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Language used

The language we use

30 Second Sit to Stand T80 Sec
STS)

6-Minute Walk Test(6MWT)

Allied Health Professionals (AHPs

Alcohol Use Disorders
Identification Test (AUDITC

Clinical Nurse Specialist€ENSs)

Distress thermometer

EQ5D-5L

Grip strength test

What we mean

The test islso known as 30 Second Chair Stand Test which is des
to assess leg strength and endurance, particularly in older adults.
participant needs to sit on a chair and tries to stand up fully and sit |
down as many times as possible witli0 seconds. The number of ft
stands completed in 30 seconds is recorded as the outcome meas
The test isa simple, standardised test to hefigalthcare professional:
understand how well a person's heart and lungs function dui
physical activity, reflecting their ability to perform everyd
tasks.Participantsare asked to walk as far as possible along a flat,
surfacefor 6 minutes. The distance walked during this time periot
recorded as the@utcome measure.

AHPs are a distinct group of health professionakuch as
physiotherapists, occupational therapists, radiographers,
dietitians, who provide a range of diagnostic, preventive, therapeu
and rehabilitative services. They work in various settings, inclu
hospitals, clinics, and community health centres, and often collabo
with other healthcare providers to deliver compreheresicare
AUDITC is a brief screening tool used to identify individuals who 1
have hazardous drinking habits or alcohol use disordéeinsists of
three questions that assess the frequency and quantity of alce
consumption, as well as the risk of harmful effects

The Cancer CNS, is a registered nuise is an expertwithin a specific
area of cancer care, providing leadership and specii
knowledge. Working within a multidisciplinary team, CNSs coordine
care and are required to fulfil the key worker roleting as the key
point of contact from the point of diagnosis and throughout tl
pathway for people, families and carersThey promote health,
empower patients to make informed decision and support -
management. CNSs may prescribe or advise as neededuct holistic
needs assessment and deliver nueded clinics, in patient support an
follow up. They collaborate with other professionals and volunt
agencies to ensure persercentred care andincorporate patient
involvement within service improement, innovation and research.
The Distres$hermometer is a widely used screening tool in cancer (
designed to quickly assess a patient's level of psychological distre
is typically presented as a visual analogue scale resemblir
thermometer, where patients rate their distress on a sdaten 0 (no
distress) to 10 (extreme distress).

The EGD-5L is a widely used tool for measuring heattfhated quality
of life. It consists of two parts: the descriptive system and the EQ v
analogue scale (EQ VAS)he descriptivesystem includes five
dimensions:mobility, selfcare, usual activities, pain/discomfort ar
anxiety/depression.

A grip strength tesmeasures how much force a person can sque
with their hand.Participants are asked to squeeze handgrip

e:% m'e" Measurement Evaluation Learning: Using evidence to shape better services 5 Page
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Health Thermometer

International Physical Activity
Questionnaire (IPAQ)

Malnutrition Universal Screening

Tool (MUST)

PatientGenerated Subjective
Global Assessment (R&GA)

Rockwood Frailty Scale

SARGF

SeltHficacy forExercise(SEE)

scale

Whole time equivalent WTB

dynamometeras hard as possible for about53secondsThe highest
reading displayed on the dynamometer is recorded as the outcc
measure.

A selfreported tool for participants to rate their health status on
visual scaleanging from O to 100. In the case thfe South Eastern
Trust, patients wereasked to rate how good or bad their health is
the day of the assessmenivith 100 means the best health they ce
image and 0 means the worst health they can image.

The IPAQ is a standardised tool used to measure physical activity
across different populations and settings. It was developed to pro
internationally comparable data on healtielated physical activityThe
IPAQ calculates the total physical activity in Mihutes per week
(Metabolic Equivalent of Task), which helps categorise individuals
different activity levels: low/inactive, moderate and high.

The Malnutrition Universal Screening Tool (MUST) is a validated,
step screening toolwhich is designed tadentify adults who are
malnourished At risk of malnutrition (undernutrition), oobese.
PGSGA is a nutrition assessment tool used to identify and tr
malnutrition, with a score ranging from-16, where higher score:
indicate greater malnutrition risk and the need for nutrition
intervention. The score provides healthcare professionals with cle:
guidelines as to the level of medical nutrition therapy needed in a g
case

TheClinical Frailty Scale (CF@jginated from the Canadian Study
Health and Aging, is a wabtablished toolwidely usedin clinical
settings. Itallowsclinicians to summarise a patient's frailty and fitne
based ontheir clinical judgement and evaluatioithe CF$ises a 9
point scale ranging from 1 (very fit) to 9 (terminally jlijo assessa
patient's ability to perform daily activitieshereby determiningtheir
level of frailty

SARG- questionnaire is a screening tool &arcopenialt includes five
components: strength, assistance with walking, rising from a ct
climbing stairs, and fallsThe scores range from 0 to 10, with O to
points for each component.

Thescaléd a4 SaasSa I gbnfideycBrit@ik dditiaf 16 eReicie
three times per week for20 minutesat the point of the assessmen
The scale consists &fitems, each representing a different situatio
that might affect exercise participation (e.g., bad weather, feeling tir
stress) Participantsare asked to rate their confidence fromscale of O
(No confidentYo 10(Very confidentfor each item.The scores for eacl
item are summed to produce a total score. The rangeasisible scores
is from O to 90, with higher scores indicating greater-séitacy for
exercise.

Rull time equivalent

{z
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Macmillan Northern Ireland Regional
Integrated Cancer Prehabilitation

Programme Evaluation

Executive Summary

Overview

In response to the COVID-19 pandemic, the
Department of Health in Northern Ireland
launched the Cancer Charities Support Fund
to strengthen public health initiatives.
Macmillan Cancer Support received
£926,209 to lead a pioneering 24-month test
of change — the Regional Integrated Cancer
Prehabilitation Programme.

This initiative brought together all five Health
and Social Care Trusts and eleven local
councils to deliver integrated prehabilitation
support in physical activity, nutrition, and
emotional wellbeing, primarily through the
Macmillan Move More Programme. A key
priority of the programme was to establish a
universal offer, ensuring that all individuals
diagnosed with cancer had equitable access
to early, holistic interventions. The
programme aimed to demonstrate how such
interventions could be embedded into cancer
care pathways to improve patient outcomes
and system efficiencies.

Evaluation Approach

M-E-L Research conducted an independent
process and impact evaluation using mixed
methods, including stakeholder interviews,
patient surveys, and secondary data analysis.
The evaluation aimed to assess
implementation, effectiveness, and system-
wide learning.

Key Learning Opportunities

1. Strategic funding as a foundation for
impact: The programme’s achievements
were made possible through dedicated, time-
limited funding. To ensure long-term success
and equitable access, future efforts must be
supported by ringfenced, multi-year
investment that enables services to scale,
embed into routine care, and innovate
sustainably.

2. Strategic collaboration driving system
change: Strong leadership, cross-sector
partnerships, and well-established networks
enabled rapid mobilisation and cohesive
delivery. These collaborative foundations
offer a powerful platform for embedding
prehabilitation into standard cancer care
pathways across Northern Ireland.
Strengthening ties with local councils and
leveraging existing community assets will be
key to sustaining community-based support
and expanding reach.

3. Tailored, patient-centred models of care:
Patients consistently reported improved
wellbeing, confidence, and recovery. The
programme demonstrated that flexible,
tumour-specific approaches and earlier
intervention points (e.g. at diagnosis or
endoscopy) are key to maximising
engagement and outcomes.

¢n m-e
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4. Workforce innovation and capacity
building: Multidisciplinary teams—including
Clinical Nurse Specialists (CNSs), Allied
Health Professionals (AHPs), and support

staff—delivered holistic, patient-centred care.

Investment in a full MDT approach is
essential to deliver multimodal
prehabilitation to patients with increasing
levels of complexity and need. Standardised
training, structured induction, and peer
learning opportunities are essential to build
workforce confidence, consistency, and
resilience.

Experienced key

5. Data-driven decision making: Sustained
improvements in physical function and
mental wellbeing were evidenced through
patient-reported outcomes. A regional
outcomes framework, supported by shared
digital platforms, is critical for real-time
monitoring, performance benchmarking, and
strengthening the case for continued
investment. The Trust-wide rollout of
Encompass presents a timely opportunity to
standardise data collection, enhance
interoperability, and embed consistent
performance tracking across the system.

Future consideration

challenges

Regional coordination of recruitment and onboarding across all roles
to ensure timely and consistent programme rollout.
Prioritise early and stable leadership appointments to provide

Develop a unified regional model with consistent patient generated
assessments and referral pathways, service delivery standards, and

Standardise induction and training across Trusts to build workforce

Expand support roles (e.g. Band 4 staff) to assist with screening,

Secure multi-year, ringfenced funding to support core staffing (AHP,
CNS and support workers), community services, and infrastructure.
Integrate prehabilitation into routine cancer care pathways, learning

Delayed
recruitment and
misaligned
timelines strategic direction and continuity.
Lack of .
standardisation data protocols to ensure equitable access.
and service confidence and consistency.
inequity
referrals, and interventions.

Funding and

9 from models like cardiac rehab.
resource

constraints

Data and

information system

barriers

Governance and

strategic oversight

gaps

Strengthen partnerships with local councils, voluntary organisations,
and community services to extend reach and share resources.
Allocate dedicated clinical space and equipment to support efficient,
multidisciplinary service delivery.

Invest in integrated digital systems and data support to enable real-
time tracking, evaluation, and service improvement.

Develop a regional outcomes framework with KPIs (e.g.
referral/completion rates, functional outcomes, patient-reported
measures).

Consider shared dashboards (e.g. Power BI, Tableau) for
performance tracking and cross-organisational learning.

Strengthen governance structures with clear accountability, guidance,
and consistent programme management across all partners.
Plan for sustainability from the outset, including an exit strategy and

integration into core services.
% me
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Key outcomes and impact for
patients

1. Improved physical and mental wellbeing:
Most patients either improved or maintained
their functional performance on standard
tests, with these gains largely sustained at
four months. EQ-5D-5L scores showed
significant improvements, particularly in
reducing anxiety and depression, indicating
that prehabilitation supports both physical
resilience and emotional wellbeing.

2. Increased physical activity and lifestyle
change: Participation in prehabilitation led to
a marked increase in physical activity,
especially among colorectal and lung cancer
patients. Importantly, 75% of respondents
reported maintaining or planning to increase
their activity levels post-treatment,
suggesting that prehabilitation can act as a
catalyst for long-term lifestyle change.

3. Positive treatment preparation and
recovery: Patients consistently reported
feeling better prepared for treatment, both
physically and mentally. Many experienced
improved fitness, enhanced emotional
wellbeing, quality of life, and healthier dietary
habits, which contributed to smoother
recovery and greater confidence going into
treatment.

4. High engagement and satisfaction: The
personalised nature of prehabilitation,
tailored to individual needs and delivered at
the right time, was highly valued by patients.
This approach fostered a sense of control
and motivation, which enhanced engagement
and overall satisfaction with care.

5. System efficiency indicators: Lung cancer
patients who received prehabilitation had
shorter average and maximum hospital stays
compared to those who did not, suggesting
improved recovery and potential cost
savings. While further data is needed, these
early findings point to the programme’s value
in enhancing system efficiency.

Conclusions

Overall, the success of the programme was
measured against the below four outcomes:

1. Reach and patient support: The
programme reached over 1,300 patients by
December 2024. Delivery was impacted by
staggered staffing and limited resources,
highlighting the need for sustained
investment and time to embed services.

2. Equitable access for colorectal patients:
All five Trusts implemented prehabilitation
models for colorectal cancer, though service
consistency varies due to local decisions and
the discontinuation of the Macmillan Move
More Programme which provided condition-
specific community-based support. While
Level 4 qualified support remains available
within councils, the lack of a formalised and
regionally coordinated referral system has
led to uneven access, particularly for both
universal and targeted patient groups.

3. Expansion to other tumour groups: Four
Trusts extended services to additional
tumour sites, confirming the need for
tailored, tumour-specific pathways and
flexible service models while maintaining the
core elements of a prehabilitation service.

4. Demonstrated impact: Patient outcomes
collected by Trusts showed clear benefits of
prehabilitation, with improvements in
physical health and mental wellbeing before
treatment. Feedback from surveys and
interviews highlighted the value of
personalised support, with some patients
reporting shorter hospital stays and faster
recovery. While a formal cost-benefit
analysis was not conducted, existing
evidence supports the value of structured
prehabilitation.

{,‘ mel
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Background

About cancer prehabilitatio

TheDepartment of Healtlin Northern Ireland (Nfpunched a 1§ear Cancer Strategy in March 2022,
aiming to reduce preventable cancer diagnoses, improve survival rates, and enhance the experience
of those diagnosed with cancer. The strategy highlights the importance of addressing behavioural
factors Inked to cancer, such as smoking and poor diet, and emphasises offering targeted information
and support to help patients "live well." Prehabilitatizmidentified as a crucial component, involving
exercise, nutritional managemerdnd psychological support

Key components of prehabilitation, as outlined in the NI strategy, inclmdétimodal prehab,
personalised care plans, collaborative implementation and evidéased practicesin 2017,
Macmillan Cancer Support published an evidence review and guidancprdbabilitation [4].
Prehabilitationis definedas:

a !process on the cancer continuum of care that occurs between the time of cancer diagnosis and the
beginning of acute treatment and includes physical, nutritional, and psychological assessments that
establish a baseline functional level, identify impairnseand provide interventions that promote

physical, nutritional, and psychological health to reduce the incidence and/or severity of future
impairmentsg¢

Collaborations between orgasgtions such as Macmillan Cancer Support, the Royal College of
Anaesthetists, and the National Institute for Health Research has produced guidance documents to
assist healthcare professionals who will be implemenpnghabilitationinto cancer care pathways

[28]. Interventions are defined at three levels: univers@rgeted and specialissée Figure 1)

Figurel. Three levels of cancgrehabilitation intervention

‘-\ Applicable to those with people with cancer who
v have complex acute/chronic needs, severe

*. impairment andfor disability and for those with

‘. low functioning levels, unstable or stable

*, cardiac/respiratory issues, low confidence,

v, very sedentary

%
%

A
Targeted I+ Applicable 1o people with a cancer
+ with acute chronic or latent
% adverse effects of disease or
 treatment andfor other long
‘\\ term conditions

Universal b Applicable 1o anyone
', with cancer
i}

r;

Evidence review carried out for this evaluatiowlicates that the benefits of cancer prehabilitation
vary depending on the type of cancer and individual patient fac{@igl9][23]. Patients who

m-e|
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understand the purpose and benefits of the prehabilitation programme tend to show greater
commitment, while those who do not may be less engafi#dKey positive impact for patients can
include:

Improvedphysicafunction andfitness
Reducedhostoperativecomplications
Enhancegsychologicalvellbeing

Improvedtolerance tocancertreatment

> > > >

Better quality oflife

Cancerprehabilitation has also been associated with several positive impacts on secondary care
servicessuch as:

Reduced length of hospital stay

Decreased postoperative complications

>

Enhanced resource allocation

>

Improved patient outcomes

b

Reduced healthcare costs

Evidence also suggests thatultimodal cancer prehabilitation programme delivery is critically

dependent on the effective integration between community, primary and secondary [2&le

Prehab, it is stated, should be delivered by a multidisciplinary team working within a described
framework using a combination of registered professionals (e.g. dietitians, occupational therapists,
physiotherapists, psychologists) and unregistered profesds (e.g. prehab/therapy support

workers, healthcare assistants, figss instructors) where there is scope to delegate some
responsibilities (as well as care givers, family, wider support networks). Others have included oncology
YydzZNES&> OF yOSNJ OF NB YI yI 3SNE diddadlitatiossatyicesfelg@A 3 G 2 N
[30][31]). Key skills to facilitate the delivery gfrehabilitation services included interpersonal,

facilitation, motivational interviewing techniques and providing emotional supfjrt

While cancermrehabilitationis associated with positive outcomes, some discussions consider the
potential negative impacts on secondary cafer exampleresource allocation and implementation
challengesinconsistent evidence base, limited patient engagement, and potential for overwhelming
healthcare services.

Further details on the topics discussed above can be found in the full evidence review report, located
in Appendix A.

About the programme

After the COVIEL9 pandemic, the Department of Health Northern Irelandintroduced several
funding initiatives to support charities in improving public health. One notable initiative is the Cancer
Charities Support Fund, which is part of ED#nillion package aimed at supporting carers, cancer

’5 e M i ing: Using evi i
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charities, and mental health organisations in response to the pandengictotal of 14 projects
successfullyapplied for the funding, including Macmillan Cancer Suppettich was awarded
£926,209 to:

A Deliver the 24-month Macmillan Move More Programm&om April 2022 to March 2024 in
partnership withl1localcouncils across Nb providecancer patient€ommunity-based support
pre- and posttreatment.2 Notably, prehabilitation activities under the Move More Programme
began in January 2022, ahead of the formal programme launch.

A Enablea pioneering 24nonth test of changethe Regional Integrated Cancer Prehabilitation
Programmeby fundingthe Macmillan Prehabilitation Clinical Project Managest ineach of the
five Health and Social Care Trusts (HSCTs or Tiiustkey tasks of the Clinical Projédanagers
were todevelop appropriate standards and guidelines, implement processes, and raise the profile
of prehabilitationin current cancer pathways.

The programme brought together all five HSCTs and 11 councils to deliver integrated cancer
prehabilitationservices across NI. The collaboration aimed to provide universal and targeted support
in physical activity, nutrition and emotional wellbeing, primarily through MecmillanMove More
Programme

The goalswas toembed personalised, earlyintervention support into an integrated pathway for
adults diagnosed with cancer, establishingrehabilitationas a cornerstone of the cancer pathway
for the first time inthe region The ambition was toestablish regional standardisation around
prehabilitationfor colorectal cancer, asell as developing localised prototypes for up to five further
tumour groups.

The mairobjectiveswere to:

A Support 3,000 people living with cancer across NI through the provision of personalised, early
intervention prehabilitation, and a further 13,500 people affected by cancer, transforming both
outcomes of treatment and patient experience.

A Establish a model of equitable access to this support for colorectal cancer patients across NI,
ensuring equity of access through the integration of standards across all pathways.

A Develop prototypes for the delivery of this support for up to five further tumour groups (two in
each trust) - lung, upper Gastrointestinal and Hepatobiliary, head and neck, breast, and
gynaecological cancers.

A Demonstrate evidence of impact on patient outcomes, patient experience, anebeosfit to
support a business case with recommendations for future investment such as commissioning to
deliver this support sustainably.

1 https://www.health-ni.gov.uk/news/healthministerrobin-swanrrhasannouncedallocatiorrnearly-ps8msupport
grantsrangecancercharitiesnorthern-ireland

2 TheMacmillanMove MoreProgramme was fully funded by Macmillan from 2016 to March 2022, providing cancer
rehabilitation support across Norther Irelanferom April 2022 to March 2024, Macmillan continued to fund 50% of the
programme, enabling the delivery of prehabilitation supporuttiversaland targeted patient groups, while maintaining its
core rehabilitation services.
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As of the time of this reporprehabilitationwasaccessibléo patients aged 18 and older undergoing
curative treatment for colorectal, lun@ncluding those receiving pallige treatment), head and neck
and haematabgical cancerddowever, not all fivdruss implementedprehabilitationacross all four
tumour sites.

The South Eastern Trust has had the longest runpiagabilitationservice since March 2021. Only
the Northern Trust had a dedicatgaehabilitationteam, funded by Charitable Trust Funds. This team
consisted of aand 7 physiotherapist and lband 7 dietitian, who were supported by l@and 4
Physiotherapy Assistant andand 4 Dietetic Assistant Practitioner.

It is also worth noting that only the South Eastern and Northern $iheste had the same Clinical
Project Manager in post throughout the evaluation perigdich has helped provide consistency and
stability of leadership within thprehabilitationservicesMeanwhile,in the Western Trust, the Clinical
Project Manager secured a permanent role one month before the end of his contract. To ensure
continuity, the Personalised Care Facilitator assumed responsibility for the service.

An overview of the programme implementation in each Trust, incluflinged and noAundedin-
kind resources, is provided iAppendixD. Some examples of screening and intervention details by
tumour site areavailablein Appendix&

Referral data

Referrals toprehabilitation interventions by tumour sites

By the end of December 2024, over 1,300 patients had been referred to gqametebilitationacross
the four Trusts that provided monitoring datdue to the absence of the Clinical Project Manager role
in the Belfast Trust for most of 2024 there were veryfew referrals during this periodand the
evaluation was unable to obtairelevant data from the TrustThe table below includes referral
numbers from the inception grehabilitationin each Trust.

Tablel. Number of referrals by Trust anbly tumour site from inception ofprehabilitation in each Trust

HSCT Time Colorectal Lung Head & Haematology Total
period Neck

Belfast N/A No data provided
Nov 22

Northern Dec 24 272 257 11 540

South Mar 21¢

Eastern Dec 24 369 107 138 614
Nov 23¢

Southern Aug24 53 45 98
May 23¢

Western Oct24 52 14 66

Total 727 409 152 11 1,318

SourceMacmillan Prehabilitation Clinical Project Managers

Detailed referral data collected duringJanuary and December 2024y the three levels of
prehabilitationintervention and by tumour sitehave been analysed and presented belokv.total,
825 referralavere made across four tumour sites with colorectal accounting for half of the referrals,
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followed by lung(Figure 2)Due to the very small numbef referralsfor haematology, this tumour
site has been excluded from further analysis.

Figure2. Referrals by tumour sitegn=825)

Haematology

Head & Neck n=14 2%

n=61, 7%

Colorectal n=429,
52%

Lung n=321, 39%——

SourceMacmillan Prehabilitation Clinical Project Managers

2 KSy SEI YAy leyeHofatdeptaics ipiekafilitation referrals, head and neckad the
highest level of acceptand®7%) followed by colorectal73%)(Figure 3)It is worth noting that the
high acceptance of head & neck cancer patients to ghehabilitation interventionsin the South
Eastern Trustvas mainly due tahat prehabilitationwas offered inthe head & neck onatop shop
led by the CNSs and dietitigh K A OK gl & LI NI 2F GKS LI GASydaQ GNBI

Lung had the highest percentage of patiedtslining the referral§25%) with ill health being the

primary reasonColorectal, on the other hand, hatle KA 3 KSa i LISNOSy i3S 2F LJ |
2dz0 Q 2 F LINB Khobhavinydndughftirie b&wesn diaghosis and treatmerftitty benefit

from the interventions.

Figure 3. % of newly diagnosed cancer patients suitable foprehabilitation accepted or declined
prehabilitation referrals

A0/

A
0
23% 12%
Colorectal (n=429) Lung (n=321) Head & Neck (n=61)

Ruled out m Declined prehab referrals m Accepted prehab referrals

Source: Macmillan Prehabilitation Clinical Projdeinagers
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Figure 4 illustrates how types of prehabilitation referrals differ between tumour sites. For colorectal
and lung, most patients were referred for physical activity, whereas nutritional and emotional

wellbeing support were morprominent for head and neck patient&lthough the proportion of head

and neck cancer patients referred to physical activity interventions was relatively low compared to
the other two tumour sites, this was partly due to the absence of regional referral pathways.
Specifically, patients diagnes and treated at the South Eastern Trust but residing outside its locality

faced challenges being referred to appropriate interventions available within their home Trust areas.

Figure4. Referrals to differenfprehabilitation interventions

96% 99% 98% 9304

I 1 I ] ] ] II

Colorectal (n=314) Lung (n=201) Head & Neck (n=59)

m Physical activity = Nutrition = Emotional wellbeing

Source: Macmillan Prehabilitation Clinical Project Managers

Figure 5and Figure 6urther demonstrates thamportanceof having appropriate resoursen place
to provideall threedifferent level ofinterventions(universal, targeted and specialisthdto ensue
service provision is available to cater to the different needs of patients from various tumour sites.

In the case ofolorectal,over two-thirds of patientavereassessed to be suitable for universal support
across all three types of interventionSonverselya third oflung patientsrequiredtargeted support
on physical activity, with another third requiring specialist support from a physiotherapisgand
head and neclpatients were also more likely to requitargeted emotional wellbeing suppart
compared to colorectal patients

Data from the Macmillan Information Service team at Northern Trust indicated that 67% of lung
patients received at least one onward referral to Practical, Emotional or Financial Support in 2023
(n=62), and this increased to 81% in 2024 (n=80), Finangpbeuwvas the most frequent referral,
accounting for an average of 68%.

It is also apparent frorthe datathat the needs of head and neck patientry significantly fronthose

of the other tumour sitesparticularlywith the majority of patients requiringpecialist input froma
dietitian, as well asupport from a speech and language therapi$acmillan Information and Support
Service or counsellingand assistancefrom smoking cessation and alcohol reduction/substance
misuse services.
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Figureb. % patients referred to differentevel of prehabilitation interventions

8% 119
)
o - 320 289 7%
159
169 730
339 959
839
689 659
569
359 279
04

Physical Nutrition Emotional Physical Nutrition Emotional Physical Nutrition Emotional
activity (n=241) wellbeing activity (n=150) wellbeing activity (n=61) wellbeing
(n=303) (n=247) (n=198) (n=161) (n=46) (n=55)

Colorectal Lung Head & Neck

m Universal m Targeted m Specialist

Source: Macmillan Prehabilitation Clinical Project Managers

Figure6. Referrals to differentprehabilitation services by tumour site

31%

Move More _ 31%
53%
Dietitian 54%

97%
. . 29%
Physiotherapist i 69%
0
. 20%
Counselllng/MISS*- 25%
68%
. .0 2%
Clinical psychologist °
. . 0t
Smoking c:essanonu0 10% 3106 m Colorectal
0
HLung
. . 1%
Alcohol reduction/Substance Misusdl-4% 550 Head & Neck
0
Speech language thera
p guag Py 2204

*MISS IMlacmillan Information an@upport Service)
Source: Macmillan Prehabilitation Clinical Projdetnagers

m-e|
research

Measurement Evaluation Learning: Using evidence to shape better services 16 Page



Referrals toMacmillan Move More Programme

Referra tothe MacmillanMove MoreProgramme foprehabilitationwere reported by local councils
to Macmillan betweenlanuary 2022 and February 20224uring this perioda total of 600 patients
were referredand supported byMacmillan Move More Coordinators accounted for 17% odll
patients supported including those for rehalilitation. Table2 shows the number of patients
supported forprehabilitationin eachcouncil.

It isworth noting that these figures were reported by individual councils to Macmidlad,have not

been validated by the evaluatoridarepancies have been identified when compared withreferral

data provided by the Trusts. For instance, some councils reported supporting more patients through
prehabilitation than the number of referrals recorded by the Trusts.

Table2. Number ofpatients supported forprehabilitation by Macmillan Move More Coordinatorsin each
council

Total number of otalnumberof % of clients

Council HSCT supportec clients alisiis supported for
supported el prehabilitation
prehabilitation
Antrim and
0,
Newtownabbey Northern 441 52 12%
Ards and North - o Factern 450 147 33%
Down
Armagh,
Banbridge & Southern 400 60 15%
Craigavon
Belfast Belfast 420 44 10%
Causeway coast Northern, 0
and Glens Western 2y & Sa
Derry and Western 340 20 6%
Strabane
SEMEMEGNET e oo 350 48 14%
Omagh
Lisburn and South Eastern 232 101 44%
Castlereagh
4e el Saet Northern 144 12 8%
Antrim
Mid-Ulster Northern, 312 38 12%
Southern
Newry, Mourne = Southern, South 154 31 20%
and Down Eastern
Total 3,515 600 17%

Source: local councils and Macmillan
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Evaluation approach

Evaluation purposend objectives

To supportMacmillan and partners) assessing the implementation and impact of finehabilitation
programme M-E-L Research were commissioned to carry out an independent evaluation. The
evaluation looked to explore:

A Nkwide and Trusspecific learning for theprehabilitation programme and projeclevel
development

A evidence of effectiveness of universal and targetgdehabilitation interventions and
implementation strategies

To address the evaluation aime set of research questions were developed

Evaluation aim Key esearchquestions

What are theoutcomes andmpact for A Do people living with cancer hatienely and equitable
people living with cance? accesso prehab?

A How effective is the prehabilitation programme in
terms ofsupporting family and friendof people living
with cancer to adopt a healthier lifestyle?

A What are theimpactsprehabilitationhas onoutcomes
for people living with cancer?

A What doesgood quality holistic carelanninglook like
for people living with cancer?

What are the outcomes and impador A How doesinformation sharinghappen, between anc
staff? within local areas / partner organisations?
A What training and support is provided to those
deliveringthe prehabilitationprogramme?
A What training and supportis provided to otherkey
partners or staff?
A How does theonfidence and abilityto signpost people
living with cancer affect the experience of staff?

What are the outcomes and impador A What is required to make aeffective, sustainable
the wider systen? prehabilitation programmein NI?
A How wouldsuccesde defined by different partners?

A Theory of Chang@oC)wvas developedy M-E-L Researgbintly with Macmillan and can be found
in AppendixC.

Summary ofdata collection approach

The evaluation employed a mixed methods approach, collecting primary qualitative and quantitative
data, along with analysing secondary monitoring data provided by the Trusts and local councils. All
data collection tools used for the research were desighgdV-E-L Research in collaboration with
Macmillan and Macmillan Prehabilitation Clinical Project Managers, ensuring alignment with the key
research questions set for the evaluation. Additionally, the evaluation included a rapid literature
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review to support the development of the evaluation framework and provide insights from the
findings.

A detailed description of the data collection approach and participant profiles can be found in
AppendixB.

Statisticalreliability of quantitative researchresults

The patient survey results reflect the opinions of 138 individuals diagnosed with cancer who were
referred to prehabilitation interventions, regardless of whether they accepted the referrals. It is
important to note that findings from subgroup analyses are indicative only, as the sample is relatively
small and not representative of the broader target populatiBercentages in charts may not always
G20t wmnm: RdzS (2 NRdzyRAYy3IX FyR FAIdZNBaA Ay (KS
figure indcates the number of valid responses per question.

Qualitative research findings

All qualitative interviews took place with consenting participants and were recorded digitally
consented then entered into a thematic analysis grid for further exploration. Key themes and findings
were then identified for each of the key research questions, drawing together the quantitative and
gualitative data against each evaluation aim and research guest

Other considerations

A While we have undertaken research evaluation activities, the impact of the programme was
measured only through seteported behaviours, with no independent validating observations,
thus limiting the evidence.

A The programme did not include a control groimwever, limited counterfactual evidencevas
gathered througtthe patient survey.

A The evaluation was carried out within a reabrld healthcare setting, capturing the dynamic and
continually evolving nature of the environment. Throughout the evaluation period, numerous
personneland organisationalchanges occurred across Macmilléime Northern Ireland Cancer
Network, the Trusts, and partner orgasaitions, which influenced both the findings and the overall
outcomes.
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Evaluation findings

Programmeimplementation

Key findings

A Sufficient funding, the right resource at the right time, and commitment and support f
senior management are crucial for successful programme implementation.
A Key learning pointsiclude:

A Align recruitment, funding, and onboarding to avoid delays and ensure tif
programme delivery.

A Secure stable leadership and letggm roles to maintain continuity and reduce st
turnover.

A Develop a standardised, equitable regional model with consistent referral path
and outcome tracking.

A Ensure sustainable funding and realistic staffing to maintain critical roles and d
consistent, higkguality prehabilitation services.

A Establish clear governance, leadership, and 4@mm planning from the outset t
drive accountability and programme sustainability.

Key enablerand successful factors

Funding and-esourceallocation

Funding from Macmillan (enabledthrough the Department of HealthQa / F Yy OSNJ / KI NRA G A S
Fund)has been instrumental in establishing the regional programme and fostering collaboration
between secondary care and local councils to support people diagnosed with cancer. In the Northern

Trust, additional funding fromCharitable Trust Fundsnabled the deployment of dedicated
prehabilitationallied health professiongAHB and support worker resources. This allowed the team

to effectively support universal, targeted, and specialist patieatsenhanced capacity not available

in other Truststhereby enaling more equitable and effective implementation of the prehabilitation
programme.

Organisationalcommitment and support

There was clear willingness and commitment to delivgrehabilitation between partner
organisations. Senior management witlthre HSCTs generally agreed that there was strongibuy
within their organisations, particularly within the muttisciplinary teams (MDTs$everal ouncils
hadendorsementfrom elected members who viewed it as an important intervention to support local
residents diagnosed with cancdfrom the perspective of delivery staéfndorsement and support
from senior managementboth at the strategic and operational levels, can significantly empower
them and enhance programme delivery. It was also felt grahabilitationshould be promoted more
widely within the Trusts beyond tharehabilitationdelivery staff
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Role of the Clinical Project Manager

TheClinical Project Manager rolevas crucial to the programme's implementation, as acknowledged
by senior managers across the Trusts. This podeided leadership imlesigning and developing a
prehabilitation model in collaboration with clinical colleagues, promoting and communicating the
benefits of canceprehabilitationboth within and outside their respective Trusénd serving as the
central point to connect all delivery staff and partners, ensuprehabilitationremained a priority in
cancer careAdditionally, the existing relationships th&linicalProject Managers had with their
clinical colleagues facilitated smoother programme implementation

Multi -disciplinarydelivery andleadership

Effective prehabilitation delivery, as highlighted in both the evidence review and this evaluation,
requires input from a wide range of healthcare profession@lmical Nurse Specialist€ENSs) plad

a crucial role in screening and referring patients, while Al&® essential not only for delivering
prehabilitationinterventionsfor targeted and specialist patients with more complex needs, but also
for leading the development and educationmrehabilitationprogrammeswithin Trusts Additionally,

roles such apersonalised peer facilitatorandsupport workerswerevital in supporting patients and
enablingpositive behaviour change. Leadership and support froealth and improvement teams
within Trustswere considerednvaluable, and thiacmillan Regional Pathway tagration Leadole

has been pivotal in developing a standardigeehabilitationmodel across the region.

Building onexistingrelationships

Pre-existing relationshipsbetween Macmillan Move More Coordinators (MMCs) and hospital staff,
established through thdlacmillan Move More Programmevhich started in 2016 provided a strong
foundation forthe regionalprehabilitationprogramme These relationships made it easier to expand
support topeople diagnosed with cancér the pretreatment phase. Local steering group meetings
further reinforced collaboration and continuity between stakeholders.

Key challengeandlearning points

Delayedrecruitment andmisalignedtimelines

Themisalignment in thefunding periods, recruitment and appointment of key posts/as a primary
barrier to the programme having the best possible start. The recruitment of the five Clinical Project
Managers took a significant amount of time, mainly due to the lengthy process of agreeing and
finalising the job descriptions and advertigithe roles within each HSCT. The individuals were in post
between September 2022 and June 2023. MeanwMigcmillanMMCs had already been in post and
funded sincelanuary2022 to deliver prehab.

Most of the Clinical Project Managers needed to develgpedabilitationservice within their Trust
from scratch, which required time and resources. Consequerithg Trusts only started
prehabilitationofficially towards the end of 2023.

LearningPoints:

A Streamline recruitment processe®evelop preapproved job descriptions and recruitment
frameworks that can be rapidly deployed across Trusts to reduce administrative delays.
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A Synchronise funding and recruitment cycl€snsure that funding release dates align with
recruitment timelinesof key roles/service® avoid delays in programme initiation. Early planning
and coordination between funders and HR departmédmsn all partnersare essential.

A Implement interim staffing solutionsConsider secondments, temporary appointments, or
shared roles to maintain momentum while permanent staff are being recruited.

A Plan for onboarding and service setup timallocate sufficient leaéh time for new staff to
establish services, build relationships, and understand local contexts before service delivery
begins.

Leadership andole instability

During the programme period, both Macmillan and the Northern Ireland Cancer Network underwent
significant organisational changes, which influenced thadership and development of the
programme.

The Macmillan Regional Pathway Integration Lead role was appointed tccoltakorativelywith the

Trusts and Councils to develapd embedh standardised regional approachdancemrehaklitation.

This role was pivotal in ensuring consistency across services, aligning referral pathways, and
supporting the integration of prehabilitation into routine cancer care.

Although he post started in March 2028 became vacant after seven montltseating agap during

a critical phase of programme developmefithe post was filled iMay 2024 and good progress has
been made in defining a standardisprehabilitationmodel since However,it wasrecognisedhat

this foundational workshould have been completed during the early development stage of the
programme to support more consistent implementation and service equity across the region

Staff retentong I & Ff a2 | AAIYATFAOFLYy(d OKIFftSy3aSz AYLI O
consistency among partner organisations. In addition to the Regional Pathway Integration Lead
mentioned above, only two out of the initially recruited five Clinical Projechdg@rs remained in

post at the time of writing this report. Positively, two of the three vacant posts were subsequently
filled, although with a nevemphasi©n scoping and testingiprehabilitationmodelthat can meet the
needs of patients @oss mostif not all, tumour groupswithin the respective TrustsHowever, all
relevant posts funded specifically to deliver this programme were on a tempirag-term contract,

an arrangement agreed upon by partners as part of the 'test of change' apptdaalever, this short

term structure likely influenced staff turnover ankindered longterm planning and service
development. This experience highlights the critical need for sustainable funding and the
establishment of permanent roles to support the continuity, growth, and effectiveness of
prehabilitation services across the region.

Learning Points:

A Prioritise early and stable leadership appointment&ppoint key leadership roles at the outset
to provide strategic direction and continuity throughout the programme lifecycle.

A Secure longerm contracts for critical rolesTemporary contracts can lead to high turnover and
loss of institutional knowledge. Where possible, advocate for lotgyen funding to retain talent.

A Develop succession and contingency plaBsisure that knowledge transfer mechanisms and
handover processes are in place to mitigate the impact of staff turnover.
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Lack ofstandardisation andinequity

The lack of standardised regional approaak a result of the key challenges already ndied led to
inconsistent referrals and delivery pfehabilitationacross NI. Concerns over the inequality of the
current service delivery modelsere shared among most stakeholders, particularly regarding the
service provision available within local councils to support universal and targeted patients without
external funding, and the AHResourcesavailable for specialist patients. The lack of a consistent
approach across the region also meant that the screening process and criteria were not standardised.
Some Trusts collected patient outcome measures, while others did not.

Learning Points:

A Codesign a regional frameworkEngage stakeholders early to-develop a standardised model
for prehabilitation that includes referral criteria, service tiers, and outcome measures.

A Promote equity through resource mappinddentify and address disparities in local council and
Trust resources to ensure atidividuals diagnosed with canclkave access to appropriate levels
of support.

A Standardise data collection and evaluatiohmplement a unified system for collecting patient
reported outcomes and service metrics to enable benchmarking and continuous improvement.

A Provide implementation supportOffer training, toolkits, and peer learning opportunities to help
partners across the regiaadopt and adapt the standardised model effectively.

Funding and-esourceconstraints

Insufficient funding and secured resourcdsave significantly impactedi KS LINR2 INJ YYSQa
fully deliver cancerprehah Stakeholders across HSCTs have emphasised the needidquate
Clinical Nurse Specialisttaffing levels who are crucial for promoting prehdibation, conducting
screenings, and referring patients to the appropriate level of support.

TheMacmillanMMC role was also considered integral amitical for programme delivery to support
both universal and targeted patients terms of physical activityHowever, most councils could not
continue to deliver a role dedicated to cancer interventions after the funding from Macndiethe

Move More Programmended inApril 2024. Although Macmillan offered an annual training budget
of £15,000per council overthree year#£5,000 per yeato help councils upskill more staff to deliver
cancer care to their local communities, at the time of writing this report, only one local council has
maintained itsfull-time MacmillanMMC post.

It was also widely acknowledgést both the post holders angenbr managershat the Clinical Project
Manager post being 0.6 WTE is insufficient to promote and implemehiabilitationeffectively.The
limited capacity not only constrained programme delivery but also posed a barrier to recruitment, as
the scope of the role was perceived as too extensive for atpag post.

Additionally, without dedicategrehabilitation AHP resources, it was challenging to provide timely
interventions for targeted and specialist patients. Some AHP colleagues initially supported
prehabilitationon goodwill, but this was proved to hmsustainable.
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Learning Points:

A Advocate for sustainable funding modelShortterm or pilot funding can limiongterm impact.
Engage commissioners and policymakers to secure ongoing investment in prehabilitation services.

A Rightsize roles to match responsibilitie€nsure that job descriptions and working hours (e.g.,
0.6 WTE) are realistic and aligned with the scope of work to avoid burnout and recruitment
challenges.

A Build local capacity through trainingJse training budgets strategically to upskill existing staff
and embed prehabilitation knowledge across wider teams.

A Integrate prehabilitation into core services?osition prehabilitation as a standard part of cancer
care pathways to justify permanent staffing and resource allocation.

A Leverage partnershipsStrengthen partnershipsvith local councilsto ensure continuity of
community-based support for prehabilitatioriexplore collaboraive opportunitieswith voluntary
sector organisationscharitiesand community services to exterid K S LINR2 Fdadh¥andS Q a
share resources.

A lack of g@vernance andstrategic oversight

Regarding the governance of the programme, there were
widespread concerns about thebsence of clear guidance
and effective programme management during the initial
stages of implementation. This was further compounded by
a perceived lack of accountability among partner
organisations. Although a governance structure and
steering groups were in placeincluding the regional
steering group, advisory group and local steering groups
the meetings often did not occur as intended/hen the
local steering group metings were consistently held by
some Truststhey were found to be effective in fostering
positive working relationships between local partners and reinforcing programme goals.

-

Regional steering
group

Advisory group

Trust based local
steering group

There was also a desire for strong leaderspaoticularly from Macmillan the fundetio help set clear
objectives and key performance indicators, define each partner's roles and responsibilities, hold them
to account, and develop a wdahought-out exit strategy with partners for the po$tinding period.

Learning Points:

1 Establish robust governance structures earlylearly define the roles, responsibilities, and
decisionmaking authority of each group and ensure regular, structured meetings are
maintained.
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1 Define shared goals and KPIs collaborativaBadevelop clear, measurable objectives and
performance indicators with all stakeholders to align expectations and track progress.

T Foster accountability through transparent reportingmplement regular reporting cycles and
feedback loops to ensure all partners are aware of progress, challenges, and responsibilities.

1 Plan for sustainability from the beginnindevelop an exit strategy in partnership with
stakeholders that outlines how services will be maintained {fosting, including potential
funding sources and integration into core services.

Other chaknges included:

Timing challenges in patient pathwaykimited time between diagnosis and treatmeaspecially for
colorectal cancerrestricted the window for delivering effective prehabilitation, leading to missed or
unproductive referralsTo address this, the Northern and South Eastern Trusts began referring
suitable patients immediately after endoscopy, raising uptake in Northern Trust from 74% to 94%.
Meanwhile, Belfast Trust focused on rectal cancer patients with longer treatment windmehl as
those receiving ne@adjuvant chemotherapy.

Infrastructure and space limitations:rusts commonly faced a lack of dedicated space for
prehabilitation clinics. In the Northern Trust, teams operated across three hospitals using shared or
borrowed rooms, which created inefficiencies. Physiotherapists and dietitians struggled to see
patientssimultaneously and often had to borrow equipment like gym gear to deliver interventions.

Data and information system barriersA lack of shared data systems and limited resources made it
difficult for Clinical Project Managers to track referrals and outcomes from councils. During 2023
2024, the rollout of the nevencompassystent while a positive step toward integrated care
recordg further disrupted prehabilitation data collection across Trusts.

Trust specific learnings

BelfastTrust

Key enablers/ O @S adzLILR2 NI FTNRY O2f 2NBOGI f
successful factors LY AYR &adzLJLI2 NI FNRASOHSa G@a wLIK2 aR.
NEKFEOAEfAGEFEa2Yy LINRINI YYS
Ly SéﬂromﬂaKanzySo F2NJ O2f 2NB
SYiNER LRAY(G F2NI AYGNRRdzOAYy 3 LN
Ly GKS 16aSy0S 2F I [/ fAyAOt t
RSaA3ayAy3a YR AYLI SYSysay3d LINBK
t NBKIFIoAfAlGla2y gFa GFNBSGISR I
ySeR2dzoF yi NBOGI fI ok ¥ 08 KB NI BREA
2 KAfS SiSOa@Ss GKS F LIINZI OK RA
Key barriers/ I fFO1 2F NBIA2YIFE NBEFSNNF £ LI
challenges RAF3Iy2aia FyR GNBIGYSyld FTNRBY 2
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Northern Trust

Key enablers/ | F gAy3 RSRAOFGSR !'It | yR adzZJJ2
successful factors LINBKFOATAULI o215 OFNMRER Vdzy RY¥ZF
¢NHzau CdzyRavo
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| O @S Sy3alF3asSYSyid FNRY /b{ GSIY
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LI oSy i a

| 2Yoydz2dza &dzLILI2 NI FNRY O20GSN¥YA
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South Eastermrust
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| /
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A
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SouthernTrust

Key enablers/
successful factors

Key barriers/
challenges

WesternTrust

Key enablers/
successful factors

Key barriers/
challenges
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Patient outcomegneasures

Key findings

A Most patients either improved or maintained their performance on thli@ute Walk Test
and the30-Second Sit to Stand Test from baseline tofpeatment. At the 4month follow
up, these gains were largely sustained, suggesting a potentiattéong benefit of
prehabilitation.

A Among colorectal patients, the proportion meeting or exceeding physical activity guide
rose from 12% at baseline to 67% fireatment. For lung patients, this increased from 5
to 59%, highlighting a significant positive shift in activity levels.

A Patients reported improved health states on the -ERQ5L following prehabilitation,
particularly in the anxiety/depression dimension. These improvements were even
pronounced at the 4nonth follow-up, indicating sustained psychological and overallthe
benefits.

A Patients who engaged with the smoking cessation service achieved consistently hi
rates, surpassing broader service averages.

A Lung cancer patients who underwent prehabilitation had a shorter average hospital
(4.83 days vs. 5.93 days) and a lower maximum stay (11 vs. 20 days) compared to th
declined, suggesting improved recovery and resource efficiency. Further dataded to
strengthen these findings.

This sectiorhighlightssome patient outcome measures collected and reportedig/South Eastern
Trust (focusing on universal and targeted patients) ahd Northem Trust (focusing on specialist
patients)to demonstrate the impact gprehabilitationinterventions.Notably, only these two Trusts
had the necessary resources and systems in place to collect and report outcome data.

South Eastern Trust

The data provided bthe South Eastern Trust includeslorectal, lung and head and nephktients

who received universal and targeted interventions covering the period fronMarch 2021 toMay
2024 LocalMacmillanMMCs carried out the assessments and data collections, which were then
reported back to the TrusThe analysisonducted by the Trugbcused on patient data with repeated
measures collected individually.

For physiological outcome measuréise South Eastern Trust gathered data on th&linute Walk
Test (6BMWT), grip strength, and the-3@cond Sit to Stand Test (30 Sec STS). As shown irBTable
over 90% of patients either improved or maintained their performance oréihenute Walk Test and

the 30-Second Sit to Stand Tesbm baseline to prareatment. It is also worth noting that the
improvement in the test results for bottests are statistically significardit 95% confidence level
Nearly 3 quarters of patients also improved or maintained tigeip strength from baseline to pre
treatment. Table 4 indicates that at theonth follow-up, most patients have performed well on the
6-Minute Walk Test and the 38econd Sit to Stand Test. These results suggest the potential Honger
term positive impact oprehabilitationinterventions. However, it is important to consider that some
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patients may have received peseatment rehabilitation support, which could also contribute to the
positive outcomes.

Table3. Changes iphysiologicaloutcome measures from baseline to piteeatment
Pre- OCM

Measure Baseline Variance P values

treatment Improved/maintained
6MWT (n=26) 356.92 396 3908y,  0.00(S) 93% (81% / 12%)
Grip Strength (n=50) 27.88 29.48 1.6m 0.02 74% (50% / 24%)
30 Sec STS (n=48) 8.35 10.25 1.9 0.00 (S) 90% (77% / 13%)

Source: South Eastern Trust

Table4. Changes in physiological outcome measures from baselinég-toonth follow-up

. 4-month . OCM
Measure Baseline Variance P values L
follow-up Improved/maintained
6MWT (n=2) 350.83 382.08 31.25m 0.00 (S) 92% 5% /17%)
Grip Strength (n45) 31.18 30.13 -1.05 0.14 49% 40% /9%)
30 Sec STS (n=48) 8.69 10.44 1.75m 0.00 (S) 100% (B% /25%)

Source: South Eastern Trust

Analysigesultson patient reported outcome measures, including tBef-Eficacy forExercise (SEE)
scale and Health Thermometeare presentedn Table5 and 6below. The improvementon Health
Thermometerfrom baseline to prdreatment is statistically significanat 95% confidence levekith
around80%of patientsmaintaining or improvingheir scoresAlthoughthe 4-month follow-up figures

are lesgositive the changearenot statistically significant. This suggests that the observed difference
may be due to random variation rather than a true effect of the intervention.

Table5. Changes ipatient reported outcome measures from baseline to pieeatment

. Pre- . OCM
Measure Baseline Variance P values L
treatment Improved/maintained
Self Efficacy for 0 0
Exercise (n£21) 55.74 59.57 3.83m 0.01 41% R7% /14%)
Health
Thermometer 68.47 73.81 573 0.00 (S) 81% (64% /17%)

Analysis (n£20)
SourceSouth Eastern Trust

Table6. Changes in patient reported outcome measures from baselinétmonth follow-up
4-month OCM

Measure Baseline Variance P values

follow-up Improved/maintained
Self Efficacyor

- [0) 0,
Exercise (n&44) 57.84 56.38 1.46 0.35 48% 41% [71%)
Health
Thermometer 67.58 72.28 4.7 0.07 54% (47% [7%)

Analysis (n&7)
Source: South Eastern Trust
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EQ5D-5L s a validatedtool that measure healtlielated quality of lifein five dimensionsmobility,
selfcare, usual activities, pain/discomfort and anxiety/depressibata provided bythe South
Eastern Trustcovering results from 118 patients who completed the assessatdatth baseline and
pre-treatment, and 139 patients who completed the assessment at baselineagath at4-month
follow-up.¢ KS FAYRAY 3Ia A Y R-feaprtdll Sealih Ktates gendirallyingpsoied mior oSt F
starting treatment followingprehabilitationinterventions, with the most notable gains observed in

the anxiety/depression dimension. This improvement was even more pronounced atriianth
follow-up, suggesting sustained benefits over tiseeTable7).

Table7. Changes in @&5D-5L from baseline to préreatment (n=118) and from baseline to 4nonth follow-
up (n=139)

Baseline treellat:gen i Difference | Baseline fi]{g\?vrjhhp Difference
. . 0, 0, 0, 0,
Dimension () n (%) 4 () n (%) o

Mobility

No problems 68 (57.6) | 74 (62.7) +5.10 90 (64.7) 75 (540) -10.70
Slight problems 29 (24.6) 26 (22) -2.60 23 (16.5) | 36 (25.9) +9.40
Moderate problems = 17 (14.4) 14 (11.9) -2.50 18 (12.9) 20 (14.4) +1.50
Severe Problems 4(3.4) 3(2.5) -0.90 8 (5.8) 7 (50) -0.80

Unable 0 (0.0) 1(0.8) +0.80 0 (0) 1(0.7) +0.70
Seltcare

No problems 97 (82.2) 90 (76.3) -5.90 119 (85.6) 107 (770) -8.60

Slight problems 17 (14.4) 18 (15.3) +0.90 12 (8.6) 22 (15.8) +7.20
Moderate problems 2(1.7) 8 (6.8) +5.10 5 (3.6) 5 (3.6) 0.00

Severe Problems 2(1.7) 2.7 0.00 2(1.4) 3(2.2) +0.80
Unable 0 (0.0) 0 (0.0) 0.00 1(0.7) 2(1.9 +0.70
Usual activities

No problems 76 (64.4) 72 (61.0) -3.40 92 (66.2) 71(51.1) -15.1C
Slight problems 26 (22.0) 33 (28.0) +6.00 33(23.7)  38(27.3) +3.60
Moderate problems = 13 (11.0) 8 (6.8) -4.20 10(7.2) 21(15.1) +7.90
Severe Problems 3(2.5) 54.2) +1.70 3(2.2) 6 (4.3) +2.10
Unable 0 (0.0) 0 (0.0) 0.00 1(0.7) 3(2.2) +1.50
Pain/discomfort

No problems 46 (39.0) 40 (33.9) -5.10 53 (38.1) 47 (33.8) -4.30
Slight problems 41 (34.7) 48 (40.7) +6.00 48 (34.5) | 60 (43.2) +8.70
Moderate problems = 26 (22.0) 24 (20.3) -1.70 29 (20.9) 26 (18.7) -2.20
SevereProblems 5(4.2) 6 (5.1) +0.90 9 (6.5) 6 (4.3) -2.20
Unable 0 (0.0) 0 (0.0) 0.00 0 (00) 0 (00) 0.00

Anxiety/depression

No problems 43 (36.4) 47 (39.8) +3.40 47 (33.8) 70(50.4) +16.60
Slight problems 38(32.2) 43(36.4) +4.20 45 (32.4)  43(30.9) -1.50
Moderate problems = 29 (24.6) 19 (16.1) -8.50 37(26.6) 19 (13.7) -12.9Cr
Severe Problems 8 (6.8) 7 (5.9 -0.90 10 (7.2) 7 (50) -2.20
Unable 0 (0.0) 2(1.7) +1.70 0 (00) 0 (00) 0.00

*Statistically significant at 95% confidence level
Source: South Eastern Trust
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Referrals to the smoking cessation team via the prehabilitation programme have steadily increased
across three tumour sites. Among patients who engaged with the service, quit rates at both 4 and 52
weeks were consistently high, with the exception of aidip2week quit rates in 2022. Most patients
referred in 2024were still awaiting their 52veek outcomes. The smoking cessation team reported
that these results surpass average quit rates across the broader service.

Figure7. Smoking cessation referral outcomes

120
100
80
60
40
= N
20 pm—
0
2021 2022 2023 2024
=0 of referrals 17 25 31 40
e 00 QUIt 29 36 45 35
e O QUit 4WKS 100 69 86 93
= 0 Quit 52wks 80 11 57

e==n0 Of referrals e===0f QUit === QUIt 4WKS === Quit 52Wks

Source: South Eastern Trust

Northern Trust

The outcome data collectednd provided bythe Northern Trust focusd on patients receiving
universal, targetedand specialistsupport, coveringthe period from November 2022 to January
2025 Baseline assessments were conducted by eitherptehabilitationteam physiotherapist or
dietitian, with followup data collected by the teaincludingsupport workers.

Outcome measures for colorectal patientsTable8 below shows the changes in outcome measures
from baseline to prdreatment, asreported by theprehabilitation physiotherapist.It is worthing
noting thatthe data includes universal and targeted patients who required specialist interventions
such as pelvic exercises ahead of radiothemmy/or stomaformation. The figureglemonstrate that

vast majority of patientdhad either improved omaintained theirresults. The positive impact of
prehabilitationis further supported bythe shift from 12% of patients attaining or exceedingthe
physical activity guidelineat baseline assessmeng, 67%pre-treatment (seeTable9).

3The NHS recommends that adults should aim for at least 150 minutes of modietextsity activity or 75 minutes of
vigorousintensity activity per week.
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Table8. Changes in outcome measures from baseline to{freatment for specialist colorectal patients,
reported by prehabilitation team physiotherapist

Measure Improved Unchanged Declined
_ 97% Improved or unchanged 3% declined
EMWT (n=34) Average increas€51.7m (1 patient declined 42 m)
_ 97% Improved or unchanged 3% declined
30 Sec ST®=36) Average increase2.75 Average reductionl

61% Improved

PT reported health quality . 33%unchanged 6% reduced
(n=36Y Average increase N 15
+13.9
86% increased theil 11% maintained an
Physical activity engagement  physical activity already minimal/ 3% remained
(n=36) from the initial highly active inactive
assessment lifestyle

* Using EGBD-5L questionnaire
Source: Northern Trust

Table9. Behaviour change in physical activity engagement from baseline totpeatment for specialist
colorectal patients, reported byrehabilitation team physiotherapist

Physical atvity Baseline Pretreatment

Physical activity engagement categoriei

category (n=80) (n=36) !
_ 54% ' Not active¢ Performs no exercise :

Not active 3% ! |
34% ' Under activeg Performs some

Under active y 3804 30.5% - structured exercise but <PA guidelines |
0 | |

0 ! L . . |

Minimally active 7% 41.5% | Mlplmglly active- Attaining the PA :
' guidelines :

Highly active 5% 25%/ ' Highly active Exercising abovtae PA

Source: Northern Trust guidelines

Similar positive resulteere also observed in the data reported by theehabilitationteam dietitian,
presented inTable 10, which indicates the percentage of patients maintaining or improving their
outcomes.

Tablel10. Percentages of specialist colorectal patients maintaining or improving their outcomes pre
treatment, reported byprehabilitation team dietitian (n=27)

Baseline to pretreatment

Meastre (outcomeimproved/maintained)
PGSGA 100%
Weight & BMI 77%
Calf circumference 71%
Handgrip strength 88%
SARC F score 100%
Sarcopenia risk 100%

Source: Northern Trust
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Outcome measures for lung patientsAll lung patientaundergoing treatmentivere referred to the
prehabilitationteam physiotherapist and dietitian for assessmesspart ofthe standard pathway in
the Northem Trust Tablel1shows the changes in outcome measures from baseline torpegment,
as reported by therehabilitationphysiotherapistOver 80% of patientshowedimprovement in the
SixMinute Walk Test and 38econd Sit to Stand Test resudased on a sample of 117 individuals
Encouraginglythe proportion of patientsbeingminimally or highly activencreased fronjust 5%at
baseline assessment, 8% pretreatment (seeTablel2). The data reported by therehabilitation
team dietitian alsalemonstrate the positivémpact ofprehabilitation(see Tabld.3)

Table 11. Changes in outcome measures from baseline to {meatment for lung patients, reported by
prehabilitation team physiotherapist(n=117)

Measure Improved Unchanged Declined U?:tt:;to
eMWT ! @84'?:,& r 1.7% ) 12(;?3.$m injjf;()//onigﬁeBP
30 Sec STS | & Sé% Pt 13% | & 40?/20.2f'eps 1% knee injury
gj;ﬁ;i reported health ! @580/; - 32 5% ! @9.5‘VG02 o

* Using EEpD-5L questionnaire
Source: Northern Trust

Tablel2. Behaviour change in physical activity engagement from baseline totpeatment for lung
patients, reported byprehabilitation team physiotherapist

Physical activity Baseline Pretreatment
category (n=204) (n=117)
Not active 59% 1.5%
0,
Under active 36% 40%
95%

0,
Minimally active 2% 35.5%
Highly active 3% 23%

Source: Northern Trust

Tablel13. Percentages of lung patients maintaining or improving their outcomes-meatment, reported by
prehabilitation team dietitian (n=123)

Baseline to pretreatment

Meastre (outcomeimproved/maintained)
PGSGA 96%
Weight & BMI 67%
Calf circumference 78%
Handgrip strength 83%
SARC F score 92%
Sarcopenia risk 97%

Source: Northern Trust
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The Northern Trust also conducted an analysis of hospital length of stay (LOS) lantgppatients

who received prehabilitation interventions compared to those who declidedong the 23 patients

who participated in prehabilitation, the maximum LOS was 11 days, with an average LOS of 4.83 days.
In contrast, the 15 patients who declined prehabilitation had a maximum LOS of 20 days, with an
average LOS of 5.93 days.

These findings suggest a potential benefit of prehabilitation in reducing hospital stay duration.
However, further data collection is needed to strengthen the evidence base and present more robust
conclusions.
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Patient experience and feedback

Key findings

A Although the majority of survey respondents felt that prefition was offered to them at
the right time, considerations and advice should be provided when there is only a shor
window between diagnosis and the start of treatment. This can help ensure that pat
receive the necessary support and guidance whileagang hospital appointments.

A Patients generally recognised the potential benefits of prelitakion in improving physica
fithess and recovery outcomes. They appreciated the sense of ownership over thei
health and the purpose it provided, which contributed to their overall positive experi
and motivation during the prehalitation process.

A Most survey respondents agreed that prefihtion helped them prepare for treatment an
improve recovery time. The most noticeable impacts included better physical activity I¢
quality of life, and adherence to a nutritious diet.

A The feeling of prehaltitation support being tailored to individual needs is clearly reflecteq
LI GASyGaqQ FSSRol O ®@ 9 Y Peishnaligddare Racithtdr, suppost
workers, or peer groups can significantly enhance an individual's readiness for treatme

A The survey resultdighlighied the impact of prehaliitation on promoting longierm
behaviour changes towards a healthier lifestyle following a cancer diagnosis. Notably, ]
respondents reported that they have either sustained or plan to enhance their phy‘

activity levels in the future.

This section presentgindingsfrom patientfeedbackby triangulating data fronmultiple sourcesthe
patient survey(n=138) patient interviews(n=26) online community(n=2) and qualitativefeedback
from someTrusts and one local council.

In total, a response rate 4% was achieved from th¥85patients invited to participate in the survey.
I &dzYYFNE 2F (KS &adz2NBSe LI NIOAOALI yiGaQindFigue] 3 NR dzy |
8. Further details on the patient engagement approaches can be found in Apg&ndix

Throughout this sectionsome verbatim quotes from patients have been included to enhance the
narrative. Additional relevant quesare available in Appendix G.
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Figure8® { dzNISeé NBalLR2yRSydaQ LINBFALS

Received diagnosis and treatment at Gender
n=135; 3 respondents did not specify n=138: | respondent self-identified as non-binary
32%
2T7%
20% 47% 52%
11%
- "‘ ' u .
Belfast  Morthern  South  Southern Western
Eastern
Cancer type Age group
n=137. | respondent did not specify n=138

® Under55 @ 55-64 @ é5-74 @ 75

25% 8% 7%
Colorectal Lung Head and neck Other
Employment status Limited by a health problem or disability
n=137, 1 respondent did not specify / 73% n=138

38% 28%
20% 8% 34%
o W o "
Lirited a lot Limited a little Mo

@ Working @ Retired @ Notin paid work @ Prefer not to say

The offer and introduction of prehab

Most surveyrespondents felt thatprehabilitationwas offered to them at the right time, and the
information provided was easy to understaridee Figure9). Amongst those who felt that
prehabilitationwas offered either too early or too late, threasons included:

Too early lots to take in, lots of appointments to attend, feeling information overload

A
A Too late:contacted a week or so before surgepyehabilitationnot offered
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Figure9. Patient feedback on the offer gbrehabilitation and related information

When was prehabitation offered?

1 Around the time of diagnosis or just a few da
after: 69%

A few weeks after diagnosis: 23%

1 CamQid NBYSYOSNY i

=

Was prehalilitation offered at the right time?

5 9 Just right: 85%
85% f  Too early: 6%

I Too late: 10%

Provided with written and verbal information?

9 Both info: 78%

1 Written info only: 8%
1 Verbal info only: 13%
1 None provided: 5%

Information easy tounderstand?

T Very or fairly easyd7%
1 Not easy at all: 3%

Source: Patient survey, n=4-238
Subgroup analysis

A Womenwere more likely to find the information very easy to understand, compared to
men (70% vs52%).

A Those who liveavith a partner or spouse weramore likely to find the information very
easy to understandcompared to those who lived aloii&9% vs. 37%)

When interpreting the subgroup analysis results, it is important to note that while the subgroup
analysis presented in this report shows statistically significant results, the findings should be treated
with caution due to the small sample sizes. Smaben@e sizes can limit the generalisability of the
results and may increase the likelihood of statistical anomalies. Therefore, these findings should be
considered as indicative rather than conclusive.

When prehabilitationwas introduced tathe participants their initial understanding varied widely.
Some thought it was related to pi@p investigations or general wellbeing support, while others
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understood it as a focused exercise progmaato prepare for surgery and recovery. The clarity of
prehab's purpose often depended on hamd whenit was explained by healthcare professionals
People generally recogaid the potential benefits gbrehabilitationin improving physical fithess and
recovery outcomes, appreciating the sense of responsibility and purpose it provided.

b2 KSy @2dz KSIFNJ GKS g2NR OFyOSN) @82dz R2y Qi Yy 2NN f
head, you only remember the bad thingsihterview participantD 11,male,age unknown,
colorectal

"l understood that it was about doing exercise to get fit for the operation and for recovery. | was sent
lots of written information that explained it very clearlyinterview participantD 10, émale,aged
65-74,lung

When asked about their participation in th@ehabilitation programme, nearly three quarters of
survey respondents indicated involvement, with 52% taking part fully and 21% participating partially
(see Figurd0).

Figurel0. Prehabilitation participation rate
6%

21% mYes

m Yes but only
partially

52% No

= Can't remember

21%
Source: Patient survey, n=132
Subgroup analysis:
A Those with lung cancer were more likely to take parpiahabilitationthen those with

colorectal cance(79% vs68%).

Usefulness of prehabtation interventions

Of those who receivegrehabilitationsupport, almost everyone found the interventions either very
useful or usefyl particulaty around physical activifynutritional adviceand emotional wellbeing
support(see Figuréd.l).
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Figurell Usefulness of differenprehabilitation interventions Total useful
Physical activity (n=84), 58% 39% 98%
Nutritional/dietary assessment and advicg 49% 510 100%
(n=82)
Emotional wellbeing support (n=61 54% 41% 5% 95%

Smoking cessation (n=13 69% PRIZ8% 92%

Alcohol reduction (n=13) 46% 46% 8% 92%

Other e.g. physio, speech and languagg
therapy (n=20)

m Very useful mUseful m Not useful at all

53% 37% 11% 89%

Source: Patient survey, h3-84

Subgroup analysis:

A Those witha disabilityor longterm health issuevere more likely to find the emotional
wellbeing support being useful compared to those with(if% vs. 52%).

A Additionally, hose without a disabilitgr longterm health issuavere less likely to require
this type of support compared to those with§% vs. 23%)

bL R2yQi y2N¥lFtte SESNOA&S odzi AdG 61L& 3I22RP LG |
AT GKSNBQa FyeiliKAYya L R2y QiU XPESHF208 RT ANI IOENE HA
nice knowing that somebody was caring about what | was going thréughterview participantD

23, emale, aged65-74, colorectal

OReally excellent sessions with the physincouraging but pushed me to achieve my potential. Gave
me confidence to do more. Useful to have specific exercises to do at home. Very good at fedow up
great service ¢ Lung (source: Northern Trust internal patient feedback survey)

0
0 16%
87%
agreed that prehab helped improve
their recovery time after
surgery/treatment.

agreed that prehab helped them better

prepare for their surgery/treatment.

(n=96) (n=86)

Subgroup analysis:

A Respondents aged under Were more likelyto stronglyagree thatprehabilitationhelped
them better prepare for treatment or surgegompared totheir oldercounterpars (49%
VS.23%).

A Those with a disabilitpr longterm health issuethat limited a lot of theirday-to-day
activitieswere more likely to strongly agré60%)that prehabilitationhelped them better
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prepare for treatment or surgery compared todase who were limited a little (32%) or
not at all (31%)

Patient feedback othe MacmillanMove MoreQ @éxerciseclasgs, provided by one local council, also
demonstrated the usefulness and effectivenessgbported physical activity

G! TGSNI SOSNE & @deaive. The exergised hélped Ry byogzik balance was better
FYR FFEN £Saa LIAya G Ye 22Ayladé

G9y22e8SR (GKS 6SySTAala 2F RAFTFSNByid SESNOrAaSaz

joints. Non swimmers able fmarticipate [aqua fit] Lots of fun for everyone so great both mentally
FYR LIK&@aAOlftfeods
0So invigorating and yet such fudur instructorfMove More Coordinatorvas excellent, mindful of
SOSNE2YSQa oAftAGE YR | ¢l &hebedpr@@hmeye@Obh 8 Q8 y & dzNJ
gl AlG FT2NJ GKS ySEG 2ySoé

It is worth noting that some patientsould have appreciated some level @intinuedsupportafter
surgery or treatmento assist with their recovery.

Gol ayQid GKS al YS LIS NEafélt verylonkly comirg sufl &3 tNg hosiithl a dzNHE S N
wishedit [the support phonealls] could have continued afterward by somebiggnterview
participantID 18, émale, aged 654, colorectal

Impact of prehaklitation interventions

Most respondentsagreed thatprehabilitation helped them better prepare for theitreatment
including surgery and improve their recovery time afterward¥he most noticeable impacts of
prehabilitationincluded improvements in physical activity levels, overall quality of life, and adherence
to a weltbalanced, nutritious diefsee Figurd?2).

Figurel2. Impact ofprehabilitation interventions Total improved

Being more physically active (n=9 JepiZ 35% 34% 66%

Your quality of life overall (n=85)kLZ 44% 39% 61%

Eating a well-balanced, nutritious diet (n=0 S 36% 39% 61%
Taking care of your mental health an 0 0

wellbeing (n=86) 31% 23% 45% 55%

Stopping/reducing your alcohol intake (n=61{eLzIL% 76% 24%
Stopping/reducing smoking (n=61 k%4 82% 18%

m Improved a lot ®Improved a little No change

Source: Patient survey, 6%95
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Subgroup analysis:

A Men were more likely tandicatethat prehabilitationhas not had an impact on their diet
compared to womer{51% vs28%).

Qualitative research with patientevealed that the impact oprehabilitationon patientscanvary
significantly. Many patients felt wedlupported by healthcare professionals, with easy access to
contact them when needed. Some foupdehabilitationimmensely helpful, focusing on their needs
for surgery and recovery, while others did not receive timely support or felt the programme was too
short.

G. A3 AYLI OGZ ANBFG O2yFARSYOS Ay GKS LINPINFYYS |
O2yFARSYOS Ay Y& (NBFdYSyid I yR ¢ingrdiewlpaiziigaint®d 2 ya (K
4, male,aged55-64, Head and neck

R .0 Sdpping &ntoking, ardd geeflgr\Ndemidership & instruction &
R L 1ySse GKIF{G 2iKSNsuvdylrdspm@ntiag SNS S|
male, aged 554, Colorectal
L NBOSAGSR Iy SEOSttSyid aSNBAOS OLINBKIoO® ! ff
reassuring. All these prepared me for surgery and left me in a good position to start my recovery with
relevant information. | am gratefultoall 3(CN&®aA 2 YR RASGAGAlI gLy | YR Y
(source: Northern Trust internal patient feedback survey)

For those who participated ithe MacmillanMove More exercise classes, the relaxed environment
and peer support were particularly appreciated.

d have kept in touch with the Move More walking grolipvas nice to have the company and have
the choice to become involved with others or mdelt supported emotionally, socially and
Llae OKz2t 23A 01 & ¢KAT Scirftervidvk padicipant ID Z0Bmate, 6864, 2 T S E S NJ
colorectal

Overall, patients generally reported positive experiences, highlighting the excellent support received
from MacmillanMMCsand healthcare professionals. They appreciated the advice, motivation, and
tailored information provided, which contributed to their quick recovery and improved fithess before
surgeryor treatment

Personalised care

A core principle ofhe cancer prehabilitatiopprogramme $ the delivery of care tailored to individual
patient needs. This personalised approach is consistently reflected in patient feedback, highlighting
the value of emotional, physical, and practical support provided throughout théreaement phase.

For instance, in th&Vestern Trusta Personalised Care Facilitator supported patients through weekly
follow-up calls over a siweek period, offering motivation, emotional reassurance, and practical
advice. Similar models of support have been adopted across other Trusts, with muliitksgigams
includingMacmillanMMCs, physiotherapists, dietitiansther AHPsand support workersproviding
tailored interventions to help patients optimise their physical and emotional wellbeing before
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treatment. Overall, patients across the region reported feeling involved in their care, with many noting
that they were consulted and given meaningful choices about the support they received.

2SS KI@S | 322R fl dAK aKS ot SNE2YyFf A&dSR /I NB CI (

g AflrofSd L RARYQG NBFfA&AS GKFG GAYS K26 YdzOK

G2 380G ySsa tA1S KL dintervieiKfBrticipént IDIBEMaN, Siged 66M,2 dzZ3 K A
colorectal
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Physical activity and use of local leisure centre

To further investigate theffect of prehabilitationon long-term behaviour changéwardsleading a
more active lifestyle after canceratdjnosis survey respondents were asked abdbeir physical
activity frequency both before their diagnosis and between diagnosis and treatment, whether
independently or in an exercise class wathacmillanMMC.

Although a decrease in physical activity levels following a cancer diagnosis is exp8tetisurvey
respondentgontinued to be physically active before treatment, either with support fradegmillan
MMC (26%)or independently(53%) More encouragingly, 75% indicated that they have either
maintained or intend to increase their level of physical actiaftgr treatment/moving forward.

Figurel3. Physical activity level before cancer diagnoaisd pretreatment
Physically active

do physical activity before your canc )
diagnosis? (n=93) i 50% 17% 83%

attend physical activity sessions with Move
More before your surgery or treatment? JRePztelZ5\ 74% 26%
(n=84)
do any other physical activity outside of thosg
sessions before your surgery or treatment 2Lz WLz L) 47% 53%
(n=85)

mOnce aweek ®Twice aweek ™ Three or more times aweek mDidn'tdo any

Source: Patient survey, 8493

continued to be physically active said the amount of physical
before treatment whether it was 54% activity they have done since
supported by aMacmillanMMC (n=96) receiving prehaltitation has

or by themselves either increased a lot or a little

have done or intended to do

75% either moreor the same level
(n=96) Of physical activity moving
forward
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Subgroup analysis:

A Men were more likely tado physical activity themselves three or more times a week
compared to women (51% vs. 28%).

A Those under the age of 88ere more likely to do more physical activity moving forward
compared tothose aged 75 and aboyB0% vs. 19%).

A Men were more likely to continue to same level of physical activity moving forward
compared to women (51% v29%).

When asked whether they hawesed their local leisure centre for any sports or physical activity since
their cancer diagnosi®£0% of survey responden{e=27)said yes Of those, 17 individuals §3%)
indicatedthat prehabilitationhas encouraged #m to do s with nearly twothirds using their local
leisure centreveekly.

When asked what has or would prevent people from using their local leisure cah&emost
mentioned reasons were prefencefor exercisng outdoorsor at home, followed bygeneralpoor
health (seeFigurel4).

Figurel4. Barriers to using local leisure centre
Prefer to exercise outdoors NGNS 37
Prefer to exercise at home NGNS 32%
Poor health in general INIIIIIINNGNGGGNGGNG 5%
Cost of membership/session i 15%
Feeling unsure about using the facilitic I 14%
Feeling nervous about using the facilitic I 11%
Having no one to exercise wit i 11%
Nothing I 10%
Other NN 8% Most were still receiving
Too busy to use the centrelllllllEE 8% treatment or trying to
Not easy to get to by public transpor i 7% recover from it.
Don't see the benefit of using itHll 3%
Not easy to park B 1%
Preferred activities not availablell 1%

Source: Patient survey, n=136

Subgroup analysis:

A Respondents aged 684 and 75+were more likely to prefer to exercise at home
compared to their younger counterpart89% and 43% vs. 16%).

A Those with a disability or loAgrm health issue that limitea little of their dayto-day
activities were more likeljo indicate that cost of membership/sessionasva barrier for
them to access their local leisure centommpared to those withut (26% vs 7%).
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A Those without a disability or lorgrm health issuavere more likely to prefer to exercise
at home compared to those with a condition that limited a lot of their-tlaygay activities
(46% vs. 23%).

A Unsurprisingly, those with a disability or leteym health issue that limited a lot of their
day-to-day activities were more likely to contribute thdiarrier to access local leisure
centre to poor healthcompared to those who were limited a little or not at @4% vs.
13% and 11%).

Unintended outcomes

The absence of a regional approach and standardised referral pathwayshe Macmillan Move
More Programmehas raised significant conceragerthe equality of prehabilitation support across
NIfor both universal and targeted patients. Additionally, there was a general shortage oé§&tNEe
to screen and refer patientend AHP resourcde support specialist patienfgcross the five Trusts
The exceptiorwasthe Northern Trust, which managed to secure a dedicatethabilitationAHP team
through non-recurrentcharitable funding.
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Patient stories

To demonstrate the impact dhfe prehabilitationprogramme eightpatient stories were produceby
the evaluator andtwo were provided by the Southern Trugt.selection of theestoriesis presented
below, with additional stories availabia Appendix F.

Patient story: Ann

How was prehab introduced?

About Ann
Ann is in her mid 50s and
works as an admin officer. She
visited her GP in February 2024
due to a prolonged cough. The
GP recommended an X-ray
which led to further scans and
biopsies. She was diagnosed
with lung cancer in May 2024.
She had a surgery in July 2024
to remove half of her lung.

The cancer nurse told Ann about prehab
on the day of her diagnosis. She also received a phone call
from the prehab physiotherapist to invite her to take part in
prehab support.

Prehab support received

Ann was referred to her local Move More Coordinator for
exercise classes. She participated in the circuits class and also
armchair yoga which helped with her breathing. She also
benefited from the emotional support provided by others
attending the classes.

Health and Social Care Trust:
Northern "It was so nice to meet people who are going through the
same thing. The whole thing about it was just lovely. You
didn’t feel alone. People completely understood what you

are going through.”

Tumour Site: Lung

Additionally, she was referred to a prehab dietitian who recommended increasing her protein intake,
and to the smoking cessation service.

"My friends and family said that there’s no doubt I did the best I could to get ready for
the operation.”

Impact of prehab

Ann has truly benefited from the prehab support she received. She felt that the healthcare
professionals were working together to ensure she was well-prepared for her surgery. She attributes
her quick discharge from the hospital - just two days after surgery - to the effectiveness of the prehab
programme.

"Fantastic, 10 out of 10. | haven’t really thought about getting fit before the operation. The
way they talked about how much better | would feel if | have done exercise... what they
said made sense. | wouldn’t have taken up exercises and joined Move More otherwise."

"I was in the hospital in the 23rd July and was home in two
days. I think it was all down to prehab."

Adapting to living with cancer

Ann now enjoys daily walks and maintains a healthy diet. She has also successfully quit smoking. She
knows that she can contact the nurse, physiotherapist or dietitian whenever she needs them.

*n me
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Patient story:

Terry

About Terry
Terry, in his late 50s, was
diagnosed  with  tongue
cancer in October 2023.

His treatment plan involved
surgical removal of the
tumour, followed by a course
of radiotherapy.

Health and Social Care
Trust: South Eastern

Tumour Site: Head and neck

“l had a speech and language
therapist from an early stage.
Everyone was always letting me
know what was going to happen.”

Impact of prehab

How was prehab introduced?
Terry was referred to prehab support at the
time of diagnosis. He understood that it involved
various services to help him prepare for ‘whatever

was ahead'. However, he felt that the benefits of prehab could
have been explained more thoroughly.

“Perhaps the benefit of prehab should be explained
more. When just diagnosed, it is a lot to take in and
although you want the best outcome, surviving is the
most important.”

Prehab support received

Additionally, Terry was referred to a Move More Coordinator at his
local leisure centre. After having a chat with them, two days after
diagnosis, he declined the exercise programme as he preferred to
engage in his own physical activities.

“My nurse introduced the whole team. She
brought the physio in, who gave me great
confidence. The dietitian explained the impact it
would have on my diet. The whole team was
great, helpful, accessible and reassuring.”

Terry felt that he was able to get all the relevant support he needed through prehab, which had a
really positive impact on both him and his family. Terry maintains an active lifestyle by frequently

going for walks and to the gym.

“A big impact, great confidence in the programme and the services delivered. This
also gave my family confidence in my treatment and if they had any questions
they knew who to contact.”

Adapting to living with cancer

Terry felt confident in managing his condition moving forward. His wife has become very creative in
preparing soft foods to help maintain his weight. He has found it beneficial to speak with someone
who has gone through a similar journey and now wishes to support others by doing the same.

“l would love to speak to other
patients and give them the
hope that the lived experience
gave me.”

“l was in a lot of pain after surgery. | had lost my
taste and radiotherapy destroyed my saliva glands.
Although this was explained well, the best part was
bringing in someone who had been through the
same surgery and was able to give me tips and |
saw how he had healed. Definitely speaking to

m-e someone who had the same diagnosis helped.”
research
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Patient story: Rosalind

How was prehab introduced?
At the Pre -operation Assessment
clinic, Rosalind’s anaesthetist explained to

her that the surgery she was going to have was
substantial and the importance of being in the best
possible condition for it. He introduced her to the
Prehabilitation Clinical Project Manager who went
on to explain the process in more detail.

About Rosalind
Rosalind is in her early 70’s.
She is retired and lives with her
siblings. She previously had
bowel cancer in July 2024 and
had an ileostomy.

She has had radio/chemo
therapy with good response
and further surgery planned
for May 2025 for more
resection.

Prehab support received

Rosalind attended a face to face session with
Specialist Physiotherapist in which she was given a
range of exercises to work on to help her prepare
for the surgery and utilise to support her breathing
after surgery. She was offered telephone follow up.
The Clinical Project Manager, also an Occupational
Therapist, provided her with a DIY Prehabiliation

Health and Social Care Trust:
Southern

Tumour Site: Colorectal

Toolkit which was tailored to meet her individual needs. She was given telephone
support to set small goals to work on in the lead up to her surgery as well as advice
on maintaining her psychological wellbeing throughout the process. The Dietician
provided advice and support in maintaining her weight and use of supplements.
Rosalind found this particularly reassuring and welcomed the advice.

Every exercise she (the physiotherapist) did with me, in addition to explaining,
showing me how and what to do! Her explanations were down-to-earth, full
of understanding for me and of obvious empathy for me. She watched my
facial expressions and body behaviors closely and I could feel her ‘knowing
how’ I was feeling about everything.

Impact of prehab

Rosalind felt that Prehabilitation made a significant impact on her preparation for
surgery. She was very motivated to engage and welcomed the opportunity to take a
proactive role in her own recovery.

Adapting to living with cancer

Rosalind is in the last week leading into her surgery and feels so grateful for all the
support that she has received from all the staff in the Southern Trust.

Source: Southern Trust
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Patient story: Aoife

How was prehab introduced?

About Aoife
Aoife, in her late 50s, visited her
GP in November 2022 after
noticing some blood in her stool.
The GCP was quick to respond
and referred her to the hospital
for further investigations. Aoife
received her cancer diagnosis in
March 2023. Her treatment plan
included two surgeries, one of
which resulted in a permanent
stoma.

After her diagnosis, Aocife was immediately
informed about the prehab support that was
available to her, a concept she was unfamiliar
with. The Personalised Care Facilitator at the Western Trust then
got in touch shortly after and explained prehab in more details
which helped Aoife see how she could benefit from the support.

"It was to get me in the best possible place before
surgery. It was good in that it gave me responsibility for
myself. Instead of sitting in a state of despair, it gave me
a purpose. Steer your thought to ‘this is what | have to
do to get the best result for myself.”

Health and Social Care Trust:

Western Prehab support received

Acife received a weekly phone call from the Personalised Care
Facilitator for a six week period, while waiting for a second
surgery. She felt the support from the Personalised Care
Facilitator was very much tailored to her personal needs.

Tumour Site: Colorectal

"There was all of the different categories that she was covering: nutrition, exercise,
emotional wellbeing. I felt very free to say if something wouldn’t work for me or if I didn’t
understand something. It was very much tailored to my own needs.”

Impact of prehab

Aoife was delighted with the prehab support she received, which exceeded her expectations. The
weekly phone calls with the Personalised Care Facilitator were instrumental in helping her
concentrate on enhancing her physical condition in preparation for her operations. Aoife felt that the
exercise classes helped her better prepared for the surgeries. She also appreciated the social and peer
support the classes provided.

“I feel if I didn't have the support "The support | have got was maybe beyond
groups, it would have been harder. | what | expected. | really did not think it was
wouldn’t have felt really understood available and to the extent that | received”

and empathised with.”

Adapting to living with cancer
Aoife felt very confident in managing her condition moving forward. She is supported by the stoma
nurse on an ongoing basis and knows that she can reach out to her cancer nurse for any concerns.

“m now back to myself and | have the strength now. | do want
to help others by telling my own stories. I feel that not only | have
strength in myself, and | have strength for others too."

" m-el
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Outcomes and impact for staff

Key findings

A While informal training and seléarning has enabled staff to deliver cancer prehab, a m
structured and formalised induction, along with the creation of shared resources, would
been welcome.

A A centralised digital platform accessible to both clinical staff and council staff could im
efficiency and accuracy in exchanging and updating patient records and outcome dat

A There is a strong belief that cancer prefiastion should continue to be delivered, given t
positive impact of the holistic and personalised care approach in improving patient outc
and enabling longeterm behaviour change. Howeveéhere is significant concern regardi
the programmes equity and sustainabilitiollowing the cessation of the Macmillan Mo
More Programme, compounded by a lack of funding for dedicated resaurces

Training and support needs

Hospital staff training was largely informal and delivered internally, with some staff taking the
initiative to attend seminars or conferences to enhance their knowle@gecemprehabilitationwas

a new area for most hospital delivery statfpportedthe programme and it was felt that there should
have been more opportunities for formal training and induction rather than learning on the job. This
lack of structured training impacted some staff's confidence in supporting patients throughlpreha

Several staff members suggested the need for shared resources or literature outlining the
prehabilitation service specifications and expectations, common FAQs to aid presg&img, and
guidance on adjusting advice for patients with different comorbidities. Staff also welcomed the idea
of networking and learning from others, such as througirehabilitationAHP forum.

A notable example of good practice is tBeuth Eastern Trust, which has implementedaamal
induction programmend developed sharedesourcego support consistent and confident delivery

of prehabilitationservices acrosthe Trust Similarly, the Western Trubias created g@rehabilitation

Do It Yoursel{DIY)toolkit, which has since been widely adopted by other Trusts as a practical and
accessible resource

Aspart of the governance and quality assurance framework associated with referrals from the Trusts
to the MacmillanMove More Programme, it was mandatory thatMhcmillanMMCscompleted the

Level 4 Cancer Essentials Course. In addition, coordinators were required to undertake the following
training to ensure high standards of communication and support for individuals affected by cancer:

Thespirit of motivationalinterviewing
Motivationalinterviewing
Sage & Thym@ structured evidencebased communication skills training programme

Emotiveconversations irhealth andsocialcare

> > > >

Courageousonversations irhealth andsocialcare
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A Introduction tocoachingskills
A Developingoachingskills

These training components were designed to equip coordinators with the necessary skills to engage
effectively, empathetically, and confidently with service users throughout their cancer journey.
Following the end othe MacmillanMove More Programme funding in March 2024, some councils
have signalled they will no longer support delivery by Level 4 trained staff. This creates a risk of
disrupting referral pathways froe Trusts and widening regional inequalities. To maintain equitable
access and service quality, a stable, lergn funding model is essential.

Additionally, Macmillan MMCs were accustomed to working with reliliation clients who had
completed treatments and were trying to live well with cancer. In contagthabilitationclients had

just been diagnosed with cancer, bringing a range of emotions and priorities to address. Some
MacmillanMMCsfelt unsure about how best to engage patients at this early stage of their diagnosis.
It was suggested that training on how to effectively engage this client group and what is appropriate
or inappropriate to say would have been beneficial.

From the perspective ables such aPersonalised Care Facilitas@nd support workers, several key
skills areconsideredessential for delivering effectivprehabilitation support to patients. These
include:

A Motivational interviewing to encoura@ positive behaviour change.

A Strong communication and active listening skittsbuild trust, understand patient concerns, and
respondempathetically.

A A general understanding of health improvement messagts promote physical activity,
nutrition, smoking cessation, and other lifestyle changes in a supportive and informed manner.

A Awareness of psychological wetleing principlesto sdzLJLJ2 NIAy 3 LI GASy (GaQ
and mental health as they prepare for treatment.

Information sharing challenges

Encrypted email had been the main method used to shamehabilitation patient information,
whether it was within theTrustsor betweenthe Trustsandcouncils. The approach worked fine when
the communication is ongvay, but several stakeholders also highlighted the inefficiency and
inconvenience when needing to update different partners with progrdshas been suggested that

a central digital platform where relevant staff could access and update patient information/progress
would work well.

The level of information shared was also not consistent across organisations and many felt that having
more details beyond name, address, phone number, and treatment plan etc. would help them better
prepare and support patients. Information around comoiti&bs were often mentioned.

Staff satisfaction and challenges

It wasunanimously felt that cacer prehabilitationis the right thing to do and should be continued
with involvement from boththe Trusts and council®elivery staff have found it a satisfying and
rewarding experience tprovide prehabilitationsupportand this sentimentis further reinforced by
positive patient outcomes and feedbadkowever Trustbaseddelivery staff were also faced with

’5 e M i ing: Using evi i
easurement Evaluation Learning: Using evidence to shape better services 50 Page
research



challenges such amt feelingfully supported by their senior manageat a practical level, not having
enough resources tdeliver the programmeand not having enough support or btig from other
clinical colleagues.

Confidence in thegrehabilitation programme

Stakeholders across the board firmly believed and endorsed the holistic and personalised care
approach tocancerLINB K+ 6 ® | RA OS | YR wedztala@dth individulheedd LINS & O N.
and Inking upprehabilitationsupport with personal motivations has helped with behaviour change.

Patient feedback echoes this finding.

However, confidence in therogramme providingnequitable servicacross the regiowas generally

low. The primary concern was tlabsenceof a consistentreferral pathwayfrom Trusts tccommunity-

based supportparticularly folloving the end ofthe Macmillan Move More Programmnie April 2024

While all councils confirmed that Level 4 qualified support continues taviadable locally, the lack

of a formalised and regionally coordinated referral mechanism has created variability in,access
especially for both universal and targeted patient groups.

Additionally, the ongoing challenge sécuing AHP resources to support specialist patients further
diminished clinical staff's willingness to refer patiem# prehalilitation services At the time of
writing this report, @tients in different coundilrust areascan receivevaryinglevels of support,
creating a postcode lottery.

It is important to note thaill services received the agreed funding, but differences in recruitment
timelines and local capacity to mobilise quickly affected delivery. This misalignment between funding
availability and implementation readiness has furtheontributed to inconsistencies in service
provision.

Unintended outcomesand emerging challenges

Although theprimary focus of theprehabilitationprogramme was talevelop a service modd¢hat

best supports universal and targeted patients through integrated working between Trusts and local
councils the needto support specialist patientgelso became apparent at the early stage of
implementation This necessitated additional AHP resouraesichonly the Northen Trustmanaged

to secure througmon-recurrentcharitable funding.

While this funding provided a shorterm answer it underscored a broader challengal Trusts will
require a longerm, sustainable solution to delivg@rehabilitation at the level needed for all patient
groups, including those with more complex needs. Without this, the ability to provide equitable and
comprehensive prehabilitation services across the region remains limited.
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Outcomes and impact for the wider systesn

Key findings

A The programme has encouraged collaborations within the Trusts and between the Trus
councils.

A While a standardised regional approach is required, considerations for the different nee
patients with different tumour sites should be taken into account, including how e
resources required could be funded.

A Essential key roles include CNSs who are pivotal in encouraging flitatiab uptake,
patient screening and referrals, a commuHritgsed programme to provide equitable suppa
across NI, and AHPs such as physiothergpi#ttitians, speech and language theraso
provide specialist interventiorendoccupational therapist Support workers play a vital rol
not only in offering administrative assistance but also aictively supporting patien
engagement an@nabling positivdoehaviour change

Collaboration and prtnership working

The programme has undoubtedly facilitated multidisciplinary collaboration within participating Trusts
and improved intejorganisational relationships between the Trusts and couritils was considered

a very positive outcome of the programnighe continuation and strengthening of these relationships
will depend on senior management within both the Trusts and councils.

Progress towards atandardised regional model

Significant progress has been made in refiningrédggonalprehabilitationservicemodel despite early
challengegsee Appendix H for the model currently in developmevithile there is broad recognition

of the need for a standardised approach, achieving this remains difficult due to varying resource
constraints and operational differences across Trusts and councils.

It was also widely establishedthat cancerprehabilitation cannot beeffectively delivered without
appropriately funded resoursThere is a need for the regional model to consider what the service
would look like as a bare minimum if extra funding cannot be secured.

In parallel with regional efforts, some Trusts have explored local innovations to meet patient needs.
For exampleBelfast Trust has begun developing a comprehensive service twodepport a wide

range of tumour sites. This includes multidisciplinaryuinijpom occupational therapists, dietitians,
physiotherapists, exercise instructors, and speech and language therapists, as well as initiatives such
as a surgery school and specialist services like pelvic floor therapy and cognitive prehabilitation. While
these developments are promisingow such models could be sustainably resourced remains an open
guestionand reinforces the importance of losigrm planning at both local and regional levels.
Tumourspecific approachesnd learning

Learning fromthe programmeimplementation has shown thatvhile some elements are core to
cancer prehabilitation delivery onesizefits-all modelwould be inappropriate and ineffectivErom
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the programme data analysig was apparent that patients from different tumowroup can have
very different needsvhich call for different level gérehabilitationinterventions.

Key roles andesourcedor effective delivery

While N.s@ancer Strategy acknowledges the crucial role of Allied Health Professionals in delivering
prehabilitation services, evidenc&om this evaluationsuggests that a fully functional service also
requires additional key roles and resources, including:

A Project Manager Until prehabilitationis fully embeddedinto routine cancer care, the role of a
Project Manageris considered essentiato provide leadership,liaise between internal
stakeholders and external partnersand promote, communicate and improve the
implementation of prehab

A Clinical Nurse Specialist€NSs arerucial inpromotingprehabilitationto patients, andscreening
and referring patients to theppropriatelevel of supportThe evaluation highlights the significant
impact a lack of CNS support and resources can hapeebrabilitationimplementation.

A Communitybased exercise programme and suppofitust staffhighly valued theuniversal and
targeted supportMacmillanMMCsprovided to people diagnosed with cancemdthe importance
of having a programme accessible to patients acros@ithin their local communityThepositive
impact of the exercise programmied S @A RSy (i fegdia@RWhilgimisk Buyndilsihave
transitioned away from diseasgpecific models due to sustainability challenges, they continue to
recognise the expertise required to deliver effective support. There remains a willingness to
maintain communitybased provision

A Allied Health Professionalsvarious AHP roleare recognised as crucial for supporting patients
requiring specialist and to a certain degree, targeted interventiamamely physiotherapist
dietitian, and speech and language therapiatthough the support from occupational therapists
(OT)was limited in the programme, some stakeholdbighlightedthe significant role an OT can
play in assessing patients' physical, emotional, and practical needs before treatment, helping
create personalised plariscluding physical and cognitive imentionsto address these neegs
recommending adapting strategies aaduipment, etc.

A Support workes: These rolesare essentialin deliveringadministrative supporto CNS and AHP
teams providingdirect patient care, anghoromoting positive behaviour changén the Northern
Trust, they were also instrumental in collecting patient outcome data. There is funipartunity
to expand thér role within cancer prehabilitation. Foinstance in ScotlandBand 4 support
workers are involvedn assessg and refering cancer patients to appropriate prehabilitation
interventions using validated tools under CNS supervisitm help alleviate CNS resource
constraints

A An agreedoutcome dataframework and data analyst input are consideredessential toensure
the same key performance measures are collected across the regiafentmnstrate the
effectiveness and impact girehabilitationfor funding purposes

Unintended outcomesand emerging challenges

This regional programméas underscored thesignificant resource constraints faced by partner
organisations and the challenges of implementing a new intervention witapptopriate funding.
While clinical stafvildly supported the concept girehabilitation many were not able t@ontinue
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their involvementon goodwill aloneSimilarly, councils struggled to justify maintaining carspacific
programmes in the absence of targeted funding

Patients treated outside their home Trystuch as at regional centres in the Belfast or South Eastern
Trusts may receive limitegorehabilitationsupport if local provisiofs lacking.At the time of writing

this report, no formal pathways existed for these centres to refer patients back to their local
prehabilitationservices It was hoped thaencompass, the nevntegrated care record systerwill

help address this gap

Theseissueshave contributed to a postcode lottery,as previoushhighlightedin the report,where
accesdo prehabilitationis determined more by geography thatlinical needleading to notable
variations in cancer care and outcomes across NI
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Conclusions and recommendations

Conclusiols

The evaluation of the Macmillan Northern Ireland Regional Integrated CaRcshabilitation

Programmeaimedto explore thekey learnings of the programrie@mplementation, identify the

impact ofprehabilitationinterventionson patients staff and the wider systepand provide insiglst

and recommendations for thiiture rollout and sustainabilitpf cancermprehabilitationin NL Overall,

the success of the programme was measured agamst dutcomes with the paragraphs below
presenting a summary based tre evaluation findings.

Outcome one: Support 3,000 people living with cancer across NI through the
provision of personalised, earlyntervention prehabilitation, and a further 13,500
people affected by cancer, transforming both outcomes of treatment and patient
experience.

By the end of December 2024, over 1,300 patients had been referred to gametebilitationacross
the four Trusts that provided monitoring datAlthough on the faceof it, the programme has failed
to meet this targetit is crucial to highlighthat not all Clinical Project Managers started at the same
time, with the earliestin post from September 2022 and the latest starting in December 2023.

A key learning is that developing and embedding a prehabilitation programme requires time
sustained effortand adequate resourcingWith the exception of the South Eastern Trust, all
participating Trusts were building services from the grounduipst were alsmperating with limited
resourceswhich constrained their ability tmplement andscale effectivelyTheNorthern Trustvas

the only Trust tssecure additionahon-recurrentfundingfor dedicated AHP and support worker pgsts
significantly enhaningits capacity to deliver prehabilitation more effectively and equitably.

Outcome two: Establish a model of equitable access to this support for colorectal
cancer patients across NI, ensurirgguity of access through the integration of
standards across all pathways.

All five Trustshave successfully established m@ehabilitation model for colorectal cancer patients
althoughthe consistency in service delivasyhindered by theliscontinuationof the MacmillanMove
More Programmewhich had provide@ondition-specific communitypbased supportas well aby the

lack of dedicatedprehabilitation AHP resources There were undoubtedly concerns over the
LINE ANIF YYSQa I Gedutabldl atcess releva®Psdppdr Sorthis patient cohort.The
absenceof a standardised regionalodelalso meant thaeachTrusthasdeveloped their own way of
working, based on the resource available.

Outcome three: Develop prototypes for the delivery of this support for up to five
further tumour groups (two in each trust)- lung, upper Gastrointestinal and
Hepatobiliary, head and neck, breast, and gynaecological cancers.

The programme has achievadme degree of success in this respedth four out of five Trusts
offering prehabilitation to patients with other tumour sitesincluding lung, head and necind
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haematology.Most of these tumour sites are among the most commonly diagnasstters in
Northern Ireland, making them appropriate and impactful targets for service expariBienkey
learning, as emphasisad previously in this report, is that whatorks for one tumour site will not
necessarily work for anotheihe different patient cohorts often present very different negdsd
therefore the referral pathways and relevant service provision should be adapted accordingly.

Outcome four: Demonstrate evidence of impact on patient outcomes, patient
experience, and cosbenefit to support a business case with recommendations for
future investment such as commissioning to deliver this support sustainably.

Patient outcome measures collected by Trustsccessfullydemonstrated the positive impact
prehabilitation interventions can have onimproving patient€)  LJK &eénditioris ind mentall
wellbeingpre-treatment. Patient feedback through survewnd interviews highlighted the value of
the personalised approactand their appreciation for support given. Some indicatedhat
prehabilitationhelpedshorten their hospital stay and speed tiir recovery.

It was determined with Macmillan, from the early stage of the evaluation, thaktefocus was to
assess howrehabilitationcan work and work well in Ndather than provié a costbenefit analysis
to prove a busings casgaswider evidence hs suggested that wedltructured canceprehabilitation
programmes can be cosfffective and redue overall healthcare costs.

Recommendations

1. Funding andesourceallocation

Securing sustainable and recurrent fundirgjessential to ensure the continuity mfehabilitationand

to improve the equitability of the servic&®riven by the ambitions of the cancer strategy, Trusts are
committed to providing consistent, higlyuality support to all individuals diagnosed with cancer.
Achieving this vision requires dedicated, ringfenced resources not only within Trusts but also across
community settings, including local councils.

This investment should prioritise critical roJesich asCNS, AHR, and support workersas well as
communitybased programmes that make services more accessible and inclusive. At the same time,
organisations shouldeview and adapt existing work practices and resourctes maximise their
contribution to prehabilitation delivery and sustainability.

2. Integration into routine care

Prehabilitationmust be embeddedinto routine cancer careand not to be treated as aadditional
service o it can continue to be offered to patients B3: NJd dZ&A R y'8 a dlLeaddérshigAoditet Q
government,health agenciessenior managementwithin the Trusts and councjl€ancer services
including clinical leads, health improvemeaatims and AHReads from various disciplines will need
to work togetherto ensure thatprehabilitationremains a priority A standardised regional model will
also helpfacilitate thisintegration

There is also value in drawing on established programsgsh ascardiac rehabilitationfor best
practices in shared standards and procedures, ellosst referral processes, shared databases, and
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pathways into community services. These models offer valuable insights for building a more integrated
and sustainable approach to cancer prehabilitation.

3. Workforcedevelopment andknowledgesharing

To enhance staff confidence, ensure consistency in care, promote equity in service delivery, and foster
collaboration, it is essential tetandardise induction, training, and knowledggharing resources
Additionally, expanding the Band 4 support worker role should be considered to better support CNSs
in screening and referring patients to appropriate prehabilitation interventions, and to assist AHPS in
delivering thesénterventions effectively.

4. Earlyintervention andinnovation

Introducing prehabilitation at the endoscopystage for colorectal patientsprior to their cancer
diagnoses haspositively impacted on patient uptake. In turn, patients benefit from having a longer
intervention period before their treatment or surgery. It is worth considetiog this principle could

be adopted for other tumour groups and perhaps involve primary care

For instances, in Wales, GPs within the Cardiff and Vale University Health Board area can refer patients
on Urgent Suspected Cancer Pathway to cancer prehab. Similarly, in the Swansea Bay University
Health Board area,imarmacistled prehabilitationclinicsare conductedat the Rapid Diagnostic Centre

to provide medication and lifestyle advice.

In parallel, there is a need to develop tailored interventions for patients with a very short window
between diagnosis and treatment. Identifying how best to deliver meaningful support in these cases
is essential to maximising the impact of prehabilitataamoss all patient pathways.

5. Communityengagement andocal partnerships

Trusts and local councileeed to re-engage and agre®n practical solutiors to support cancer
prehabilitationin the community Delivery partnershould consideengagng with the Chief Culture
and Leisure Officers Association (CLAJrovide strategic leadership and endement. The CLOA
canplay a significant role in cancprehabilitationby leveraging their expertise in promoting physical
activity, mental welbeing, and community engagement.

6. Performancemonitoring andevaluation

Establishinga standardised set okey performance indicators (KPI&) be reported and monitored
routinely across the regiomwill significantly enbnce performance and quality managemenBy
providing clear and measurable benchmarks, KPIs enable comparative analysis, fostering a culture of
continuous improvement and shared learning. Additionally, tberysupport future funding decisions

by demonstrating the effectiveness and needshef programme

The KPIs could include:

A Patient referral and participation rates

Prehabilitationcompletionrate

Functional capacityneasuresuch aghe 6-Minite Walk Test, 30 Second &itStand test
PatientReported Outcome Measures (PROBIs3h as EGD-5L, health thermometer

v v >
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A Secondary care data includirgduction ofhospital length of stay posturgeryandpostoperative
complications
A Patient and staffeedback

To support thisimplementing a shared databasw CRM systenacross all Trusts, feeding into a
centralised dashboard using tools such as Microsoft Power Bl or Tableau, would be an effective way
to share intelligence, enable deeper analysis, and support @nasmisational discussions. To
maximise the value of thipproach, the frequency of KPI reporting should also be revieasgome
indicators (e.g. PROMs or secondary care outcomes) may be more approprigteuiftarly or annual
reporting, while others (e.g. referral rates) could be monitored more frequently.
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Appendix AEvidence review

Policy context

Northern Ireland's Department of Health launchetiGayear Cancer Strategyn March 2022. The aims
of the Strategy are threefold:

A to reduce the number of people diagnosed with preventable cancers.
A to improve survival
A to improve the experience of people diagnosed with cancer.

¢KS adNrGS3e adAaA3aSata GKFG LS2LXE S ¢K2 KIFFS RSOSH
smoking, being overweight/obese, drinking at harmful levels, diet, and exposure to UV without
protection) worry about the cancers returning if behavioutghieges are not introduced. A key action,

therefore, is for people diagnosed with cancer in Northieland (NI) to be offered appropriate and
GFNBSGSR Ay T2NX¥I (A2 y8].PrghabilitatinislaRoNTeseite] agiah im@bBants St f ¢
way of prearing people for cancer treatment and will include assessment and Aesskd

prescribing for healthy behaviours and follayg. Key components g@irehabilitationprogrammes are

conceived of as including exercise, nutritional management, and psychological support. Services are
envisaged to be led and delivered by a range of Allied Health Professionals (AHPS).

Key components of prehabilitation, as outlined in the NI strategy, include:

Multimodal Prehab:Implementing exercise, nutritional, and psychological interventions to
prepare patients physically and mentally for treatment, aiming to improve treatment toleran
and recovery. Prehab, involving physical, behavioural, and psychological interveatibaaces
patients' readiness for treatment and supports better recovery outcomes.

Personalised Care PlariSeveloping tailored prehalitation plans that address individual
patient needs, promoting patient enablement and empowerment

Collaborative ImplementationEncouraging partnerships among healthcare professionals, A
Health Professionals (AHPs) providers, local councils, charities, and academic institut
deliver comprehensive prehabilitation services.

EvidenceBased PracticedJtilising current research to inform prehabilitation strategies, ensur
interventions are effective and aligned with best practices.

¢KS bL /IFyOSNI {GNIGS3e NBtASE 2ys sKIG A& RS&O
0SYSTAGA |yR O2ait STFTSOUA DS ydschavilita®ioh has patericial @A € A G 1
reduce length of hospital stays, need for Intensive Care Unit (ICU) and High Dependency Unit (HDU)
admissions, medication and peseatment complications, whilst enhancing recovery and quality of

life overall. However, others are more d¢mus about reaching conclusions about the existing
evidence and point ouhat prehabilitationhas been underesearched for many cance35].
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Stewart and colleagues point out that people with lower health literacy, from minority ethnic groups
and socieeconomically disadvantaged backgrounds have been reported to be less likely to engage,
despite often having worse outcomes. They suggest thatethe a need for coherent UK and NI
policies to be developed that address the inequalities facegdyple diagnosed with cancén
accessingrehabilitationservices and thaprehabilitationservices must be implemented carefully to

avoid widening inequéles (the NI strategy is clearly concerned with addressing health inequalities).
The PARITY EvaluatiorPrehabilitation for Cancer Surgery: Quality and Inequality, funded by the
National Institute for Health and Care Research (NIHR), seeks to examine these issues in greater detail
[39].

Collaborations between orgasaitions such as Macmillan Cancer Support, the Royal College of
Anaesthetists, and the National Institute for Health Research has produced guidance documents to
assist healthcare professionals who will be implemenprghabilitationinto cancer care pathways

[28]. See FigureSBifor the universatargetedspecialised conceptual framework they have endorsed

2].

Figurel5. Three levels of cancqrehabilitation intervention

'.\ Applicable to those with people with cancer who

»  have complex acute/chronic needs, severe

*. impairment andfor disability and for those with
‘. low functioning levels, unstable or stable

*, cardiac/respiratory issues, low confidence,
v, very sedentary

%
%

A
B Targeted I+ Applicable 1o people with a cancer
+ with acute chronic or latent
% adverse effects of disease or
 treatment andfor other long
‘\\ term conditions

Universal b Applicable to anyone
*, with cancer
i}

r;

Interventions are defined at three levels: universal (suitable for all those with cancer), targeted
(applicable to people with a cancer diagnosis with acute chronic or latent adverse effects of disease
or treatment) and specialisgpplicable to those who have complex needs, severe impairment and/or
disability)[28].

Some UK collaborations, like the Wessex Cancer Alliance, have also devmieipalilitationand
rehabilitation toolkits aligned with national guidance to improve care and services for people with
cancer. Their toolkit is designed to promote equality and reduce health inequalities, facilitating the
integration ofprehabilitationservices across various healthcare settif2$}
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Examples of otheprehabilitation initiatives acrossNI

Despite these strategies and initiatives, prior to the funding of the Macmillan Cancer Prehabilitation
Programme, only ad hoc pathways, pilot initiatives and models were developed for some tumour
groups, include the following:

A The South Eastern Health & Social Care Trust was the first of the five HSCTs in NI to introduce a
Cancer Prehabilitation ProgrammPilot, focusing on exercise, nutrition, and emotional well
being (no specific cancer mentioned). This initiative is a collaboration among the Trust, local
councils, Macmillan Cancer Support, and Ulster University, reflecting a commitment to holistic
patient-certred care. The aim is to also include signposting to support services such as Stop
Smoking and Substance Misuse Suppbie pilot laid a strong foundation for the Triisét NB f S Ay
the wider Nlcancer prehabilitation programme.

The qualitative evaluation of thgilot describes a universal and targeted exercise pathway aims
to have patients completing 3 high intensity training (HIIT) sessions per week, and the specialist
pathway involved a physiotherapid bespoke cardiovascular and strengthening session per
week wth prescribed home exercise for alternate days. Universal emotional support was provided
by Macmillan Move More Coordinators (MMCs) who had Level 4 Personal Training alongside
generalist emotional support training; thi targeted and specialist pathways delivered by
counsellors/assistant or clinical psychologist respectively if required. Similarly, universal
nutritional advice was provided byacmillanMMCs focusing on healthy eating and recognising
weight loss, with targeted pathway delivered by dietetic support worker and specialist tier
receiving input from dietitian to provide complex assessment and bespoke dietary prescription.
Smoking cessation spprt was provided when necessary, taking a motivational interviewing
approach and providing advice on pharmacotherapies. Substance misuse liaison provided alcohol
advice, education, and signposting to referral services for patient as indicated.

Recruited stakeholders included medical; clinical nurse specialist (CNS); smoking cessation and
alcohol liaison team; AHPs to include dietitian, speech and language therapist and physiotherapist
and Macmillan MMCs. It was also important to recruit participants from a systeite
perspective, therefore sampling include participants with administration roles witiénSouth
Eastern Trustlocal councils, and Macmillan Cancer Support. patients, who were purposefully
selected to maximise variation in terms of gender, engagement (dropouts and completers) and
tumour group[2].

A Physiotherapists ithe BelfastTrusthave developed th€ontinence Prehabilitation Programme
focusingon continenceprehabilitationfor men awaiting prostate cancer surgery. This initiative
provides verbal and written advice on continence management before surgery, aiming to improve
postoperative quality of lif¢6]. Other prehabilitationservices in the Belfast Trust includpper
Gl prehabilitation clinidhreastpre-op educationsessionsovaria prehabilitation clinignd head
& neck radiology prehadlitation programme

A Exercise Programmes for Advanced Prostate CanBersearchers at Queen's University Belfast
conducted a study to assess the feasibility and efficacy of exercise programmes for men with
advanced prostate cancer and assess impact on survival @teef's University Belfgst

A The Northern Ireland Ovarian Cancer Prehabilitation Project offers a dedipatddbilitation
clinic that was established to assess frailty in patients with advanced ovarian cancer and
implement tailored interventions to improve fitness before surgery and chemothergpyttiern
Ireland ovarian cancer prehabilitation project | BMJ Open Qupality
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https://bmjopenquality.bmj.com/content/14/Suppl_1/e002851?utm

Case studies of other programmes being delivered across the UK can be found on the PRas€aar
Prehabilitationand Rehabilitation programme, funded by Health Education England and Macmillan
Cancer Suppott/K Case Studies

Impact of canceprehabilitation on patients

Prehabilitationhas been championed as a key component of early recovegrgdple diagnosed with
cancerand is a term that has been traditionally used to describe interventions that seek to optimise
cardiopulmonary fitness prior to cancer surgery, with the aim of improvingZpstative recovery
outcomes|[5][32][34]. The Royal College of Anaesthetists (RCoA) has led the figtdhatbilitation
before cancer surgery for many years. Their perioperative medicine programme is delivered through
the multi-spegalty, multiprofessional national Centre for Perioperative Care (CPOC) in tfi2Z8UK
However, it has been suggested that there has long been scope for greater targeting to include
nutrition and psychoeducational components to surgipathabilitation programmes[9]. Novel
studies suggest that a multimodal approach that incorporates both physical and psychological
prehabilitationinterventions may be more effective than a unimodal approach that addresses just one
or the other[28].

Multimodal Cancer Prehabilitation Programmes (MCPP) have been used to target Aregineent
period to improve chemotherapy adheren¢&6], reduce anxiety37] and to provide a stronger
platform for pos#reatment rehabilitation aimed at managing or reversing treatnigslated side
effects and symptoms (e.g., fatigue and pain during adjuvant therapies), managing comorfi8ities
and enhancing long&erm healthdelated quality of lifg1][3][31][33].

Studies evaluating the efficacy of MCPP have identified patient benefits even when implemented for
just two weeks prior to treatmen{9]. Patient benefits have been reported to include improved
physiological function through cardiorespiratory fitness and emotional resilience, shorter recovery
time, reductions to perbperative complications, gaining a sense of control over uncertaintieseensu
from a cancer diagnosis, improving quality of life and positive impacts ortéomghealth through
behaviour chang[9][38].

There are frequent references to the belief, among health professionals and delivery stakeholders,
GKFG OFyOSN) RAFIYy2aAa Aa LRGSYyOGArtte | Wi S OKI
management of physical and mental health conditions, alon$) witesity, smoking, and substance
use. Some researchers are exploring how support forrsatiagement, which might include patient
education, skills development, and satbnitoring interventions, enabling people to take control of
their health following acancer diagnosiglO]. There has been suggestion thpehabilitationis likely
to be most useful in older cancer patient cohorts, who are more likely to have comptarntidities
as well as sensory, balance or cognitive impairment with reduced functional ajfities

The extent of benefits of canc@rehabilitationvaries based on cancer type and individual patient
factors[7][19][23]. Some studies have identified barriers such as access and patient motivation can
also hinder the effectiveness of MCPPs. Patients who understand the purpose and benefits of the
programme have been reported to have shown more commitment to programmesth@tbonverse

also evident[2]. Understanding these dynamics is crucial for policymakers to design effective
prehabilitationprogrammes lhat can be integrated into secondary care settifizf3].
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Summary of positive impacts for patients

1. Improvedphysicalfunction andfitness

A Prehabilitation programmes, particularly those
cardiorespiratory fithess, muscle strength, and enduranoefore treatment.

involving exercise, enhance

A Patients showbetter postsurgical recoveryand areduced decline irphysical function

following chemotherapy or radiotherapy.
[19].
2. Reducedostoperativecomplications

A Studies indicate thgtrehabilitationreduces the risk gfostoperative complicationssuch
as infections, pneumonia, and prolonged hospital stays.

A Patients undergoing colorectal, lung, and upper gastrointestinal cancer surgeries show

faster recoverywith fewer complications.
[12]
3. Enhancedsychologicalvellbeing

A Prehabilitationprogrammes that includenental health support, mindfulness, and stress
managementreduce anxiety and depression.

A Some studies find that patients repagreater emotional resilience and better coping
mechanismsduring treatment wherprehabilitationis offered. One study examined the
effects of aprehabilitation and recovery program on the emotional wellbeing of
individuals undergoing cancer surgery. The program, which included physical activity,
wellbeing, and nutritional support, positively impacted patients' emotional wellbeing

during the perioperative period.
[26]
4. Improvedtolerance tocancertreatment

A Enhanced nutritional status and muscle preservatidead to better tolerance to

chemotherapy and radiotherapy.

A Reduced treatment delays or interruptions duelietter overall health and functional

reserves
[10]

5. Better quality of life

A Improved mobility, independence, and reduced treatmeelated fatigue enhance

overall quality of life.

A Patients reporgreater selfefficacy and motivationin managing their condition.

[10]
Adverse outcomes for patients
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comprehensive data on adverse effects of MCPH3. A few discussions have noted potential
concerns about the risk of exerciseluced injuries, increased fatigue, or psychological stress due to
intensive prehabilitation programmes (e.g[19]). Guidance orprehabilitation suggests that there
should be caution where cancer has spread to bone and during treatment associated with reduced
immunity or reduction in normal blood counf28].

Acceptability to patients

There has not been detailed exploration of the acceptability of capiegrabilitationprogrammes to

patients, though a few qualitative studies have begun to discuss this in recent years. One such study
found that patients with ovarian cancer welcomed the concept of prehab, however a blanket
approach was not suitable to meet the needs ofaambgraphically diverse cohort. These accounts

suggest that components gfrehabilitation must be tailored to individual needs, with attention to

existing mindset aboutlcy OSNJ ' yR GKS LI GASYyG&aQ adzZJR2 NI aeai
women are already making for surgery. Flexible delivery options also were crucial to the acceptability

and effectiveness of the programnfi29].

Preparing mentally for surgery by seeking formal psychological counselling was perceived by patients
to be the most controversial component pfehabilitation[29]. Those who were not offered this
intervention, or declined psychotherapy, displayed uncertainty around its benefits. Discussion also
explored the dilemma of whetheprehabilitationought to be delivered remotely or in person. For
patients who lived further from their treatment centre, or, who suffered with adverse side effects, a
remote programmewas considered more convenient and practical to attend. Some patients receiving
nec-adjuvant chemotherapy at the specialist cancer centre reflected on the amount of time they spent
in hospital attending appointments, so therefore, welcomed the opportutdtyengage with any
related cancer programme at home.

Impact on secondary care services

Cancemprehabilitationhas been associated with several positive impacts on secondary care services.
One review suggests thptehabilitationnot only benefits individual patients, in terms of physical and
psychological wellbeing, but may also lead to reduced pressures on secondary care and broader
healthcare systems by decreasing the need for intensive intervenfis

Positive impacts on secondary care

1. Reducedength ofhospital stay: Prehabilitationprogrammes can decrease the length of hospital
stays by enhancing patients' physical and psychological readiness for surgery. This reduction not
only benefits patients but also alleviates bed occupancy pressures within secondary care facilities
[24].

2. Decreasedpostoperative complications By optimising patients' physiological reserves before
surgery, prehabilitation has been linked to a reduction in postoperative complications. This
improvement leads to fewer readmissions and lessens the burden on secondary care resources
[10].

3. Enhancedesourceallocation: Effectiveprehabilitationallows for better planning and utilisation
of healthcare resources. For example, the Prehab4Cancer and Active Against Cancer services
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collaborated to standarde outcome measures, facilitating consistent assessments across
secondary care provideréBristol, North Somerset and South Gloucestershire Integrated Health
Board Case Study accessed 17/032&monstrating the impact of cancer prehabilitatioiNHS
SCW Support and Transformation for Health and XCare

4. Improved patient outcomes:Patients engaging iprehabilitationprogrammes often experience
better recovery trajectories, which can translate to reduced demands on secondary care services
postsurgery. A study analysing data from 186 clinical trials involving 15,700 patients found that
those who exercised before surgehad a 50% lower risk of complications, leading to shorter
hospital stay$12].

5. Reduced healthcare cost®rehabilitationprogrammes may lower healthcare costs by reducing
length of stay hospital readmissions, complications, and length of[&&]yFurther details are
RAaOdzaaSR 0St2¢ dzyRSNJ wO2aid STFFSOGAPSySaa 27F L

Facilitators for delivery of cancesrehabilitation programmes in secondary care

Programme delivery is critically dependent on the effective integration between community, primary

and secondary car¢28]. The latter guidance provides recommendations in relation to service
redesign, workforce, quality assurance and improvement, clinical leadership, and research. Prehab, it

is stated, should be delivered by a multidisciplinary team working within a deddriamework (see

below) using a combination of registered professionals (e.g. dietitians, occupational therapists,
physiotherapists, gychologists) and unregistered professionals (arghabilitation'therapy support

workers, healthcare assistants, fitness instructors) where there is scope to delegate some
responsibilities (as well as care givers, family, wider support networks). Others have included oncology
YydzNB Sas OF yOSNI OF NBI (v2 N G SNE  @NharieBoSBI/ides/(e.@3t A IS N
[30][31).

One study identified key facilitators for delivery stakeholders included having knowledge that MCPP
Oy LRaAldA@Ste AYLIOG LI GASYyGaQ FdzyOQlAazyl f YR
implementation of MCPP. However, complexities were identifigdosinding timing of the MCPP and

its delivery timeframe. MCPP was most often introduced to patients at their initial cancer diagnosis
consultation. While agreed by all stakeholders that this was a necessary timepoint to maximise the
prehabilitation timeframe, delivery stakeholders perceived patients to be often emotionally
overwhelmed at the point of diagnosis with little capacity to process further information. Delivery
stakeholders also reported pressure incorporating an introduction to the MCPP irdbvesauly busy

clinical conversation. Key skills to facilitate the delivery poéhabilitation services included
interpersonal, facilitation, motivational interviewing techniques and providing emotional sujiport

Potential negative impacts on secondary care

While cancemrehabilitationis associated with positive outcomes, some discussions consider the
potential negative impacts on secondary care. These are summarised as follows:

1. Resource allocation and implementation challengdsiplementingprehabilitationprogrammes
requires significant resources, including personnel, training, and infrastructure. This can strain
existing healthcare systems, particularly if not adequately planned or funded[@&[8Q]).
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2. Inconsistent evidence baseThe evidence supporting prehab's effectiveness is perceived, by
some, to be inconsistent, making it challenging to standardize practices across secondary care
settings. This inconsistency can lead to variability in patient outcomes and uncertainty among
healthcare provider$35].

3. Limited patient engagement:Not all patients may be willing or able to participate in
prehabilitation programmes, potentially leading to disparities in care and outcomes. This
variability can complicate care planning and resource allocation within secondarj4tare

4. Potential for overwhelming healthcare servicesintroducing prehabilitation programmes
without proper integration into existing care pathways may overwhelm healthcare services,
leading to logistical challenges and potential delays in treatrj@nt

Potential negative impacts are explained by variability in implementation and accessibility across
healthcare systempg0][21]. Others have highlighted the challenges posed by the limited time frame
between diagnosis and treatment, making it difficult to intervene meaningfully in that {itbg
Consideration of workable solutions includes suggestions of clinicians taking on a greater leadership
to transform care and raise awareness/ reduce scepticism in healthcare professionals and patients
[13].

These findings suggest that whgeshabilitationhas been viewed as having many potential benefits,
careful consideration and planning are essential to mitigate potential negative impacts on secondary
care.

Cost effectiveness of prehab

Setup costsvary from service to service. For example, the costs of setting up a Physical Activity
Behaviour Change Care Pathway varied at Guys, where the service could be built on an existing project.
This meant setip costs were relatively insignificant comparedstrvices that had to be set up from

AO0ONF GOKd [ Ay O2f yup soktdNIor ekayhipte, iBcRided SsiulBtantial iBvéstment (E9k

and £15k respectively) in IT systerBsdluation of the Macmillan Physical Activity Behaviour Change

Care Pathwaly For all services, staff costs represent a substantial proportion of the running (and total)
costs but again varied by type of intervention and the level of stakeholder involvement required to
support delivery. Some services have found it challengimgdweide information on the full costs of

RSt AGSNE® ¢KSNB KIFa 0SSy adaA3Sadtizy GKIFIG O2ada
disentangle, particularly when a service is embedded within another sg2age

Several international studies and reports have examinedcitst benefitsof cancerprehabilitation
programmes. Welstructured canceprehabilitationprogrammes have been presented as being -cost
effective, reducing overall healthcare costs by mising complications and readmissiofiz0].
However, precise cost benefits vary, depending on current services in local areas and how
prehabilitation services are configured. One systematic review on the -effsttiveness of
prehabilitation prior to elective surgry found that coseffectiveness depended on the population

and intervention, with certain groups (e.g. canaarhighrisk patients) and programmes (e.g. shorter,
home-based prehab) resulting more frequently in bendgfiowever, review authors warn thagsults

should be interpreted with caution as most included studies were found to be of considerable risk of
bias and/or low methodological qualif27].
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Selected examples of calculated cost benefits for UK cameehabilitation programmes

A One UK study evaluated the impact of a digjiaéhabilitation programme on healthelated
quality of life (HRQoL) and associated costs. The programme led to a 23% improvement in HRQoL,
with an estimated cost of £3@2400 per patien{11].

A The Prehab4Cancer evaluation (UK) also calculated the cost per participant (colorectal cancer
patients) to be approximately £400. This included costs forneonrring set up costs and staffing
costs, including one WTE Band 7 (Agenda for Change) healfitcéessional to provide clinical
input to the team, liaison with NHS clinical referring teams, ongoing programme leadership and
some elements of delivery (i.e., exercise physiology, complex cases). Estimated provider
efficiencies per patient were £1,248ased on bed days released, critical care beds released ED
attendances prevented, ED readmissions prevented. There was suggestion of lower demands for
GP consultations, psychological support services, and reduced requirement for other community
services a other pathway efficiencies achieved throughout the programme, but this was hard to
quantify [25].

A Another UK study (England) highlights hgnehabilitation can lead to cost savings in the
healthcare system by preventing treatmerglated complications, which consequently alleviates
secondary care burdens and enhances patient outcomes. They assessed the impact of
prehabilitationon hospital costs specifically within the context of gastrointestinal cancer surgery.
Patient weighted average cost savings frgrehabilitation was £785, excluding ICU costs.
Breakdown of cost savings include £178.6 from reduleedth of hospital stay, £214.8 and £434.5
cost savings originating from reductions in minor and major complications, respectively (excluding
ICU complication costs). ICU cost savings fiozhabilitationwere £1,620. For the NHS, based on
237,000 annual surgical procedures, this amounts up to £186,082,321 in cost savings, from a
reduction in complications and 421,840 hospital days, and £52,761,227 from |JB6$tay

A A recent report explored the potential health economic benefitphabilitationin Scotland. It
estimated that a reduction of two days in hospital stay for patients undergoing colorectal
procedures could save approximately £1.02 million annually, based on a general ward bed cost of
£352 per day24].

These studies suggest thptehabilitation programmes have the potential to be cesffective by
improving patient outcomes and reducing healthcare costs. However, furtherchiglity economic
evaluations are necessary to strengthen the evidence base and guide the implementation of these
programmes in clinical practice.

It should also be noted most economic analyses typically considerdaslgt costsof delivery for
interventions. They do not consider the costs to the service users (for example, travel costs) or any
implications for NHS resource use (for example, any resulting effects on GP and hospital visits), which
may have important implication®f engagement and effectiveness of interventig2g].
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AppendixB: Evaluation activities

Rapid literature review

A rapid literature review was carried out to understand the wider context and evidence related to
cancerprehabilitationinterventions within Northern Ireland and the UK. Rapid reviews aim to provide

a timely synthesis of evidencgor this reviewgenerative artificial intelligence was used as an initial

step to speed up the process of identifying potentially relevant sources. Chat GPT developed by
OpenAl and launched in 2022 based on the-@®Targe language model (LLM) was used as the first
stepto identify, and obtain links to, literature, followed by the use of the more specialised Scite.Al to
search scholarly Open Access and paywalled content using a Smart Citations database that includes
abstracts. As Al can make mistakes, each link to aceouas reviewed separately by one reviewer

(i.e. each journal paper was opened and the abstract read) to decide on whether to include or exclude
for full extraction.

A snowballing search methodology, using references in included literature, and those used in the texts
the evaluation team had agreed were key to the evaluation, was then used as part of the search
strategy. Broader searches of PubMed, Google ScholaremgléSwere also used to identify any other
potentially important evidence that may have been missed by the above. Below summarises the topic,
search settings and instructions for Al generated searches and search terms in reyéneested
searches. A tofaof 124 abstracts were screened and 44 literature sources, from 2010 onwards, were
finally included and reviewed. Findings from the review have been incorporated into this report.

Topic Details

1. Policy context of cancer ChatGPTinstructions

prehabilitation in Northern What traits should Chat GPT have?

Ireland and/ or the UK. Write in a precise, concise and scientific language. Do not limit the

2. Impact of cancer number of instances you generate when | ask for a comprehensive

prehabilitation (positive and of relevant evidence. The results of relevant evidence must be

negative) onpatients. exhaustive. Keep disclaimers such as "I am only aitssgggmodel ..."

3. Impact of cancer to a minimum. Provide a URL, or other links to literature, spelling ol

prehabilitation (positive and the full address and ensure it is not broken or leads to an incorrect

negative) on secondary care. page.

4. Impact of cancer Commands used to identify literature:

prehabilitation (positive and 1. Generate literature (studies, reports, journal papers, briefings an

negative) on wider any other documents) that discuss the policy context of cancer

healthcare systems. prehabilitation in Northern Ireland and/ or the UK.

5. Costs and cost benefits of 2. Generate literature (studies, reports, journal papers, briefings an

cancer prehabilitation. any other documents) that provide insights into the impact of cance
prehabilitation (positive and negative) on patients.

(the above is applicable to 3. Generate literature (studies, reports, journal papers, briefings an

all searches below) any other documents) that provide insights into the impact of cance

prehabilitation (positive and negative) on secondary care.

4. Generate literature (studies, reports, journal papers, briefings an
any other documents) that provide insights into the impact of cance
prehabilitation (positive and negative) on wider healthcare systems
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Policy context of cancer
prehabilitation in Northern
Ireland and/ or the UK.

Impact of cancer prehabilitation
(positive and negative) on
patients.

Impact of cancer prehabilitation
(positive and negative) on
secondary care.

Impact of cancer prehabilitation
(positive and negative) on wider
healthcare systems.

Costs and cost benefits of cance
prehabilitation.

5. Generate literature (studies, reports, journal papers, briefings an
any other documents) that provide details about the costs and cost
benefits of cancer prehabilitation.

Scite.Al instructions

Settings:Search Journal&lways use references; Abstracts only; Us¢
table mode; Reference year range 2010 to 2025; Citation style AP/
Model GPT4 0&nini (new); Publications to consult 100.

1. Generate literature (studies, reports, journal papers, briefings an
any other documents) that discuss the policy context of cancer
prehabilitation in Northern Ireland and/ or the UK.

2. Generate literature (studies, reports, journal papers, briefings an
any other documents) that provide insights into the impact of cance
prehabilitation (positive and negative) on patients.

3. Generate literature (studies, reports, journal papers, briefings an
any other documents) that provide insights into the impact of cance
prehabilitation (positive and negative) on secondary care.

4. Generate literature (studies, reports, journal papers, briefings an
any other documents) that provide insights into the impact of cance
prehabilitation (positive and negative) on wider healthcare systems
5. Generate literature (studies, reports, journal papers, briefings an
any other documents) that provide details about the costs and cost
benefits of cancer prehabilitation.

General searches (generated by the reviewer)

Cancerstrategy or policy for United Kingdom (UK); Cancer Strategy
policy for Northern Ireland (NI) (also searched for all other devolvec
nations). Policy on cancer prehabilitation (searches for UK, Norther
Ireland and devolved nations). UK plans, debated, discussions on
cancer prehabilitation.

Patient experience of cancer prehabilitation; patient acceptability of
cancer prehabilitation; positive impacts of cancer prehabilitation for
patients; adverse or negative or unknown effects or impacts of cani
prehabilitation on patients. Qualitative stiies + patients + cancer
prehabilitation.

Impact of cancer prehabilitation on services; impact (or effects or
positive impact or effect or negative impact or effect or no impact o
effect or adverse outcomes) of cancer prehabilitation on secondary
care (hospitals, healthcare, community serviceental health care,
specialist clinics, healthcare workers (professionals, specialists, de
partners/ stakeholders).

Cancer prehabilitation + wider healthcare systems + impactsffects
or positive impact or effect or negative impact or effect or no impac
or effect or adverse outcomes).

Economic evaluation + cancer prehabilitation; costs of delivery +
cancer prehabilitation; cost benefits + cancer prehabilitation; saving
per patient + cancer prehabilitation; calculations + costs + cancer
prehabilitation.
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Programme data analysis

Prehabilitationreferral data was collected monthly between January and December 2024, using a pre
defined template cedesigned with Clinical Project Managers. The data was reported by tumour site,
by the three levels gbrehabilitationinterventions, and by differerprehabilitationservices. It should

be noted that due to personnel changes in the Clinical Project Manager role in some Trustiseonly
Northern andthe South Eastern Trusts were able to provide a full 12 months of monitoring data.

Tablel4. Referral data period provided by each Trust

HSCT Time periodcovered

Belfast No data provided

Northern January December 2024

Southern January August and December 2024
South Eastern = January December 2024

Western January October 2024

The demographic profile of the patients referred goehabilitationcan beseen in the table below.
Data for haematologyhas not been included due to the very small patient base§reut of 14
considered suitable for prehab

Tablel5. Demographic profile of patient referral data

T Colorectal | long | Hoad and Neck

- Cowi % | Cowi | % | Cowi | %

Gender

Male 167 51% 104 46% 35 59%
Female 146 49% 132 54% 24 41%
Total 313 100% 236 100% 59 100%
Age

18-24 0 0% 0 0% 0 0%
25-34 1 1% 0 0% 0 0%
35-44 9 2% 3 1% 5 8%
45-54 25 7% 12 6% 3 5%
55-64 80 21% 40 19% 19 32%
65-74 97 33% 90 34% 23 39%
75+ 100 36% 90 40% 9 15%
Total 312 100% 235 100% 59 100%

Source: Macmillan Clinical Projédanagers

Other secondary data sources considered for this report included:

A Patient outcome data and analysis, presentations, internal reports and patient feedback provided
by individual Trusts.

A Macmillan Move More Programme activity data reportedlbgal councils, covering the period
from January 2022 to February 2024.

A Patient feedback provided by one local council.
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Patient survey

Empty postal survey packs, including a covering letterpagé patient survey, an information sheet

and an M-E-L freepost envelope, were prepared by M-E-L Research. Patients also had the options to
take part in the survey online or over the phone by @mting M-E-L. The postal surveys were
distributed between January 2024 and February 2025 by the Clinical Project Managers. Patients who
have been referred tprehabilitationsince January 2023 and have had at leastnao8th gap since
diagnosis were invit to take part in the survey. No personal information was exchanged between
the Trusts and M-E-L. Patients who wished to take part in any foltoesearch activities related to

this evaluation could indicate so in the survey and provide their contaciildet

By 14" March 2025, M-E-L received 142 patient surveys in total. Four surveys were excluded from the
analysis because over 75% of the questions were left unanswered. It is also worth noting that patients
indicating treatment irthe BelfastTrustcould have received their diagnosis from another Trust (see
Figurel6).

Follow~up research with patients
Figurel6. Participant profile(n=28)
Patients who expressed their willingness to participate -

either an interview or the online community in the post: Colorectal NG 2/
survey were subsequently followed up by M-E-L. Supf Lung I 3

from the WesternTruststaff also helped boost patient |10, and Neck] 1

engagement. Overall, 28 patients took part in the folo
up research activity, with the majority being colorect:

. . Belfast | 2
patients (see Figurg4).
Northern I 7
In-depth interviews South Eastern [ 7
I RA&OdzaaA2Y 3JdARS 41 & Southern 1 1 LI G A S
experience with prehab, its impact and areas f Western NN 11

improvements. In total, 26 interviews were conducteu
throughout the evaluation, with 10 of them being carried out by Macmillan Peer Facilitators.

As part of the evaluatior patient stories were created based on the interviews to visually present
their experience with prehab, including the outcomes and impact.

Patient interviews were carried out mainly over the phone as this was the preferred method. With
consent, the interviews were recorded digitally, then entered into a thematic analysis grid for further
exploration.

Online community (discussion board)

The online community was conducted over -avdek period during October and November 2025,
enabling respondents to complete the activities in their own time. Initially, five patients signed up, but
only two people completed all the activities. Participawisre asked to complete various tasks each
week which took approximately 60 minutes to complete in total. Two moderators from M-E-L
Research were available during office hours to engage with participants and ask questions.
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The online community offered an alternative method to gather patient feedback on their
prehabilitationexperience and for M-E-L to explore personal motivations and barriers for people living
with cancer in adapting a healthy lifestyle before and after their treatment.

Welcome Jenny

%EggﬁLAN. £11 ?

CANCER SUPPORT

z
| Hi e Cancer Prehabilitation (Prehab) Programme
* * Activities
Xpil 4
he

Professional stakeholder interviews

Stakeholders involved in the planning, implementation, and delivery gfttileabilitationprogramme

were invited to participate in interviews to share their experiences, explore the outcomes, impact,
and wider lessons from the regional programme. A discussion guide was used to ensure all key topics
were covered during the interviews. In totd]l interviews were conducted with 45 professional
stakeholders, with some being interviewed more than once during the evaluation. A breakdown of
the stakeholder types can be foundTiable 15elow.

Tablel6. Numbers and types o$takeholders engaged in the evaluation

HSC3(n=28) Councilgn=10) Wider stakeholders (n%)
A Senior manager x7 A Senior manager x 6 A Commissioner/funder x 4
A PrehabilitationClincal A MacmillanMove More A Senior manager x 3
Project Manager x 7 Coordinator x 4

A Consultant/surgeon x 1

A Clinical Nurse Specialist x

A Allied Health Professional
X 6

A Supporter worker/staff x 4
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AppendixC Theory of Change

Rationale In Northern Ireland almost 10,0Qfkople in NI are diagnosed with cancer each year, according to the latest Cancer Strategy :
2032, and the number of cancer cases is expected td @cer is frequently related to or caused by factors such as tobacco

¢KS LINPOT ¢ . . o .
° alcohol consumption, unhealthy diet, physical inactivity,%tc.

trying to address

Objectives

To embed personalised, eaidilytervention support into arintegrated pathway for adults diagnosed with cancer in Northern Irele

ULERUERIGECGEN establishing prehabilitation as a cornerstone of the cancer pathway for the first time in NI.
intends to achieve

Various referral routes intprehabilitationservice
People living with cancexcross NI

People affected by cancer across NI
Community of practice

Cancer Experience Panel

Evaluation

Macmillan funding + wider input
Districtcouncilfunding + wider input
Health and Social Cafeust input
Macmillan Clinical Project Managers
MacmillanMove More Coordinators
Programme steering groups

Inputs

The resources
delivering the
programme

v v v B>y > D
> > > B>y B> >

4 https://www.health-ni.gov.uk/sites/default/files/publications/health/doftancerstrateqgymarch-2022.pdf
5 World Health Organisatiofnttps://www.who.int/news-room/fact-sheets/detail/cance(Last accessed on 05/10/2022)
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People living with cancer

Outcomes / Impact

The tasks needed to reach you
The measures of activity Short term Mid term
outcomes

Referrals from hospital A
trusts toMacmillanMove

More Coordinators A
A Assessments of people
living with cancer at A
various points of their
cancer journey A
A Personalised care plans
and support
A Group or oneto-one A

physical activity sessions
A Generalpsychological A

support

A Signposting to other
services, e.g., stop A
smoking and substance

misuse support

A Programme monitoring
systems and programme

evaluations

No. of referrals vs. No. of eligible
patients

No. of referrals to specialist
prehabilitationsupport

No. of patients taking part in
prehab

No. of patients attended
recommended physical activity
sessions

No. of memberships signed up by
patients involved in prehab

No. of memberships signed up by
friends/family members involved
in prehab

No. of other services sign posted
and attended

Secondary care data be
determined, e.g. ICU stay, length
of hospital stay after surgery.

A

A

> > >

Improved adoption of longerm healthy A
behaviours, e.g. smoking cessation and
alcohol reduction A
Timely access to personalised support
GKIFIG oSad vYSSia St
needs A
Reduced feeling of anxiety and

uncertainty during preparation for
treatment A
Improved feelings of confidence and sel
efficacy, feeling empowered and in

control of their treatment, and better able A
to selfmanage

Better able to manage side effects of
treatment

Improved physiological and psychologic:
wellbeing prior to, throughout, and

beyond treatment

Enhanced recovery from treatment,
accelerated return to normal function
Reduced length of stay in hospital
Improved perception of quality of life
Friends and family members better
informed, engaged, and supportive of

LI GASYGAaQ LINBKIF OACT
Overall feel empowered and have contrc
over their health and lifestyle choices

Sustained healthy
behaviours

Influencing family and
friends to sustained
healthy behaviour change
Sustained confidence ant
selfefficacy in living with
and beyond cancer
Improved physiological
and psychological
wellbeing

Live as much as possible
healthy and normal life
beyond cancer treatment
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Staff

Outputs Outcomes / Impact

The tasks needed to reach you . .
The measures of activity Short term Mid term
outcomes

A Ongoing awareness and A No. of appropriate professionals i A Effective assessment and stratification ¢ A Improved staff

staff training sessions posts within each Trusts need, with patients seen by the satisfaction and retention
A Appropriate funding and A Screening tools and Assessment appropriate level of professional. A Impact on patient
resource in place used A Understanding of resource need for satisfaction/confidence if
A MacmillanMove More A Types of training provided to staf specialist support from nurses, Allied MM/Physio/CNS/Exercise
Coordinators in posts A No. of staff trained Health Professionals (AHPs) and Ass/etc undertaking
A Programme monitoring A No. of referrals vs. No. of eligible Psychologists at Universal, Targeted an screening
systems and programme patients Specialist level. A More effective utilisation
evaluations A Uptake and engagement of A Confidence in th@rehabilitation of staff resource within
patients followingPrehabilitation programme and its delivery model in NI prehabilitationand wider
communication from: A Improved job satisfaction, ownership an teams
Surgeon/Consultant/ CNS/ AHP « empowerment of cancer care
MacmillanMMC professionals
m-e|
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System

The tasks needed to reach you

A

outcomes
Collaborative working
between HSCTs, councﬂs
and community partners
Appropriate funding and
resource in place
Steering group meetings
Programme monitoring
systems and programme
evaluations
Referral pathways in plac
Information sharing
mechanisms in place

Outcomes / Impact

The measures dctivity Short term

A

Develop a sustainable regional NI
model, service standards and
specification for colorectal cancer
prehabilitation

Support 3,000 people living with
cancer across NI and a further 13,5
people affected by cancer
Development of Trustevel models,
service standards and specification
for up to five tumour sitesg.g.lung,
head and neck, Upper Gl, breast, ai
gynaecological cancer), two in each
Trust.

No. ofMacmillanMove More
Coordinators in post in each council
No. of appropriateprehabilitation
professionals in posts within each
Trusts

Demographic and geographic profile
of patients involved in the
programme vs. those who are eligib
Ways of sharing information and
learning and best practice

Steering group teammeeting notes
and agreed action plans

Funding in place beyond March 202

A

A

All regions in Ndlelivering the same
service standard and specification for
colorectal prehab.

Equitable and consistent access to
prehabilitation services

Improved referral and collaborative
working across the range of partners
and stakeholders

Promotion of good practice

throughout all Trusts relating to cance A

prehabilitation
Impact on cost per patient in relation

to reclaimed bed days and reduced A

referral for higher level support needs

A Appropriate

prehabilitation
professionals in place to
provide prehabilitation
support.

Commitment to rollout
and embed
prehabilitationin other
cancer pathways
Transform both outcomes
of cancer treatment and
patient experience
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Appendix D:Overview of the programme in each HSCT

Tumour site
offering prehab

Prehabilitation start date Fundedprehabilitation resource Resource provided ikind

/non-funded

Belfast December 2023 but soon A Colorectal A Clinical Project Manager (band 8aat0.6 A CN& Q GAYS Ay
paused due to the vacancy of WTE), although the post became vacant in and referring patients to
the Clinical Project Manager January 2024. A new project manager was prehab
post. Prehabilitationresumed appointed in November 2024 with a key
in early summer 2024 with a focus to scope out howrehabilitationcan
primary focus on rectal cance be delivered across all tumour sites in Belf:
patients undergoing neo HSCT.
adjuvant chemotherapy.

Northern November 2022 A Colorectal Clinical Project Manager (band 8a at 0.6 I b{aQ GAYS &

A Lung WTE) and referring patients to
A Haematology Posts funded by Charitable Trust Fufsn prehab
recurrenty Rooms in various hospital
A PrehabilitationPhysiotherapist (band 7 i~ Outpatient settings to host
1 WTE) prehabilitationclinics
A PrehabilitationDietitian (band 7 at 1 WTE
A Physiotherapy Assistant (band 4 at 0.5
WTE)
A Dietetic Assistant Practitioner (band 4 at
0.5 WTE)
Southern November 2023 A Colorectal Clinical Project Manager (band 8a at 0.6 /I b{aQ GAYS &
A Lung WTE), although the post became vacant in and referring patients to
September 2024. A new project manager prehab
was appointed in December 2024 with a ke A 0.2 Band Pphysiotherapist
focus to scope out howrehabilitationcan who offered 2 faceto-face
be delivered across all tumour sites in patient slots pemweek
Southern Trust
m-e|
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South
Easte

m

Western

March 2021 (Clinical Project

Manager in post from
September 2022)

Formally started in February

2024 after a pilot with the

colorectal team between May

and November 2023

>y D> >

Colorectal
Lung
Head and Neck

Colorectal
Head and\eck

A

A

Clinical Project Manager (band 8a at 0.6

WTE)

Clinical Project Manager (band 8a at 0.6
WTE) although the post became vacant in

December 2024.

A

A

A room in the local leisure
centre in Newry, Mourne
and Down was utilised du
to the unavailability of a
suitable location within

0 KS c¢facitirasi Q &
I b{aQ GAYS &
and referring patients to
prehab

I b{aQ GAYS &
and referring patients to
prehab

Personalised Care
FacilitatoQa O2 y G 1
of 2 to 5 hours a week
providing telephone basec
support, including
associated admin tasks

{z

m-e|
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AppendixE Screening and intervention detalls

Northern Trust

Eligibility

Colorectal:Available to patients aged 18 and older who are undergoing curative treatment. Those identified with a atmdoscopy, whether confirmed
or highly suspicious of cancer, aiso eligible.

Lung:Available to patients aged 18 and older who are undergtiegtmentfor lung cancer.

Haematology Available to patients aged 18 and oldeino will receive autologous stem cell transplant or EAReatment

Referral criteria

Those with a confirmed or suspected diagnosis of cancer are reviewed in amd#iig. The Colorectal and Haaiwlogy CNSs conducts the prelilghtion
screening process and refers patients to the prélitbion team and/or other appropriate services. For patients with lung cancer, the piltagéibn team
accept a blanket referral; the prehgitation team complete the screening, assessment and deliver the piibtadion intervention.

Prehabilitationinterventions:

Physical activity Rockwood Frailtgcore: 1 to 3 Rockwood Frailty score: 4 Rockwood Frailty score: 5 to 9

Screening tool: Rockwood Frailty Scal 1 Seltmanaged approach with 1 1-2-1 support initially from Physio 9§ Physiotherapy team to determine
supporting materials provided (DIN and/or Physio Assistant. personcentred plan dependent on
prehabilitationbooklet and NHSCT {  Motivational interviewing / brief individual need.
colorectalprehabilitationcancer Intervention approach. 1 Patients who will have temporary
services website). 1 Supporting material provided (DIY stoma formation (i.e. with planned

1 Motivational interviewing / brief prehabilitationbooklet and NHSCT reversal) or are undergoing long

Intervention approach. colorectalprehabilitationcancer course chemeadiotherapy will

services website).
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1 MacmillanMove More referral if 1 MacmillanMove More referral if also be referred to Trust physio vie
appropriate/requested. appropriate/requested. this pathway.
1 Supporting material provided
(prehalilitation booklet and NHSC”
colorectal prehabitation cancer
services website).

Nutrition PGSGA score: 0 to 1 (low risk) PGSGA score: 2 to 4 (moderate risk) PGSGA score: 5 to @tigh risk)
Screening tool: Patient Generated 1 Seltmanaged approach with 1 Supporting material provided (DIY § NDR!' Y W9l GAy3 . S
Subjective Global Assessment (PGSG supporting materials provided (DI prehabilitationbooklet and NDR .SGGSND o221t Si:
prehabilitationbooklet, Macmillan 'Y WoldGAy3a . SOG!7 PrehabilitationDietitian to assess
Wl SFHtGKe 9FdAy 3! booklet and NHSCT colorectal and determine persowentred plan
colorectalprehabilitationcancer prehabilitationcancer services dependent on individual need.
services website). website).
1 Encourage patients to follow the  § Macmillan Gl dietitian to assess
NHS Eatwell Guide. and determine persoitentred plan
1 CNS continues to monitor patient. dependent on individual need.
Emotional Wellbeing Distress Thermometer score: 0to 3 | Distress Thermometer score: 4to 6  Distress Thermometer score: 7 to 10

Screening tool: Distress Thermometer 1 Supported provided by CNS and/c § Interventions include Key Worker {  Specialist team to assess and

and EGBD-5L MacmillanMMC support, counselling via CNS and/ determine persorcentred plan
91 DlYprehabilitationbooklet psychology services dependent on individual need.
1 Motivational interviewing / brief 1 DlYprehabilitationbooklet 1 Macmillan Information and
Intervention approach. 1 Macmillan Information and Support team referral as required.
1 Macmillan Information and Support team referral as required.
Support team referral as required.
Smoking cessation All patients will be asked if they smoke during initial holistic prehabilitationassessment and will be given advice,

literature, or referredto Smoking Cessation Teahappropriate.

6 https://www.nhs.uk/live-well/eat-well/food-guidelinesand-food-labels/the-eatwellguide/
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Alcohol reduction Patients who consume higher levels of alcohol will be encouraged to reduce their intake to an appropriate level and ci
NEFSNNBR (2 (GKS ¢NMzA(iQa FRRAOGAZ2Y aSNBAOS AT I LILINE LIN

Screening tool: alcohol use disorders

identification test consumption (AUDI

C)

South Eastern Trust

Eligibility

Colorectal:Available to patients aged 18 and older who are undergoing curative treatment, suitable for surgery or receiving neoalduraggtfor rectal
cancer.Thoseidentified with a tumour during endoscopy, whether confirmed or highly suspicious of caareealso eligible.

Lung:Available to patients aged 18 and older who are undergoing curative treatment or palliative treatment for lung cancer.

Head and NeckAvailable to patients aged 18 and older who are undergoing curative treatment, with surgery being the primary treatment.

Referralprocess

Those with a confirmedr suspectedliagnosisof cancerare reviewed during the MDT meeting to determine their eligibility for prefdt®e CNS$conduct
the screening processt the ResultsClinic or via telephone consultatioand refers patients to appropriate services via grehabilitationelectronic referral
form.

Prehabilitationinterventions

Physical activity Rockwood Frailty score: 1 to 3 Rockwoodrrailty score: 4 to 5 Rockwood Frailty score: 6 to 9

Screening tool: Rockwood Frailty Scal 1 Seltmanaged exercise prescriptior Supervised exercise prescription f Physio to determine persen
with supporting materials with supporting materials centred plan dependent on
provided, i.e prehabilitation provided, i.e prehabilitation individual need.
information pack. information pack.
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1 Referral toMacmillanMMC 1 Including colorectal cancer patient { Rectal cancer patients on a long

on a neoadjuvant course chemotherapy/deep-bay
chemotherapy/deep Xay (DXT) (DXT) treatment plan with
treatment plan temporary stoma are also

1 Referral toMacmillanMMC supported by Specialist Pelvic

Health Physiotherapist.
1 Patients provided with
prehabilitationinformation pack.

Nutrition MUST score: 0 (low risk) MUST score: 2 (medium risk) MUST score: >2 (high risk)

Screening tool: Malnutrition Universal 1 Referral toMacmillanMMC 1 121 support from Dietetic Support { Specialist Dietitian to assess and

Screening Tool (MUST) 1 Patients provided with Assistant determine persorcentred plan
prehabilitationinformation pack. 1 Patients provided with dependent on individual need.

prehabilitationinformation pack. 1 Patients provided with
prehabilitationinformation pack.
1 Including all suitabledad and neck

patients
Emotional Wellbeing Distress Thermometer score: 0to 3 Distress Thermometer score: 4 to 10
Screening tool: Distress Thermometer  Referral toMacmillanMMC 1 TargetedReferral to Macmillan Information and Support Services for
91 Patients provided with counselling if appropriate
prehabilitationinformation pack. 1 SpecialistMental Health Services/Clinical Psychologist interventions if
1 Referral to Macmillan Information required.
and Support Services unless opt ¢  Patients provided witlprehabilitationinformation pack.
Smoking cessation All patients will be asked if they smoke during initial holistic prehabilitationassessment and will be given advice,
literature, or referred to Smoking Cessation Team if appropriate.
Alcohol reduction Patients who consume higher levels of alcohol will be encouraged to reduce their intake to an appropriate level and re

) ) to Alcohol Misuse Team if appropriate.
Screening toolalcohol use disorders

identification test consumption (AUDI
C)
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Appendix F: Patient stories

Patient story: Craig

About Craig

Craig, in his late 50s and working at an
accountancy firm, visited A&E in
December 2023 for a hamstring injury.
During his visit, he mentioned
experiencing  occasional bleeding
following bowel movements. He was
promptly advised to undergo a Faecal
Immunochemical Test (FIT), which led
to a colonoscopy where two tumours

were identified. Craig then embarked

on an extensive treatment plan,
including radiotherapy, chemotherapy,
and ultimately surgery in November
2024.

Health and Social Care Trust:
Northern

Tumour Site: Colorectal

How was prehab introduced?

Craig was soon contacted by the prehab team for
assessments and tests, which he welcomed as he was
always keen to monitor his own health and it provided
him an opportunity to ask questions. He understood
that the prehab support was designed to help him
prepare both physically and mentally for his treatment
and recovery.

“That's what | understood. It was going to be,
you know, the body being ready for it and
being prepared and being able to cope with
everything | was going to have to put up with
the next sort of nine to ten months.”

Prehab support received

Craig appreciated the advice given on physical activity
and was motivated to keep being active during radio
and chemo therapies. Craig was also referred to his local
Move More Coordinator but preferred to manage his
own activities by walking on his treadmill or around the
neighbourhood.

Craig also received some counselling and holistic therapies from Macmillan during chemotherapy when

his mother passed away.

Impact of prehab

He was contacted by the prehab team post-chemo for another assessment and was encouraged by
the improved results which motivated him to ‘get his head back in the game’.

“Whilst I didn’t feel as healthy, it forced my body to tell me, ‘No, you
can still do this’. It's ‘You need to head back in the game,’ type of

thing.”

Adapting to living with cancer

Prior to hamstring and calf injury, Craig was very active and ran several times a week. He is keen to
build up his fitness again as soon as his surgery wound heals after several infections.

“Hopefully I'll be cancer free, so it’s really just managing things
like the, you know, the stoma and the bag. As I venture back into
the world again, I just think getting back to fitness is a key thing
to get a bit more of myself again.”
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