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Abstract

Purpose We evaluated the utility of the implementation science framework “Integrated Promoting Action on Research
Implementation in Health Services” (i-PARIHS) for introducing patient-reported outcome measures (PROMs) into a medi-
cal oncology outpatient department. The i-PARIHS framework identifies four core constructs for implementation, including
Facilitation, Innovation, Context and Recipients.

Methods A pilot study used the i-PARIHS framework to identify PROM implementation barriers and enablers to inform
facilitation support strategies, such as training clinicians and staff, workflow support, technical support and audit and feed-
back. Pre- and post-implementation surveys were completed by 83 and 72 staff, respectively, (nurses, doctors and allied
health), to assess perceived knowledge, enablers, barriers and utility of PROMs; and acceptability of the PROM intervention
was also assessed post-implementation.

Results Important barriers included time constraints and previous experiences with technology. Enablers included good
leadership support and a culture of learning. Facilitation strategies were used to overcome barriers identified in the i-PARIHS
core domains. Compared to before the intervention, staff surveys showed improvement in perceived usefulness, perceived
understanding and interpretation skills for PROMs. Staff perceptions about lack of time to use PROMs during visits remained
a major perceived barrier post-implementation.

Conclusion The i-PARIHS framework was useful for guiding the implementation of PROMs in routine oncology care. The
four core i-PARIHS constructs (Facilitation, Innovation, Context and Recipients) identified factors that directly impacted
implementation, with Facilitation having a particularly important role to overcome these barriers. Oncology clinics and
health systems considering implementing PROMs should consider having a dedicated Facilitator available during PROM
implementation.
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Background

In clinical trials, patient-reported outcome measures
(PROMs) improve communication between patients and
clinicians, resulting in quality of life and survival benefits
[1-3]. Implementation strategies are key to translating
health innovations into practice [4], but little is known
about the optimal implementation strategies for PROM
integration in medical oncology outpatient departments.

Care delivery transformation within the clinical envi-
ronment of an outpatient oncology clinic is complex [5-7].
This complexity comes from the many levels of the larger
health ecosystem [8] into which outpatient oncology wards
are embedded [9], as well as the diverse needs of cancer
patients undergoing a multitude of treatment protocols and
follow-up [10]. Teams of multidisciplinary health profes-
sionals may be involved in each patient’s care and they
may have competing priorities with diverse knowledge,
attitudes and beliefs [11, 12]. In randomised controlled
trials (RCTs) testing the value of PROMs, the clinical
trial coordinator often played an invisible role facilitat-
ing uptake of the PROM innovation with patients and
staff teams (e.g. conducting training sessions and running
clinic-level reports) [13, 14]. However, in routine clini-
cal practice, there may not be investment in a dedicated
implementation support role to support this complex pro-
cess [15]. To implement a new intervention into this type
of an environment requires insight into the interplay of
the innovation (PROMs), the context and setting and the
people and roles involved [16].

The multiple stakeholders required to implement
PROMs include patients, families, nursing staff, adminis-
trative staff, medical staff, allied health professionals and
records managers, all need to be engaged in using PROMs
[5]. Their involvement is required to ensure initiating, han-
dling, interpreting, and responding to PROMs as part of
routine care delivery [17, 18], thus making this a complex
healthcare intervention [19].

We used the implementation science framework “Inte-
grated Promoting Action on Research Implementation in
Health Services” (i-PARIHS) to examine factors impacting
the use of the PROM version of the Common Terminology
Criteria for Adverse Events (PRO-CTCAE) [20] during
patient care visits.

i-PARIHS is a framework specifically designed for
implementing complex interventions in healthcare [21]
and is unique in emphasising the role of a Facilitator as the
central construct of successful implementation. Like other
determinant frameworks in implementation science [22],
i-PARIHS can be used to help understand and overcome
the multiple influences impacting implementation. Based
strongly on experiential learning and empirical evidence,
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whilst drawing on a range of behaviour change theories,
i-PARIHS can be used to plan, guide and understand com-
plex implementation in healthcare [23]. This paper reports
on a pilot implementation case study using the constructs
of i-PARIHS (see Box 1).

The aims of this paper are to

1. describe this case study of PROMs implementation in
routine oncology practice using the i-PARIHS frame-
work [21], to better understand what conditions are
critical to enable integration of this intervention into
the clinic;

2. describe the Facilitator role and how it was used to over-
come barriers to PROM implementation;

3. determine changes in clinician and staff perceptions of
acceptability [4] and knowledge of PROMs, and per-
ceived skills in interpreting and using PROMs with
patients and

4. summarise lessons learned to inform implementation,
sustainability, scale and spread of future PROM projects.

Box 1: The intervention design

The PROMs intervention consisted of patients complet-
ing the PRO-CTCAE in the waiting room of two oncol-
ogy clinics in Australia, and clinicians reviewing patient
responses and acting on burdensome symptoms. The
core-set PRO-CTCAE measures cancer-specific symp-
toms such as constipation, diarrhoea, nausea, vomiting,
shortness of breath, fatigue, anxiety, low mood, pain,
peripheral neuropathy, and other symptoms [9]. Patients
completed the PRO-CTCAE items via a touchscreen
workstation in the waiting room. A paper copy of the
patient’s PROM report was automatically printed, then
immediately available to the care team for use during
the visit. The PROM report was also imported into the
patient’s scanned electronic medical record for future ref-
erence. The immediate availability of standardised symp-
tom reports has been shown in RCTs to improve symptom
detection, more consistent management of symptoms,
quality of life and mortality [13].

Implementation took place in two oncology outpatient
clinics in a large metropolitan hospital in Queensland,
Australia. This hospital provides oncology services for
the metropolitan area as well as specialist referral ser-
vices for patients across the state.
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Methods
Implementation framework

To comprehensively understand PROM implementation
issues presented in the literature [25-29], and to inform
selection of an implementation framework, we previously
undertook a scoping review of systematic reviews [19]. This
review identified key themes of (1) engaging clinicians, (2)
integration of technology for PROMs and (3) strategies to
respond to PROMs data [14]. It was identified that these
themes correspond to core constructs of the i-PARIHS
framework (Recipients, Innovation and Context), and so it
was chosen as the guiding framework for our pilot study
[30]. In this report, we present i-PARIHS terms in italics.

Each core construct of i-PARIHS has a sub-set of poten-
tial factors that can become enablers or barriers for imple-
mentation that can be addressed using Active Facilitation,
which has been demonstrated to increase uptake of research
evidence in primary care [24, 31, 32] and is “how” the
implementation happens. Central to the i-PARIHS frame-
work, Facilitation is “the construct that activates implemen-
tation through assessing and responding to characteristics of
the Innovation and the Recipients (both as individuals and in
teams) within their Contextual setting” [21, p. 6].

For this study, an internal novice Facilitator (NR), an
oncology nurse experienced as a clinical trial coordinator,
conducted study activities pre-, during- and post-imple-
mentation. Consistent with the concept of the Facilitator’s
Jjourney [30], the novice Facilitator engaged with a expert
Facilitator (AM) and a local multidisciplinary peer group
of clinician—implementers for reflection (and peer learning)
every 1-2 months during the implementation. She also had
structured academic support from a research team with uni-
versity academic affiliations to the setting.

The scoping review of systematic reviews [14] theme of
engaging with clinicians aligned with the i-PARIHS Recipi-
ents construct of “who” receives the intervention. Whilst the
Recipients included clinicians, patients and health adminis-
tration staff, this case study focuses on the views of the clini-
cal staff, as the group who reviewed the PROM, interpreted
patients’ responses and responded to achieve the anticipated
clinical outcomes of the intervention. Clinical staff in the
setting included nurses, doctors (specialist oncologists and
trainees) and a range of allied health professionals, including
dietitians, physiotherapists, occupational therapists, speech
therapists, psychologists and social workers.

Within the i-PARIHS framework, potential Recipient ena-
blers and barriers include factors, such as motivation, value
& beliefs, clinical consensus, local opinion leaders, exist-
ing data sources, skills and knowledge, time and resources,
learning environment, collaboration and teamwork, power

and authority and professional boundaries and networks
[21].

In the scoping review of systematic reviews [14], the
theme of technology integration for PROMs aligned with
i-PARIHS’s construct of the Innovation. This is “what”
is implemented and is described in more detail in Box 1.
Potential barriers and enablers within the Innovation con-
struct include underlying knowledge sources, clarity, degree
of fit (compatibility or contestability), degree of novelty,
likely boundaries, trialability and relative advantage [21].

The scoping review of systematic reviews theme [14] of
strategies to respond to PROMs data aligned with i-PAR-
IHS’s Context, “where” the implementation takes place and
encompasses the characteristics of the setting.

Enablers and barriers considered under the Context
domain included characteristics of the inner and outer con-
text. Inner Context factors included formal and informal
leadership support, culture, past experience of change,
mechanisms for embedding change and learning and evalua-
tion and feedback processes. Outer Context factors included
organisational priorities, structure, leadership and senior
management support, systems and processes, culture, his-
tory of innovation and change, and absorptive capacity (the
ability to absorb change in the Context) [21].

Study design

This study used a descriptive mixed methods case study
design nested within a prospective trial of PROMs imple-
mentation in two oncology clinics [33, 34]. The research
protocol of the trial is presented elsewhere [35].

Data collection and analysis

Qualitative data were coded by the Facilitator (NR) [35]
using a content analysis [36], informed by the i-PARIHS
framework [21]. Data collected by the Facilitator over a
12-month period was informed by the research protocol.
These data included field notes comprising structured obser-
vations of activity for context assessments and process map-
ping [21], weekly case report forms and transcribed quotes
from Recipients as memos. Results from the pre-implemen-
tation findings had been previously shared (and amended for
accuracy) with Recipients to plan the implementation and
during the iterative evaluation cycles, then also reviewed by
staff post-implementation. Additionally, free text responses
on questions about perceived knowledge, perceived useful-
ness and perceived enablers and barriers in a clinician sur-
vey completed pre- and post-implementation were included
as a qualitative dataset [35]. These qualitative data were col-
lated for the evaluation by NR, and informed discussions
with an expert Facilitator (AM).
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To determine if each factor was a barrier or enabler from
the Facilitator perspective, the novice Facilitator (NR)
and expert Facilitator (AM) separately identified and rated
factors along a visual continuum of barrier to enabler, and
then combined their ratings by consensus. Consensus dis-
cussions were summarised into templated tables, and illus-
trative examples of facilitation strategies were agreed on
by discussion. Final tables were reviewed for face valid-
ity by a third rater, the lead senior academic team member
not directly involved in the health service (MJ). Whilst we
recognise that such judgements are inherently subjective,
potential biases on the part of the Facilitator (NR) were thus
mitigated through a number of mechanisms, including the
cycles of evaluation with participants, reflexive monitoring,
expert facilitation discussions and collaboration with a wider
academic team.

Quantitative data included a survey adapted from Rou-
ette et al. [35, 37] used to elicit clinician and staff percep-
tions of PROM acceptability [34], knowledge and utility of

PROMs, and enablers and barriers. Surveys were distributed
to nursing, medical and allied health professionals involved
in providing care to patients, before and after implement-
ing the intervention. Data were summarised by discipline
group, reporting the proportion of respondents who agreed
or strongly agreed with each statement and are presented in
a table for comparison.

The potential conflict of interest that could come from the
novice Facilitator’s relationship with participants was
addressed in the design of the study, including the ethical
considerations that were integrated into the study protocols.
For the anonymous staff surveys, participation was consid-
ered consent and staff could decline participation in surveys
simply by not completing them. During the implementation
phase, staff in-service education was provided, marketing
flyers distributed and information sheets provided. These
resources explicitly stated that participation was voluntary
and staff could opt out at any time in writing on case report

Table 1 Consensus expert and novice facilitator ratings, with examples, of i-PARIHS constructs in the Recipients domain as a barrier or enabler

i-PARIHS recipient constructs Rating Example

Barrier Enabler
Motivation X Variation in perceived utility of PROMs within and between disciplines
Values/beliefs X Strong professional values of person-centred care amongst staff groups
Local opinion leaders X Over the course of the project, peer champions for PROMs emerged
Existing data sources X Lack of local data/reporting processes for patient symptoms
Skills and knowledge X Variable knowledge of PROMs within and between disciplines
Time and resources X Staft feeling pressured with competing tasks and priorities
Collaboration and teamwork X Professional silos and discipline-specific work practices
Power and authority X Project support by Medical Director as co-investigator
Professional boundaries and networks X Limited communication between disciplines, expressed concerns that

other disciplines may not engage leading to disproportionate burden
on some staff

Table2 Consensus expert and novice facilitator ratings, with examples, of i-PARIHS constructs in the Innovation construct were a barrier or

enabler
i-PARIHS Innovation constructs  Rating Example
Barrier Enabler
Clarity X PRO-CTCAE is a simple clinically relevant tool
Compatibility/fit X PROM completion and filing did not initially fit easily into existing workflows
Novelty X Staff varied in embracing new technology and concepts
Trialability X Commencing in single clinic permitted troubleshooting
and reduced disruption and burden
Relative advantage X  Credible recent research findings supported use. Support by the Facilitator
assisted staff who were not confident in relying on the PROM information
Boundaries X Interfaces between electronic and paper records, patient-held and health system-held

records
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Table 3 Consensus expert and novice facilitator ratings, with examples, of whether i-PARIHS constructs in the Context as a barrier or enabler

i-PARIHS Context constructs Rating Example
Enabler Enabler

Formal and informal leadership networks X Project lead had credibility and moderate support from medical and
nursing leadership and peers

Culture X Competing priorities of throughput and patient-centred care leading to
staff tension and competing priorities

Past experience with change X Staff had experience with previous unsuccessful initiatives that became
burdensome

Mechanisms for embedding change X Previous changes had often failed to be sustained

Evaluation and feedback processes X Staff had some familiarity with audit and feedback, e.g. safety and qual-
ity audits

Learning environment X Available in-service education opportunities for staff; strong emphasis
on research evidence

Organisational priorities X Efficiency and risk were highlighted as important

Leadership and senior management support X Research funding provided some credibility and funding discretion, but
not seen as core activity

Structure and systems X Large oncology service; disciplines have separate reporting; complex
interface with existing record systems

Absorptive capacity X Staff were accustomed to accommodating practice changes (e.g. fre-
quent updates to medical protocols) often through “workarounds”

Learning networks X Limited connections with other services that were successfully using

PROMs

forms, or by simply not participating in the implementation
work.

Results

Barrier and enabler ratings from the Facilitator
perspective

Tables 1, 2, 3 show the consensus ratings of the novice and
expert Facilitators, addressed for each i-PARIHS construct.
Strategies used to overcome barriers are discussed in the
text.

Features of the Recipients (focussing on clinical staff) are
summarised in Table 1. The Facilitator used educational
strategies (e.g. training sessions with clinicians and staff) to
introduce PROMs to clinicians and staff and how to inter-
pret patient responses. An identified barrier was a concern
that colleagues would not engage with PROMs, which could
lead to disproportionate burden on some staff or even failure
of the intervention. The Facilitator used open dialogue to
alleviate these concerns.

Table 2 describes the Innovation domain. The trialability
(the ability to test the Innovation at a small scale) improved
the degree of fit (how well the Innovation integrated into
workflows), by being flexible and using iterative implemen-
tation, with the Facilitator supporting each step of the pro-
cess (e.g. patient report completion, report generation, filing

and interpretation) through hands-on technical support and
contingent problem solving. Through consultation with all
disciplines as well as “hands-on” contingent assistance, the
Facilitator was able to model and teach these changes as the
implementation progressed. The PROMs intervention was
reported by staff on surveys as having relative advantage.

Table 3 summarises features of the local and organisa-
tional Context that influenced implementation. Staff said
they were concerned that the health service would not have
the resources to respond to additional patient needs identi-
fied through the PROM information. The Facilitator needed
to maintain momentum by intermittently providing PROMs
reports at clinic level, and ensuring they were consistently
transferred into the EMR record, until the workflows were
established to ensure staff confidence. It took much longer
than anticipated for PROMs workflows to become independ-
ent from the Facilitator. Audit and feedback of the imple-
mentation included routine reporting the proportions of
PROMs completed by patients and PROMs acknowledged
by staff at team meetings of staff [35].

Clinician and staff perspectives of barriers
and enablers
Ninety surveys were distributed to medical, allied health

and nursing professionals currently working in the out-
patient clinic who attended staff meetings or scheduled
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Table 4 Demographic characteristics of staff survey participants

Staff participant Pre-implementation Post-implementation
N=283 N=T2
Demographics
Gender:
Male 19 (23%) 14 (19%)
Female 64 (77%) 58 (81%)
Age
20-40 years 24 (29%) 30 (42%)
40-60 years 47 (57%) 42 (58%)
<60 years 12 (14%) 0 (0%)
Clinician group
Nursing 53 (64%) 42 (58%)
Medical 19 (23%) 20 (28%)
Allied health 11 (13%) 10 (14%)

in-service education, during a 4-week period, pre-imple-
mentation and following implementation, with 83 and 72
responses received, respectively, at these time points. The
demographic characteristics of participants are presented
in Table 4.

Post-implementation, perceived knowledge and under-
standing of PROMs in clinical practice increased. For
example, pre-intervention 82% of doctors, 85% of allied
health professionals and 0% of nurses reported good/very
good understanding of PROMs, and 41% of doctors, 77%
of allied health professionals and 2% of nurses reported
good/very good PROM interpretation skills. Post-inter-
vention, 95% of doctors, 70% of allied health professionals
and 48% of nurses reported good or very good understand-
ing of PROMs, and 85% of doctors, 50% of allied health
professionals and 48% of nurses reported good/very good
interpretation skills. Although more staff agreed that the
PROM reports were useful and intended to use them in
practice following implementation, lack of time remained
a barrier to routine use from the nursing and medical per-
spective. Table 5 shows the pre- and post-implementation
responses for each survey item.

Discussion

This study evaluated implementing PROMs into the rou-
tine care of an oncology outpatients’ department using the
i-PARIHS framework. The i-PARIHS domains of Facili-
tation, Innovation, Recipients and Context were useful for
identifying barriers and enablers so that tailored strategies
could be developed and put in place. The use of an imple-
mentation science framework in a research study offered
new insights into the characteristics of implementation in
differing Contexts and Recipients [16]. Using i-PARIHS pro-
vided a systematic way to organise observations, provide
new insights into how research findings can be translated
and how they impact delivery of care in routine oncology
health services [16, 38, 39]. This can inform future larger
studies, which in turn can be used to improve outcomes in
large populations of patients [40].

By using i-PARIHS, we were able to identify, measure
and report on how Facilitation ameliorated barriers to imple-
mentation. Core Facilitation strategies included education,
awareness raising, and audit and feedback [41-43]. Facilita-
tion took a dynamic and flexible approach balanced with the
formal structure of audit and feedback that acted to inform
and regularly engage with Recipients (care teams). Similarly,
in previous work, Harvey et al. [40] in the FIRE study found
that regular meetings were important for implementation to
offer goal-focussed practical support, technical assistance
and interactive problem solving.

Facilitation is a recognised implementation strategy [43],
which uses a relational approach to problem solving and may
involve trained personnel external to the healthcare context
[40]. In our study, the novice Facilitator was part of the
local staff, but was supported by an experienced Facilitator
and team to identify and reflect on appropriate strategies
[21]. The support of an experienced Facilitator was valuable
whilst the novice Facilitator developed increased awareness,
skills and knowledge. Besides providing verbal guidance and
problem solving, the novice Facilitator had to be physically
present in the clinic to support the clinicians, problem solve

Table 5 Percentage of staff participants endorsing survey questions before and after implementation

Survey question

Pre (n=83),n (%) Post (n=72), n (%)

My understanding of the concept of PROs in clinical practice is very good to fair (vs poor to very poor) 25 (30)
In terms of interpreting PROs, I feel my interpretations skills are very good to fair (vs poor to very

poor)

I generally perceive PROs as being very useful to somewhat useful (vs a little useful to I don’t know

enough to have an opinion)

I feel my that my colleagues generally perceive PROs as very useful to somewhat useful (vs a little use- 35 (42)

ful to I don’t know enough to have an opinion)

A lack of time would be a barrier to discussing PRO outcomes with my patients in clinic all of the time 58 (70)

to most of the time (vs sometimes to none of the time)

46 (64)

12 (14) 42 (58)
38 (46) 52 (72)
33 (46)

43 (60)
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to make the PROM intervention fit the Context and maintain
implementation momentum. This demand on the Facilitator
illustrates the tension between a Facilitator doing the work
rather than enabling implementation [43]. By keeping up
momentum through workflows, the Facilitator enabled the
experience of using a PROM in clinical practice for staff
[44, 45]. However, for sustainability, the intervention would
need to be fully integrated into routine workflows before
scaling up.

The Facilitator’s implementation strategies resulted in
a shift in staff perceptions about the usefulness of PROMs,
their knowledge about PROMs and how they could use them
practically to improve their clinical care. Interestingly, whilst
nursing knowledge and confidence improved markedly post-
implementation, allied health professionals reported some-
what lower knowledge and confidence post-implementation.
Whilst the reason for this is unclear, the very high self-
reported knowledge and confidence pre-implementation may
have reflected lack of experience applying PROMs within
this complex patient group, with more conservative esti-
mates after experiencing the PROM implementation. Addi-
tionally, the doctors and nurses may have had more exposure
to the PROMs which may have increased their knowledge
and confidence. Staff engagement with PROMs has been
identified as essential for implementation success [29].

Staff surveys showed that the acceptability of PROMs
increased from pre- to post-implementation. The construct
of acceptability has been described in the literature as
dynamic and changing as Recipients experience an inno-
vation/intervention and gain a deeper understanding of
“what” is involved [4], and this matched our experience in
the case study. In the post-implementation survey sample,
the perceived “usefulness” (relative advantage) of PROMs
increased as clinicians started to report that they understood
better the value of PROMS and reduced barriers to PROMs
use [4, 21, 46].

We also found that the collection of formative data in
our case study was essential to enable successful facilita-
tion. Staff responded to quantitative data of completion rates
and staff acknowledgement rates with accompanying obser-
vational data, such as changes to workflows in response to
events taking place in clinical areas. This use of data assisted
in giving all Recipients a deeper understanding of the factors
at play in the Context, and insight into the importance of the
role staff have in the facilitating implementation.

Implementation science theories, such as i-PARIHS, can
provide rich data to support and expand existing frameworks
for PROMs. For example, Van der Wees and colleagues
described a sequence of steps for choosing and implement-
ing PROMs (goal setting, selecting PROs and PROMs,
developing and testing of quality indicator(s), and imple-
menting and evaluating the PROM(s) and indicator(s)) [8].
Our case study shows that it may be worthwhile to combine

PROM-specific frameworks with implementation science
theories to better characterise the ways in which PROM
attributes (e.g. validity and reliability) may interact with the
implementation process. Implementation science theories
systematise barriers so they can be linked to the broader
implementation literature [47], directly link barriers to evi-
dence-based support strategies [48] and provide a way to
examine contextual factors influencing implementation (e.g.
organisational readiness to change and clinic culture) [48].

Whether implementation is successful or not, there is
much to learn when it is systematically described, and this
knowledge is disseminated [49].

Limitations

We recognise some limitations with the evaluation. Data
used to inform the analysis of the i-PARIHS constructs
included observations collected by the Facilitator (NR)
in site journals and field notes. This may be biased both
by her perspective as a clinical trial nurse within the study
context, and as the Facilitator, and are intrinsically subjec-
tive judgements. There is a balance in an implementation
evaluation between the deep knowledge of context avail-
able to an internal Facilitator, and the risk of bias inherent
in holding this tacit knowledge. Mechanisms to increase
objectivity included contemporaneous notes, triangulation
of data sources, reflexive monitoring with a research team,
including members internal and external to the Context, and
regular reflection with an expert Facilitator external to the
project team. Staff surveys were anonymous, and used as
cross-sectional data, and it is unknown where there is some
overlap between respondents at both time points. The exact
numbers of staff surveys distributed to each professional
group was not able to be accurately captured, only the total
number distributed due to the non-identifiable approach to
data collection.

The detailed description of the Recipients and Context
highlights the importance of local factors for implementation
success, which means that findings may not be generalisable
to other clinics or settings. However, these findings could
inform approaches to implementation in other settings as
the enablers and barriers had consistency with the findings
of the initial scoping review [14].

Conclusions

The i-PARIHS framework was useful to systematically
inform and iteratively plan the implementation of PROMs
into routine oncology care. The four core i-PARIHS con-
structs (Facilitation, Recipients, Innovation and Context) all
needed to be addressed to allow successful implementation,
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with Facilitation having a particularly important role mod-
erating the other domains of Recipients, Innovation and
Context. In this study, the PROMs intervention was accept-
able to many staff, but complex barriers mean that sustain-
ability may not have been achieved, and teams may strug-
gle to maintain PROMs once the facilitation role has been
withdrawn. Further research into efficient implementation
and sustainability of PROMs is required to ensure lasting
benefits.
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