained to me. Well
I did understand that they were trying to establish
whether I needed further input before surgery, I
think that’s how I would put it, and obviously they
decided I didn’t’-P17, experienced.

Goals for recovery

Goals for recovery revolved around outstanding tasks,
spending time with friends and family and travelling.
The majority, irrespective of age and occupational sta-
tus, spoke about the concept of ‘returning to normality’
as their primary goal for recovery, which dovetailed into
their post-operative fitness goals.

1t’s about coming back to humanity as quickly as
possible. And obviously first of all it's being able to
manoeuvre around.- P1, naive.

Alternatively, some interviewees rejected the notion of
looking towards normality as an end goal and that choos-
ing to take one step at a time was considered more real-
istic in the context of uncertainty and reappraisal of life.
‘But I think I don’t want to come back to the life as it
was. That's why maybe I don’t think further ahead. It’s just
I'm thinking the day as it comes and I'm figuring out what
I'm going to do next. Normality for me is not going to be
enough...You realise that life is short’-P21, experienced.

Actual Preparation

All described ways in which they had prepared for
surgery. The theme of ‘Actual preparation’ is further
explained within each component of multimodal preha-
bilitation [1] Physical activity [2] Nutrition [3] Psycholog-
ical support as well as [4] ‘Life’ preparation.

Physical activity

Of those who spoke about their experience of preparing
for surgery, either staying, or becoming, more physically
active was more widely described than the other compo-
nents of prehabilitation, whether or not they were for-
mally enrolled in a prehabilitation programme.

For those who were prehabilitation naive, walking,
resistance exercises and domestic tasks were the main
forms of physical activity. Any guidance around fitness
was usually provided by the CNS on initial consultation:

Twas fully aware that I needed to keep myself active,
but for me being active was cleaning the windows, or
doing the housework, or pottering around in the gar-
den, that for me was my way of exercise’- P9, naive.

Interviewees from the MILE programme described
themselves as physically active at baseline. For some,
this meant that physiotherapy support was not required,
either because they were not considered at risk at the
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point of screening or because they declined additional
support through the programme.

Those who did avail physiotherapy found that it both
improved their knowledge surrounding fitness and
encouraged movement. For those with health restric-
tions, guidance was tailored to fit their ability. Addition-
ally, exercise was felt to have a positive impact on mental
health during treatment.

‘So it did have a positive impact, my physical fitness
100% improved... I think this helped me to realise
the importance of movement and the importance of
having a strong body, regardless of if I felt really bad
during chemo..-P14, experienced.

The biggest barriers to engagement with physical activity
were tumour related comorbidities, in particular ascites
and fatigue.

Nutrition

Most interviewees considered their diets to be ‘healthy
and balanced; often consisting of a high intake of vege-
tables and a limited intake of processed foods and meat.
In fact, some interviewees spoke about turning veg-
etarian and/or making self-directed choices about their
diet following their diagnosis, in an attempt to become
‘healthier’

1 eat pretty healthily anyway but I gave up meat...
I suppose 1 just thought about it more really. And
just became more conscious of it and making fresh
foods!—P12, experienced.

There was a mixed response to the dietetic intervention
provided through the prehabilitation programme. On
one hand, interviewees benefited from tailored advice
provided by the dietitians, especially with regards to
colostomy management, micronutrient intake and food
portions. On the other hand, patients who felt confident
managing their own diet were happy to continue without
professional advice, whilst others could not recall any
impact that interacting with the dietitian had on their
preparation for surgery.

Psychological support

Psychological preparation involved practising relax-
ation, listening to audiotapes, and meditating. Prepar-
ing mentally for surgery by seeking formal psychological
counselling was the most controversial component of
prehabilitation. Those who were not offered this inter-
vention, or declined psychotherapy within the MILE, dis-
played uncertainty around its benefits.
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T can’t think, really, what a professional would say,
other than keep calm and just carry on’- P3, naive.

On the other hand, those who did receive psychotherapy
through the MILE programme or at the Maggie’s Centre’
found it useful for coming to terms with their current
situation.

Unfortunately, some interviewees reflected on their
need to receive psychological support prior to surgery,
but in view of extensive waiting times, were unable to
speak to a professional in time.

T asked for some help in hospital, and they said they
would refer me but nothing ever happened, and I
think that was probably my biggest disappointment,
I could have done with it then. I understand that the
services are very pressed but for something like that
you don’t need to wait’- P17, experienced.

Some interviewees suggested that cultural taboos around
gynaecological cancers and reducing familial burden
were factors which encouraged engagement with psycho-
logical support.

T come from an ethnic minority society, where in
African households you don’t speak openly, espe-
cially gynaecological cancers.... So, already I'm
muffled in a way where I can’t express my inner con-
cerns.- P14, experienced.

Life Preparation

For many patients, preparation for surgery extended
beyond the accepted components of multimodal preha-
bilitation. Interviewees spoke of domestic and legal tasks
e.g. will writing, funeral planning and financial tasks tak-
ing priority during the time before surgery. In certain
situations, women prioritised their family’s needs and
wellbeing before their own, ensuring everything was
organised prior to their departure for surgery. Interest-
ingly, there was little mention of self-care and self-priori-
tisation during this time.

T'm not a control freak at all, by any stretch, but I have
to in my mind know that I've left the house as good as it
can be, that my husband hasn’t got to do anything—P9,
naive.

Support system

Having a reliable support system was found to be an
influencing factor in perceived engagement with preha-
bilitation, as well as providing social and moral support
during a difficult time. Support systems were described

! A network of centres set up in the United Kingdom and Hong Kong to sup-
port anyone affected by cancer (15).
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as [1] Friends and family [2] Healthcare team and [3]
Faith.

Friends and family

Friends and family, particularly the latter, were highly
regarded as a support system in women’s preparation for
surgery. Interviewees spoke extensively about the domes-
tic role their partners and children took on, to relieve
their workload burden, be it cooking, cleaning or gro-
cery shopping. Family and friends were also considered
key motivators to participating in prehabilitation and
provided physical and moral support in the lead up to
surgery.

‘My husband morally support me so well. I feel sup-
ported by him the way he talked to me, the way like
throughout up to now when I go to do my chemo
he will take me there and bring me back. When I
come home he will support me there to do the house
chores, cooking when I can’t. So I would say he is my
right hand.— P18, experienced.

On the other hand, interviewees shared deep concern for
their families; worried that their treatment and progno-
sis could adversely impact those around them. Women
spoke of the impact their diagnosis had on the mental
health of their male partners, specifically, and the need to
overcome their cancer for the sake of their families, more
than themselves.

T have to be fine for my kids and my husband. 1
know I have to fight for myself but, at the same time,
I'm thinking my kids!— P10, naive.

Healthcare team

The relationship they fostered with their respective care
teams significantly influenced how well supported inter-
viewees felt during their time between diagnosis and sur-
gery. For the patients who reflected positively on their
interactions with healthcare professionals, being given
enough time to talk at length and discuss their concerns
in the context of a humane conversation, was considered
most valuable to them.

‘We had a very long conversation about swimwear
in one of the consultations. It was just hilarious. It
made quite a nice change. he also then also assured
me that sex would still feel the same after I'd healed,
which was reassuring’— P8, naive.

Alternatively, patients who did not receive the time
they required from their care team due to resource
constraints, felt less supported during their treatment
journey.
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T do understand that they have other patients too,
it’s not just me, and that’s what I keep trying to tell
myself. So accessibility for me would be a big thing,
because when I want to know something, I want to
know it!- P6, naive.

Faith

Faith in the context of religion and doctrine teaching,
across all ethnic backgrounds, was also considered an
important support system to provide patients with per-
spective, motivate them through their cancer journey
and reach acceptance of their diagnosis through divine
communication.

‘Because I was normally fit. When I was told, you've got
cancer, I thought never happen to me and the only thing
makes me strong, my faith, believe in God. So, I think for
me that'’s my number one, and praying and reading God'’s
words!— P10, naive.

Delivery of prehabilitation

A major factor surrounding engagement (or potential
engagement) with prehabilitation was the way in which
the service was or should be delivered. Interviewees held
opinions on the following provisions [1] In-person vs.
remote [2] Written or pre-recorded advice and [3] Group
sessions.

In-person vs. remote

Discussion largely focussed on the dilemma of whether
prehabilitation should be delivered remotely or in per-
son, and the related consequences. For patients who lived
further from their treatment centre, or, who suffered
with adverse side effects, a remote programme was con-
sidered more convenient and practical to attend. Some
patients receiving neo-adjuvant chemotherapy at the
specialist cancer centre reflected on the amount of time
they spent in hospital attending appointments, so there-
fore, welcomed the opportunity to engage with the MILE
programme at home. Furthermore, they encouraged the
transition to the virtual world which has been accelerated
by the covid-19 pandemic.

T think we need to respect that there’s a pandemic
going on. So I think if it's not necessary for you to
come in, you don’t have to. I think virtual works’-
P11, naive.

Some interviewees felt passionately about receiving their
care face to face and in person to get the most out of their
consultation with their healthcare professional. Concerns
around accessing virtual platforms also highlighted an
unintended consequence of tele-health.
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“The physio I do believe it’s been difficult during
COVID because everything is on the phone and
you don’t have so much face to face. I'm a person
who benefits hugely from face-to-face contact...I do
online stuff, but no, by the time you reach 78 it's not
second nature. And so I'm used to the written word,
and the spoken word’- P17, experienced.

Written or pre-recorded advice

Interviewees expressed mixed views in response to
receiving written advice or being signposted to pre-
recorded material. All interviewees had received written
information in the form of booklets and leaflets over the
course of their treatment. Some patients valued this form
of advice as they were able to share it with loved ones,
refer back to advice in their own time and ask for clarifi-
cation from others if English was not their first language.
However, patients also recognised that written advice
alone does not compete with the benefits of speaking to
healthcare professionals.

‘When you read through a tonne of text a lot of it is
not going to be particularly relevant to you. When
you have a face-to-face, it gives you the opportunity
to ask something that you want to know, particu-
larly’- P1, naive.

In line with the views on remote delivery, pre-recorded
advice was considered convenient, allowing people to
access information in their own time and in the right
frame of mind. However, this was disputed by those who
felt that pre-recorded information removes the ‘personal
touch’ of meeting people in person, and the motivational
element of group sessions.

Group sessions

Attending group sessions for the individual components
of prehabilitation was discussed in detail and interview-
ees expressed mixed opinions on this method of delivery.
Attending a group session, either in person or virtually,
for the purpose of exercise, appeared to be well accepted
by the interviewees as they felt that sharing a common
fitness goal was motivating for participants. However,
there were conflicting views about group therapy or gen-
eral networking opportunities with other ovarian cancer
patients. Interviewees suggested that instances in which
cancer journeys are compared could provoke negativity
whilst others felt it could be a source of knowledge.

Discussion

This study set out to identify themes underlying the
views, experiences and influencers surrounding engage-
ment with prehabilitation in a diverse cohort of women
who were either naive to a formal prehabilitation
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programme, or enrolled in the MILE. Qualitative
research such as this current study can be used to inform
the co-design of complex interventions so that they are
more relevant, acceptable and patient-centred, address-
ing the barriers and challenges that patients are likely to
face [17]. This is consistent with the Medical Research
Council [18] and O’Cathain et al’s [19] guidance for
developing and evaluating complex interventions.

Overall, participants displayed great positivity towards
increasing their ability to withstand surgery, optimise
recovery and improve the situation for their family. This
in turn, meant women felt strongly about prioritising
their physical wellbeing, either through self-determined
choices or by engaging with a prehabilitation programme.
However, interviewees expressed mixed opinions on
services which could have unintended consequences
for their mental wellbeing and displayed diverse atti-
tudes towards psychological interventions, support sys-
tems and the way in which prehabilitation is delivered.
This study confirms what we know about the benefits of
remote delivery and also the view that preparation for
surgery extends to legal and financial obligations [9-11].
However, our study has provided further insights into
the varied feelings women have towards psychological
coping strategies, their concern for their spouses and
children and the role of faith as a pillar of support. De-
prioritising prehabilitation in the context of limited time
has been suggested elsewhere [6], but a lack of time was
not described as a barrier to engaging with prehabilita-
tion in this study; possibly because all interviewees who
were in employment were assigned sick leave from work
to manage their treatment.

Our study delves deeper into the factors which need to
be addressed by the health care system for prehabilita-
tion programmes to be successful. Importantly, women
took the initiative to prepare their body and mind in
ways which were acceptable to them. Some did not per-
ceive the need for formal prehabilitation, either because
they thought they were already doing what they could to
prepare, or because their needs were different to those
covered by the three pillars of multimodal prehabilita-
tion. Other studies have also found that women engage
in their own forms of preparation for treatment, includ-
ing tasks which fit in to their everyday lives such as meal
preparation, laundry and gardening [10, 11]. In these
studies, women were ready to accept prehabilitation as
being beneficial for health and wellbeing, but spending
time with loved ones, funeral planning and finances were
considered by some as equally important. Building on the
different motivators which patients express e.g. family,
faith, healthcare professionals, is likely to be instrumen-
tal in improving engagement with more formal prehabili-
tation, however, attention must be paid to the potential
to overburden patients with responsibility for their own
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health at a particularly vulnerable time [3]. It is also
important that clinicians provide meaningful information
about the benefits of prehabilitation. Some participants
in this study felt that this had not been explained well
enough to them. A more personalised approach, linking
individual goals to the pillars of prehabilitation is needed
[20]. Moreover, attention to the relevance of prehabilita-
tion within the individual’s social context is important for
engagement [21]. Our findings support using the theory
of self-determination [22, 23] to improve the chances
of success when designing prehabilitation. This theory
combines attention to autonomy, relatedness and compe-
tence, all of which are embodied in our findings.

However, utilising patient motivators to achieve per-
sonalised care requires understanding of the patient’s
individual needs, beliefs and goals, possibly through ini-
tial screening questionnaires, assessments or consulta-
tions. No studies to date in ovarian cancer have looked at
the use of a person-centred approach to prehabilitation.
Future prehabilitation programmes are likely to be more
effective if they consider individuals’ beliefs and needs,
and use behavioural theory to underpin such an approach
[24]. However, the economic implications of routine pre-
habilitation need to be evaluated, given the anticipated
demands on healthcare professionals’ time. Our find-
ings emphasise the importance of having responsive
and timely clinical support and the value of face to face
interactions with the healthcare team; these are impor-
tant considerations in the light of workforce and financial
pressures facing global healthcare systems, as well as the
trend towards greater digital healthcare provision.

The strengths of this study are that we recruited an
ethnically diverse sample of women with ovarian cancer
and were able to interview both pre- and post-operative
patients who had no experience of prehabilitation as well
as those who had participated in a programme. Although
we cannot be sure that our findings are generalisable to
non-surgical patients with ovarian cancer, our themes
were meaningful across our diverse sample, suggest-
ing that they would be relevant to any prehabilitation
programme designed for a surgical group. A limitation
is that we cannot be sure that the prehabilitation ‘naive’
patients would hold the same views of prehabilitation if
they had actually been offered it or that patients would
have reported similar experiences and views had they
been interviewed at a different time in the pathway. Addi-
tionally, the exclusion of non-English speaking patients is
a recognised challenge in obtaining representative views
and experiences in this patient cohort. Unfortunately,
demographic data on those who declined to take part
was not consistently recorded, therefore we cannot com-
ment on whether there were socioeconomic or ethnic
differences between those who participated and those
who did not. However, the majority of women in this
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study described already having a healthy diet, a physi-
cally active lifestyle and a supportive network of family
and friends. It may be that women who felt less confident
about these aspects declined to participate in the study.

Conclusion

Prehabilitation may play an important role in the prepa-
ration of patients with ovarian cancer due to undergo
major debulking surgery, however a standard multimodal
model does not necessarily address the barriers and chal-
lenges to access that may be faced by a demographically
diverse cohort. The individual components of prehabili-
tation and the way in which they are delivered are essen-
tial to consider in the context of each individual, in order
to achieve effective personalised care.
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