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Background: 
 
With the number of people predicted to be living with cancer in the UK rising to 4 million by 
2030, the Transforming Care after Treatment (TCAT) Programme tested new models of 
care that would support the unmet needs of people surviving cancer and pave the way for 
stratified care processes (Health Improvement Scotland, Macmillan Cancer Support & 
Scottish Government, 2013). Learning from TCAT Projects was shared widely through 
local, regional and national cancer forums.   
 
NHS Borders (NHSB) was an early implementer of the TCAT Programme in 2014, 
successfully testing a new model of care that offered key elements of the Macmillan 
Recovery Package to people surviving cancer: 
 

1. Holistic Needs Assessment (HNA) with personalised care plan 
2. Health and Wellbeing Events (H&WBE) 
3. End of Treatment Summaries  (EOTS) 

 
The Project ran over 3 time periods (Figure 1): (i) Phase 1: TCAT Pilot, a new model of 
care in a Locality, (ii) Phase 1 Roll Out: Applying the TCAT model across all NHS Borders, 
(iii) Phase 3: Spreading and Embedding TCAT into business as usual.   
 
Figure 1:  
Phase 1:  New TCAT Locality Pilot - 2014-2015 
                 Financially supported by TCAT 
• Pilot Test and successful implementation of a new Model of Care:  Incorporating 

key elements of the Macmillan Recovery Package, in a Locality for people having 
completed cancer treatment in NHS Borders:   

• Consultation with service users, financial, health care, social, community, charitable 
and third sector partners.   

o Second largest town, with the highest rate of social deprivation, in a rural 
community. 

o Introduction of Holistic Health Needs Assessments with individualised care 
plans 

o Introduction of Health and Wellbeing Events 
o Creation of Locality Service Directory  
o End of Treatment Summary templates explored.  

 
(Phase 2: Separate Borders Reablement Community and Social TCAT Project ran by a 
separate Project Group, financially supported by TCAT- 2016-18) 
 
Phase 1 Roll Out:  TCAT across NHS Borders - 2016-2017 
                 Financially supported by a Scottish Government Opportunity 
• NHS Borders TCAT model was successfully rolled out for people having completed 

Cancer Treatment, living in the rest of NHS Borders. 
• Development of End of Treatment Summaries for people receiving SACT in NHS 

Borders. 
• Review systems of work to support patients without a CNS locally.  
• Borders wide service directory 
• Promote local TCAT services locally and regionally  
• Share TCAT outcomes with Public Members, Patients and those involved in the 

pilot  
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• Sustain Stakeholder, Community and Regional networking 
 
Phase 3:  Spreading and Embedding TCAT - 2017-2018 
                 Financially supported by TCAT 
• Further development of End of Treatment Summaries, including non-SACT Cancer 

Treatment completed in NHS Borders. 
• Improving Regional Cancer Pathway Processes 
• Creation of a Central Hub 
• Collaboration with Phase 2 Borders Community and Social TCAT Project 
• Transfer of local service directory information to ALISS national directory system 
• Embedding NHS Borders TCAT model of Care across NHS Borders 
• Planning ahead 

 
Collaboration with multiple agencies across health, social, community, financial and 
charitable organisations throughout the Project, facilitated the development of a Borders 
Service directory and highlighted the need to raise the profile of the vast support network 
to service users and care givers.   
 
All elements of the TCAT model were evaluated positively by service users and 
stakeholders. People reported an improved sense of confidence in managing their own 
care; knowing who to contact, when, and what to expect going forward. Wider 
stakeholders reported positive outcomes about relevant cancer survivor engagement, 
improved access to their service and feeling better informed about how to manage or 
support the needs of people surviving cancer.  
 
Implementation and sustainability of the comprehensive TCAT model was achievable for 
people who had access to a local CNS. However the outcome was not the same for 
people who did not have a local CNS, whose cancer pathway was unclear or who did not 
receive an EOTS after treatment.    
 
The Specialist Cancer Team within the Borders Macmillan Centre consists of; a nurse led 
systemic anti-cancer therapies (SACT) day unit, 2 visiting oncologists, acute oncology 
service, physiotherapist, pharmacist, cancer information and support service (CISS), nurse 
consultant, 2 Advanced Nurse Practitioners (ANPs) and specialist nursing teams. Clinical 
Nurse Specialists (CNS) co-ordinate and deliver specialist cancer services for people who 
are affected by breast, colorectal/hepatobiliary, gynaecology and lung cancers. People 
living with haematology and urology cancers are supported by ANPs. The Cancer 
Information and Support (CISS) team support people with other cancers who are referred 
into their service.  
 
A Phase 1 baseline audit found that most people see their GP for any concerns after 
cancer treatment and so an enquiry was raised with Edinburgh University Health 
Economist team to determine whether a study exploring the reason for these GP 
consultations, after cancer treatment, might be possible. We were advised that this type of 
data is not currently collected and the question would involve a large, independent and 
funded study. The enquiry was not explored further.  
 
An independent ‘Phase 2 TCAT, Borders Reablement Project’ ran simultaneously with the 
NHSB TCAT Project and is reported as a separate initiative. 
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This report provides an evaluation of NHSB Phase 3 TCAT outcomes and should be 
viewed as a follow up document to NHSB Phase 1 TCAT Evaluation (NHSB, 2015). 
 
 
Introduction: 
 
Applying the TCAT model of care to all patient groups was difficult where people with 
cancer were not known to a local CNS or Cancer Information and Support team (CISS) or 
where treatment was given out with the NHSB SACT service. 
 
The Phase 3 TCAT Project focussed on addressing the challenges of maintaining the 
sustainability of TCAT in every day practice:  
 

1. People without a local CNS or CISS support did not access the TCAT package  
2. People who had treatment out-with the Borders Macmillan Centre were difficult to 

detect 
3. Some Cancer pathways across local and regional networks were unclear 
4. HNA tools created an increase in activity for the CNS 
5. Low recruitment of people to H&WBEs  
6. Maintaining ongoing engagement with other health and social care teams 
7. EOTS: Only people receiving SACT in NHSB were receiving EOTS leaving a gap 

for people: 
a. Who received SACT treatment out-with NHS Borders, surgery or radiotherapy 
b. Where their treatment regime stopped or changed before the planned 

completion date 
 
 
Project Aim:  
 
The overall Project aim was to embed the Macmillan recovery package, as business as 
usual by further developing the TCAT model, to ensure care is consistent, equitable and 
sustainable, for all people living within the NHSB area who have completed cancer 
treatment.   
 
 
Project Objectives: 
 

• To capture all people living within NHS Borders who have completed cancer 
treatment 

• Increase the number of people accessing the TCAT package:  HNA, H&WBE and 
EOTS 

• Map all Cancer Pathways to identify gaps and forge links with key stakeholders 
• Development of a ‘Central Hub’, based on current resource in the Borders 

Macmillan Centre  
• Develop and Implement EOTS for non-SACT treatments 
• Provide education on the TCAT model to key stakeholders 
• Identify local and regional TCAT champions to act as a link for ongoing 

communications and education 
• Embed TCAT into every day practice 
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Methodology:  
 
Qualitative Methods: 
Patient Reported Outcome Measures (PROMS):  questionnaires, verbal user feedback 
 
Staff reported outcomes: face to face interviews 
 
Quantitative Methods: 
Quantitative work on numbers of HNAs and care plans delivered and outputs as well as 
implementation of systems for delivering EOTS for all Borders patients. 
 
Continued from Phase 1, a realistic and appreciative inquiry provided the basis of 
integrated approach to developing TCAT support services, by engaging with key 
stakeholders from existing healthcare, social care, community and charitable service 
providers. GP and public involvement groups were consulted and fundamentally, patient 
experience explored.  
 
 
Governance:  
 
The Project board included representation from health and social care to allow sharing of 
information, avoidance of duplication and identification of opportunities. Integrated 
representation on the project board enabled the team to build on work from other local, 
regional and national TCAT Projects. The Project Team, funded from the TCAT Grant, had 
specific ring fenced hours for the Project and consisted of a Project Support Officer and 
expert cancer clinical staff.   
 
Local Governance was achieved via local CNS Team, TCAT Project Team and Project 
Board meetings. TCAT Project Board minutes were reported via Cancer Services Clinical 
Governance Group which in turn reports to BGH Clinical Governance and NHS Borders 
Governance Groups. 
 
Regional and National reporting was achieved by submission of Project Highlight Reports 
to the SCAN TCAT Regional Board and National TCAT Programme Board. 
 
A Project Initiation Document (appendix 1) was produced giving a clear project plan from 
the outset. 
 
 
Stakeholder Engagement:  
 
The Phase 1 communications strategy was revised to incorporate the revised key actions 
and identify relevant stakeholders for communication and engagement with staff, patients 
and stakeholders for the next steps in NHSB Phase 3 TCAT Project (appendix 2), with 
objectives being to: 
 

• Inform stakeholders of TCAT Project development and outcomes 
• Ensure key messages are communicated in relation to TCAT 
• Keep stakeholders updated and engaged in the work of TCAT 

 
Throughout the life of the Phase 3 Project stakeholder engagement included: 
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• Collaboration with health, social care and third sector partners 
• Partnership working with Phase 2 TCAT Borders Reablement Project 
• Linking with multidisciplinary teams and co-ordinators involved in Cancer Pathways  
• Liaising with other regional and national TCAT projects 
• Local team meetings and on-site training in HNA with care plan and EOTS 
• Work with e-health colleagues to develop EOTS for wider treatment groups 

 
 
Holistic Needs Assessments (HNAs): 
 
The impact of HNAs and common themes were evaluated during Phase 1 (NHSB 2015) 
and within the Edinburgh Napier National TCAT Evaluation so not explored further in 
Phase 3.   
 
HNAs have been adopted by NHSB Cancer CNS and CISS teams, as routine, at 4-6 
weeks after the end of cancer treatment and subjectively throughout other points in the 
cancer pathway.  However, ANPs felt unable to maintain consistency and sustainability in 
delivering and following up HNAs due to the demand of clinical priorities.    
 
To identify people who did not have access to a local CNS or CISS and improve 
consistency and equality in HNAs, the following steps were undertaken: 
 

• Creation of a Central Hub 
• Mapping activity for unclear cancer pathways  
• Monitoring of HNA engagement 

o HNAs distributed  
o Return rate 

 
Data for HNA’s completed at other points throughout the cancer pathway were not 
recorded.  
  
To incorporate individual preference and ensure a timely HNA process, HNAs can be 
implemented either face to face, over the phone or by post with a follow up phone call.  
When postal HNAs have not been returned by 4-6 weeks, one phone call is made by the 
CNS or CISS team, to provide an opportunity to engage with the process. The HNA 
timeline is adapted for some people; e.g.: head and neck cancer causing severe post 
treatment side effects. People are given verbal and written instruction on how to complete 
an HNA, including reporting “no issues”. HNA activity and return rate includes those 
reporting no issues.  
 
A total of 235 HNAs were initiated with a return/completion rate of: 
 

• Breast:       68% (57 out of 83)  
• Lung:      46% (14 out of 30)  
• Gynaecology:   46% (13 out of 28)  
• Colorectal/Hepatobiliary:   21 % (7 out of 33) 
• CISS:      56% (34 out 61)  
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.

 
 
Consistent implementation of the HNA process varied between CNS/CISS teams and 
specific cancer groups with reasons being: 
 

• Time constraints of CNSs/ANP, prioritising clinical demands 
• Lack of CNS/ANP confidence using the HNA tool and signposting options 
• Some people with cancer declined the opportunity to complete an HNA  

 
ANPs in particular found it difficult to allocate time to undertake an HNA using the 
concerns checklist, highlighting the medical emphasis on this type of specialist role.   
Embedding a new model of care into business as usual required ongoing education and 
support for staff not quite confident with the process.  
 
Challenges to sustaining HNA implementation: 
 

• Adjusting to a new way of working 
• Prioritising clinical demands  
• People who completed treatment out with NHSB or who did not have a CNS locally 

were difficult to identify 
• Reduced staffing due to absence or vacancy 

 
People opting not to participate with the HNA process was more common with colorectal 
cancer patients. We did not explore further why people with certain tumour sites were less 
likely to engage with the process. 
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HNA Return Rate – October 2017-October2018 (Figure 2) 
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Central Hub:  
 
A Central Hub was created to address the challenges in sustaining HNA implementation 
within existing resource. The aim of the Central Hub is to facilitate comprehensive delivery 
of the TCAT/recovery package for people in every cancer group. The Central Hub sits 
within the existing CISS service and is co-ordinated by the CISS manager.    
 
Central Hub Development Process: 
 
Development involved: 
 

• Mapping Cancer Pathways 
o Identifying gaps in pathway processes 
o Establishing links with key personnel 
o Creation of 2-way communication channels 

 
• Communication and engagement with regional MDT Colleagues 

 
• Agreeing points in pathway for HNAs  

 
• Strengthen collaborative working relationships and communication channels with 

local and regional cancer teams  
 

• Development of Standard Operating Procedures  
o Liaison within cancer pathways 
o HNA triage 
o Referral processes 

 
• Consideration of how the role of a Band 4 Cancer Assistant Practitioner could 

facilitate and support delivery of the TCAT model 
 
Outcomes: 
 

• Integration of cancer pathways into CISS and Central Hub Policy 
 

• Safe and timely transfer of information between local and tertiary centres, including  
o MDM outcomes  
o New patient clinic letters sent to CISS and NHSB 

 
• Every patient diagnosed with cancer who does not have a CNS or ANP, is  

identified and contacted by CISS to be: 
o offered an HNA with care plan  
o invited to a Health and Well being event  

 
• Every person diagnosed with cancer and their families are offered support services 

at the point of cancer diagnosis 
 

• Referral guidelines to Cancer MDMs across NHS Borders and NHS Lothian Health 
Boards including key cancer team contact details are available on NHS Borders 
intranet 
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• Proposed job description for a Band 4 Cancer Assistant Practitioner (appendix 3) 
o Triage HNAs and signposting 
o Co-ordination of health and wellbeing events 
o Supporting the cancer specialist team in delivering holistic care 

 
• Enlisting TCAT champions across pathways out-with NHSB proved difficult.  

 
Creation of the Central Hub facilitated a new way of working that identifies people 
diagnosed with cancer who do not have a local CNS or ANP, improving consistent access 
to TCAT components of care for everyone.   
 
Future development of the Central Hub will test a central triage point for every HNA with 
the aim to further increase the number of people accessing the recovery package, improve 
HNA return rate and reduce the impact of TCAT on specialist clinical staff.  Funding has 
been secured from Macmillan to support a 2 year project, testing the role of the Band 4 
Cancer Assistant Practitioner in the Central Hub.  
 
 
Health and Well Being Events: 
 
H&WBE’s events are promoted from diagnosis by the cancer team, with people being 
encouraged to bring a friend, relative or carer and are held in a selection of community 
venues to encourage people towards independence, focusing less on hospital services. 
 
All H&WBEs were evaluated positively by both attendees and Market stall holders. People 
reported feeling more confident following the event, knowing what to expect, who they can 
contact and what relevant services are available to them.  Attendees expressed some of 
the benefits of attending as: 
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have gone through 
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Attendee and market stall holder feedback from each H&WBE is used to inform future 
sessions.   
 
Collaboration with Market stall holders facilitated ongoing constructive working 
relationships, creating a 2-way information sharing process that raises awareness of 
services across the Region and informs further service development. Market stall holders 
could not commit to more than 2-3 H&WBE per year due to their own service demands.  
 
How Helpful Did You Find The Group Session?     

 
 
 
How helpful did you find the event? 
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Poor 
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Very Good 
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06.09.2018 

06.09.2018 
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Everyone attending the H&WBE evaluated the sessions positively. People commented 
that they gained far more than expected.  
 
Although H&WBEs continue to be evaluated positively, recruitment was low. Reasons 
people gave for not attending a H&WBE were:   
 

• “returned to work so no time off”  
• “didn’t think the event was for me” 
• “don’t like groups”  
• “know where to go if need help” 
• “forgot about the event” 
• “the date wasn’t suitable” 
• “the venue wasn’t suitable” 

 
When the venue for the most recent H&WBE was held on hospital premises, recruitment 
improved. Collaboration with Phase 2 Reablement Project continues to promote future 
events. 
 
 
End of Treatment Summaries (EOTS): 
 
EOTS were developed during the transitional period of Phases 1 and 3. Stakeholder 
consultation informed EOTS development, Patients, GPs, CNS, Oncology Consultants, 
SACT Nurses, CISS and IT department.  
 
Agreed templates were trialled in the Borders Macmillan SACT outpatient setting. Pre-
populated templates for each chemotherapy regime were uploaded to TRAK (n:47) and 
additional relevant information populated by the Oncology Treatment Team and 
Pharmacist at the penultimate treatment; an example of the EOTS and EOTS Standard 
Operating Procedure (SOP) can be seen in appendices 4 & 5.  
 
Questionnaires were sent to all GPs whose patients received EOTS (appendix 6). 
Feedback was positive: 
 

• 100% of GPs felt having a copy of the patient’s EOTS gave them clear information 
on: 

o Diagnosis 
o treatment aim 
o treatment side effects 
o when to refer back to specialist services 
o who to refer back to and patient follow up plan 

 
• 100% of GPs felt the EOTS gives their patient clear and appropriate information 

 
A questionnaire (appendix 7) was also sent to 21 people who had received an EOTS with 
a response rate of 62% (n:13). Two people could not remember receiving an EOTS.  
Everyone who remembered receiving an EOTS (n:11) said the document:   
 

• Had clear information 
• Was easy to read 
• Is easy to understand 
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• Contained relevant information  
• Helps them understand the aim of treatment 
• Helps them understand what side effects to look out for  
• Helps them know who to get in touch with for what 
• Explains follow up 
• Gives them confidence in understanding and self managing care 

 
A small survey (n:15) looking at patient preference between the developed EOTS 
Template or structured clinic style letter used by other Health Boards was undertaken 
(Appendix 8) with the following results: 
 

• Response rate 66% 
• 80% of people asked felt the EOTS Template was clearer in providing information 

on treatment aim, long term effects, who to get in touch with, and follow-up after 
treatment 

• 20% of people who preferred the structured letter gave no rational apart from 
preference on the layout of the form 

• All responders did not think any information was missing 
 
Introducing SACT EOTS improved understanding about cancer treatment and what to 
expect; for both people with cancer and their GP. Further EOTS were developed for 
people whose surgery was undertaken in NHSB. Surgical EOTS are populated on TRAK 
by a CNS or CISS around 4 weeks after hospital discharge.  
 
 
Service Directory: 
 
TCAT Directories were developed and rolled out across the whole of NHSB in Phase 1. 
During Phase 3 systems were created to transfer the NHSB TCAT Directory onto the new 
ALISS National Directory System.   
 
 
Discussion:  
 
Overall, the impact of the TCAT model was evaluated positively, with people feeling better 
informed and able to pro-actively seek appropriate help or advice at the right time.   
 
The constructive work undertaken to map cancer pathways was invaluable, not least for 
forging productive multi-disciplinary relationships and processes across diverse settings 
but for creating a reliable system that identifies all people living in NHSB who have been 
diagnosed with cancer, to the cancer specialist team. This resulted in an increase in the 
number of people given the opportunity to access the Macmillan recovery package.  
 
A robust system for EOTS is embedded in the local SACT setting for people who have 
completed cancer treatment however, more work needs to be done to ensure the delivery 
of the same information for people who are on maintenance SACT and for all local 
surgery. As the National TCAT Program evolves, EOTS developments can be shared to 
inform further improvements and to support teams not yet on board with EOTS 
development.   
 13 



The development of a Central hub within CISS has been successful in facilitating the 
TCAT process for people who do not have a CNS and creating a system that aims to 
support future risk stratified care. In addition, collaboration with the TCAT Borders 
Reablement Project achieved a shared vision to create referral processes for the wide 
variety of services necessary to meet the holistic needs of people with cancer.  Further 
education and collaboration is required across health, social, community, financial and 
other services to maintain and further develop a holistic person centred approach.  
 
 
Recommendations: 
 

1. Encourage all health care professionals looking after people with cancer to adopt a 
holistic approach to assessment and care planning 
 

2. Consideration of a Primary Care TCAT Project, should further TCAT or cancer 
funding opportunities become available 
 

3. EOTS for maintenance SACT 
 

4. Further IT collaboration on EOTS and potentially HNAs 
 

5. Continued development of Central Hub 
 

6. Band 4 Cancer Assistant Practitioner Project 
 

7. Better marketing and user engagement of H&WBEs 
 
 
Conclusion: 
 
CNSs are key to co-ordinating care and supporting people with cancer, through a 
seamless pathway, involving sometimes multiple local and regional Services.  
Implementing the TCAT model where the CNS is a consistent presence within the pathway 
was initially achievable. With the increasing demand on CNS and ANP services, the 
addition of a Band 4, Cancer Assistant Practitioner pilot post, aims to test an HNA triaging 
system and to explore possible ways in which the CNS and ANP teams can be supported 
to ensure everyone diagnosed with cancer gets the right support at the right time.   
 
The TCAT model of care facilitated the implementation of the Macmillan Recovery 
Package in NHS Borders. This resulted in a new way of working which empowered people 
living with, and beyond cancer to live a healthy life, with confidence outwith the hospital 
setting. This was achieved by identifying their holistic needs and providing timely access to 
the most appropriate services. Ongoing collaborative multi-agency working, across the 
boundaries of health and social care, is required to further shift the focus of living with 
cancer away from illness and reliance on hospital services, towards living well with and 
after cancer.    
 
Whilst cancer specialist teams are now familiar with the TCAT concept, education across 
the wider health and community care settings is required to fully incorporate the TCAT 
model into every day practice.  A change in health care culture is required to shift the focus 
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of us all towards empowering people to recognise and manage their health needs with 
support from the right service at the right time.   
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Appendix 1: Phase 3 PID 
 

 



 
 

 

  



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
  

 



 
  

 



Appendix 2: Communications Strategy 

 
 



 
 

 



 
 

 



 
 

 



 
  

 



  

 



Appendix 3: Band 4 Job Description                                                                                                                                   

 

 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 
 
  



 
  

 



Appendix 4: EOTS Example 
 

 
 

 



 
 
 
 

 



Appendix 5: EOTS SOP 
 
 
 

 
 

 



 
 

 



 
 
 
  



 
  

 



Appendix 6: EOTS GP Feedback Questionnaire 
 

 
  



 
 
 
  



Appendix 7: EOTS Patient Feedback Questionnaire 
 

 
 

 



 
   



Appendix 8: Patient Questionnaire EOTS v Clinical Letter 

 
  

 



 
 
 
 

 



 
 
 
  



 
 
 
 

 

 


