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This implementation advice is aimed at the person responsible for implementing NICE guidance in the organisation (NICE manager) and the clinical lead for the topic. 
This is a support tool containing suggested steps towards implementing our guidance informed by your local baseline assessment. 

It is not NICE guidance.
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Steps to implementing NICE clinical guidelines

The algorithm below outlines the process for implementing NICE clinical guidelines. When using this advice online, hold down the ‘Ctrl’ button and click on the hyperlinks in the boxes to go directly to the advice you need. The advice has been developed in consultation with a range of experts from patient and professional groups. A list of these contributors is available here.

 

 













Why implement this guideline?

Prostate cancer is one of the most common cancers in men. Every year there are nearly 35,000 new cases in England and Wales and 10,000 deaths. Prostate cancer is predominantly a disease of older men but around 20% of cases occur in men under the age of 65 years. Over the past 10 to 15 years there have been some significant advances in prostate cancer management but also a number of major controversies, especially about the clinical management of men with early, non-metastatic disease. These uncertainties clearly cause anxieties for men with prostate cancer and their families. There is evidence of practice variation around the country and of patchy availability of certain treatments and procedures. Implementing the NICE guideline will help to address these issues.
Costing analysis of the significant resource-impact recommendations (see section on assessing cost) has estimated the annual resource impact of fully implementing the guideline in England to be a saving of £2.8 million, which will assist organisations to make the most effective use of their resources.
The Healthcare Commission assesses the performance of NHS organisations in meeting core and developmental standards set by the Department of Health in ‘Standards for better health’. The implementation of clinical guidelines forms part of the developmental standard D2. Core standard C5 says that nationally agreed guidance should be taken into account when NHS organisations are planning and delivering care. Full implementation of this guideline is likely to take several years.
If the guideline is not relevant to your organisation, remember to record it.  
Back to algorithm



Identify a clinical lead
If you are responsible for implementing NICE guidance (NICE manager) you should find out from your local cancer network whether a network implementation lead of group has been established. Within each organisation a clinical lead will be needed to work with the network to begin putting the guideline into practice. 
The guideline was written for all healthcare professionals who come into contact with men with prostate cancer, and so covers primary, secondary and tertiary care settings. 

Implementation issues cross all care settings, so it may be helpful to appoint a clinical lead from each NHS provider. These clinical leads should link with the NICE manager to ensure effective implementation of the guideline across the health community and a smooth patient pathway. The clinical leads should be selected from medically qualified clinicians or other healthcare professionals, for example, clinical specialist nurses, who are experienced in and are identified from the following care settings:
· primary care 
· secondary care
· tertiary care specialist urological cancer teams.
An overarching lead should be identified. This may be the NICE manager, who can provide leadership and accountability for the overall implementation of the guideline. 
Back to algorithm


Promote the guideline

The NICE manager should ensure that all relevant groups are aware of the guideline and have copies of the quick reference guide.

The slide set provided by NICE should help you raise awareness of the guideline. 
Back to algorithm

 

Carry out a baseline assessment

Using the published guideline, the clinical lead should work with the relevant specialist and patient groups to compare current activity with the recommendations. This information could be gathered through informal discussions or by using a more formal questionnaire. This baseline assessment will help identify exactly what your organisation and others are doing now and what needs to change in light of the guideline. 

Consider, for example, how the recommendations will have an impact on:
· service provision (for example, active surveillance, and access to palliative care, erectile dysfunction, continence and psychosexual services)
· training and competencies

· communication.
The NICE audit support tool may help you with this process.

Who should be involved?

Once the baseline assessment has identified what needs to change, the next stage is to identify which groups will need to alter their current way of working and to consider the best way to engage them and patient groups in the development and implementation of the action plan. In most cases there may be existing groups or networks such as cancer networks that could fulfil this function. These groups are likely to include:

· Urological cancer multidisciplinary teams (including specialist oncologists, and urology clinical nurse specialists), imaging teams, primary care teams, palliative care teams, 
· clinical governance leads

· commissioners of specialist services, such as erectile dysfunction services
· pharmacists

· patient groups.
Back to algorithm

Assess cost 

The NICE manager should work with the clinical lead to assess how much it will cost to implement the guideline using the costing template provided by NICE. It might be possible to make some of the required changes using existing resources, and there may be potential for savings to be achieved, or capacity freed up to be used for other things. 

Click here to view NICE’s costing report 
Back to algorithm


Build an action plan

If your organisation is not meeting the recommendations, the NICE manager and clinical lead should work together to develop an action plan. The details of your action plan will depend on the results of your baseline assessment and your local circumstances. 

In consultation with a range of experts in the cancer field we have identified three key areas to help implementation:

· provide required services
· ensure levels of training and competencies

· communicate effectively.
Suggested actions for commissioners of specialist services

Service Provision
People who have prostate cancer need prompt access to a range of cancer services. The guideline gives clear direction on services that should and should not routinely be provided, which could potentially generate savings that can be redirected. 
· Ensure that there is appropriate provision for:

· active surveillance

· specialist continence services (for assessment, diagnosis and conservative treatment)

· palliative care services for men with metastatic prostate cancer (which is not restricted to end of life or hospice care)

· erectile dysfunction services

· psychosexual services

· hormonal therapy treatments

· specialist surgeons who can provide artificial urinary sphincters.

· Ensure that contracts exclude procedures that the NICE guideline recommends should not be carried out:
· routine digital rectal examination (DRE) for men with localised prostate cancer while prostate specific antigen (PSA) remains at baseline levels
· injection of bulking agent into the distal urinary sphincter to treat stress incontinence

· biopsy of the prostatic bed for men with prostate cancer who have had a radical prostatectomy

· steroid enemas for treating radiation proctopathy
· routine hormonal therapy for men with prostate cancer who have a biochemical relapse unless they have:

· symptomatic local disease progression, or 
· any proven metastases, or 
· a PSA doubling time of < 3 months

· routine immediate post-operative radiotherapy after radical prostatectomy (unless part of a clinical trial)

· high-intensity focused ultrasound
 and cryotherapy
 for men with locally advanced prostate cancer, other than in the context of controlled clinical trials comparing their use with established interventions
· combined androgen blockade as a first-line treatment for men with metastatic prostate cancer
· routine use of spinal magnetic resonance imaging (MRI) for all men with hormone-refractory prostate cancer and known bone metastases
· bisphosphonates to prevent or reduce the complications of bone metastases in men with hormone-refractory prostate cancer
· routine use of bisphosphonates to prevent osteoporosis in men with prostate cancer receiving androgen withdrawal therapy. 
Suggested actions for healthcare professionals 
Service Provision

· Specialist surgical oncologists, specialist clinical oncologists and clinical nurse specialists should discuss treatment options with men who are candidates for radical treatment.

· Imaging teams should:

· provide pelvic imaging with either MRI or computerised tomography (CT) if MRI is contraindicated for men with high-risk localised and locally advanced prostate cancer who are being considered for radical treatment

· perform isotope bone scans when hormonal therapy is being deferred through watchful waiting in asymptomatic men who are at high risk of developing bone complications.

· Imaging teams should not:

· routinely provide imaging for men for whom no radical treatment is intended
· provide CT of the pelvis for men with low- or intermediate-risk localised prostate cancer

· provide magnetic resonance spectroscopy for men with prostate cancer except in the context of a clinical trial
· routinely provide isotope bone scans for men with low-risk localised prostate cancer

· routinely provide positron emission tomography imaging for prostate cancer. 
Training and competencies

· Local training needs will be identified by your baseline assessment. Staff working with men with prostate cancer should be trained and competent in assessing information and support needs throughout the patient journey. This will help them to recognise and understand the needs of men with prostate cancer. 
· Reassess education, training and personal development plans for all healthcare professionals caring for men with prostate cancer. These should be reviewed to include the algorithms in appendix C of the NICE guideline. 
· Those responsible for commissioning education and workforce development, including Strategic Health Authorities (SHAs), should assess local need and provision
Oncology teams
· Oncologists should include changes from current clinical practice in training and continuous professional development (CPD) programmes, for example, men undergoing radical external beam radiotherapy for localised prostate cancer should receive a minimum dose of 74 Gy to the prostate at no more than 2 Gy per fraction.

· Oncologists should include in their training and CPD programmes how to recognise radiation-induced injury to the gastrointestinal tract. 

Urological cancer multidisciplinary teams
· Healthcare professionals should be trained to use a validated up-to-date decision aid when making treatment decisions in conjunction with the patient.
· Review men who have localised prostate cancer and evidence of significant disease progression who are undertaking a watchful waiting regimen.
· Follow the procedure recommended in ‘Undertaking a transrectal ultrasound guided biopsy of the prostate’ (PCRMP 2006, available from www.cancerscreening.nhs.uk) when carrying out prostate biopsies.

· Review all prostate biopsy results. Men should only be re-biopsied following a negative biopsy after a multidisciplinary team (MDT) review of the risk characteristics including life expectancy, PSA, DRE and prostate volume.
· Discuss in the team the care/treatment options of men with prostate cancer that develop biochemical evidence of hormone-refractory disease with a view to seeking other specialist opinion, for example oncologists, palliative care specialists.

Primary care teams
· Follow up men with prostate cancer who are on a watchful waiting regimen with no curative intent in accordance with protocols agreed by the local urological cancer MDT and relevant primary care organisations.
· After at least 2 years, men with a stable PSA who have had no significant treatment complications should be offered follow-up outside hospital (for example, in primary care or through a clinical nurse specialist) by telephone or secure electronic communications (unless they are taking part in a clinical trial that requires formal clinic-based follow-up). Direct access to the urological cancer MDT should be offered and explained.
Palliative care teams

· Offer men with metastatic prostate cancer tailored information about palliative care services specific to their needs; Give them the opportunity to discuss any significant changes in their disease status or symptoms as these occur.
· Assess the needs of men with metastatic prostate cancer regularly and systematically. 
· Discuss personal preferences for palliative care as early as possible with men with metastatic prostate cancer, their partners and carers. Treatment/care plans should be tailored accordingly and the preferred place of care should be identified.
Communication

Effective communication between staff caring for men with prostate cancer is vital to ensuring a smooth patient pathway and patient experience and may help to alleviate patient/relative/carer anxiety.
· Develop training materials for healthcare professionals to support enhanced consultation skills, and resources for patients/relatives/carers to encourage patient participation in decision-making. These should include understanding the differences between different terminologies (for example, watchful waiting and active surveillance; localised, locally advanced and metastatic prostate cancer).
· Develop resources that explain the differences between choices and effects of different treatments/procedures for watchful waiting and active surveillance; localised, locally advanced and metastatic prostate cancer, for example:
· the effects of prostate cancer and treatment options on men’s sexual function, physical appearance, continence and other aspects of masculinity

· making the decision whether to have a prostate biopsy. 
When nomograms are used, healthcare professionals should clearly explain the reliability, validity and limitations of the prediction. 

· Trusts should consider reprinting the algorithms in appendix C of the NICE guideline as posters to be displayed for staff in relevant clinical areas, such as relevant imaging departments, oncology wards or outpatient clinics.

· Healthcare professionals should follow the communication and patient-centred care recommendations in the NICE cancer service guidance ‘Improving outcomes in urological cancers’ (2002) and ‘Improving supportive and palliative care for adults with cancer’ (2004) throughout the patient journey. 
Back to algorithm 



	National support for local action* [Back to build an action plan]

	There have been a number of developments over the last 5 years in policy on cancer services focused on enhancing the quality of cancer services


	Document
	Relevance

	A decision aid for men with localised prostate cancer is in development in the UK by the Urology Informed Decision Making Steering Group 
	Publication expected 2008.

	Cancer reform strategy – Department of Health, December 2007 
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Cancer reform introduction video – Professor Mike Richards  
	The cancer reform strategy builds on the progress made since the publication of the NHS cancer plan in 2000 and sets a clear direction for cancer services for the next 5 years. It shows how by 2012 our cancer services can and should become among the best in the world.

This video by Professor Mike Richards answers key questions about the cancer reform strategy. He makes reference to the new drugs that NICE has reviewed for cancer treatment. Overall the message is that the NHS is expected to give the best value for money and identify where there are opportunities to make savings that will also benefit patients. 

	Getting it right for people with cancer. Clinical case for change. Department of Health (2007) 
	The National Cancer Director outlines how services are being configured to meet the needs of cancer patients.

	National standards, local action. Health and social care standards and planning framework 2005/06–2007/08 

Department of Health (2004) 
	Sets out the national targets for reducing mortality rates from cancer by 2010, with a higher rate of improvement in the ‘Spearhead’ group of PCTs, and for ensuring that by 2008 no one waits more than 18 weeks from GP referral to hospital treatment.

	NHS Cancer Screening Programmes – ‘Undertaking a transrectal ultrasound guided biopsy of the prostate’ (2006). Available from: Prostate Cancer Risk Management Programme  

	There is no organised screening programme for prostate cancer but an informed choice programme, Prostate Cancer Risk Management, has been introduced.

The Prostate Cancer Risk Management Programme (PCRMP) is managed by NHS Cancer Screening Programmes and is advised by an expert multidisciplinary Scientific Reference Group.

A main role of the PCRMP is to ensure that men requesting a prostate specific antigen (PSA) test are provided with information about the benefits, limitations and risks associated with the test to enable them to make an informed choice. 
Link to NHS Cancer Screening Programmes 

	Radiotherapy: developing a world class service for England
National Radiotherapy Advisory Group, Department of Health (2007) 
	Report advising ministers on: the current position of radiotherapy services in England; how to ensure current resources are deployed to best effect; how to plan for a world class service in the longer term.

	Sources of further information* [Back to build an action plan]

	Document
	Relevance

	Cancer Research UK 
	Cancer Research UK, the UK’s leading charity dedicated to cancer research. The website has a wealth of information about cancer research. 

	Cancer survival in the 'Spearhead' Primary Care Trusts of England, 1996–2003 
ONS (2007) 
	Presents data on cancer survival showing that relative survival rates of adult patients with prostate cancer are almost 4 per cent lower in 'Spearhead' primary care trusts (PCTs) than in other PCTs in England.

	DIPEx – Personal experiences of health and illness
	DIPEx shows a wide variety of personal experiences of health and illness. You can watch, listen to or read their interviews, find reliable information on treatment choices and where to find support. 

The site covers cancers, heart disease, mental health, neurological conditions, screening programmes, pregnancy, teenage health, chronic illnesses and many others.

	NHS ‘Map of Medicine’
	The Map is a web-based visual representation of evidence-based patient care journeys covering 28 medical specialties and 390 pathways, including prostate cancer. As well as providing information to the public it is also used to inform NHS planning and commissioning.

	ProSTART protocol 
	· The ProSTART protocol for conducting a randomised study of active surveillance versus radical treatment in patients with favourable-risk prostate cancer is located on the website for National Cancer Institute. Recommendation 1.3.8 notes that active surveillance should include at least one re-biopsy and may be performed in accordance with the ProSTART protocol. 


	RADICALS (Radiotherapy and androgen deprivation in combination after local surgery) 
	Recommendations 1.5.8 and 1.6.6 in the guideline refer to men with prostate cancer taking part in clinical trials, such as RADICALS. This trial will test whether giving radiotherapy routinely, within a few months of the surgery, rather than waiting for the PSA level to rise, will reduce the proportion of men who die from prostate cancer.



	The Prostate Cancer Charity
	The Prostate Cancer Charity was set up in 1996; it is the largest and most comprehensive of the charities focused specifically on prostate cancer. The Charity aims to raise both public awareness of the disease and political debate about services and support. They offer support either by telephone or online and also signpost to support groups.

	UK Prostate Link  
	This website provides a one stop, evidence-based, Prostate Cancer link. It has been commissioned by Department of Health/Prostate Cancer Charter for Action.


*Please note that the Institute is not responsible for the quality or accuracy of any information or advice provided by any other organisation.

	Related NICE guidance [Back to build an action plan]

	Document
	Relevance

	Docetaxel for the treatment of hormone refractory metastatic prostate cancer
NICE technology appraisal guidance 101 (2006)
	This guidance links to the recommendations made within this prostate guideline regarding hormone-refractory metastatic prostate cancer.

	High dose rate brachytherapy in combination with external-beam radiotherapy for localised prostate cancer. 
NICE interventional procedure guidance 174 (2006)
	Current evidence on the safety and efficacy of high dose rate (HDR) brachytherapy in combination with external-beam radiotherapy for localised prostate cancer appears adequate to support the use of this procedure provided that the normal arrangements are in place for consent, audit and clinical governance. This guidance links to the following recommendations made within this prostate guideline regarding: 

· Brachytherapy is not recommended for men with high-risk localised prostate cancer.
· Particular caution should be taken with anterior wall rectal biopsy following brachytherapy because of the risk of fistulation. 
· Research is required into the clinical and cost effectiveness of treatments such as brachytherapy (localised disease only), aimed at the elimination of disease in men with localised prostate cancer, with locally advanced disease and with locally recurrent disease.


	Referral guidelines for suspected cancer
NICE clinical guideline 27 (2005) 
	This guideline helps general practitioners make decisions about when to refer people to specialists when they present with symptoms that could be caused by cancer. This strongly links with this guideline on prostate cancer, which goes on to discuss various treatment options, the next step of the patient care pathway.

	Cryotherapy as a primary treatment for prostate cancer
NICE interventional procedure guidance 145 (2005)
	This guidance details the process of cryotherapy, performed under general or spinal anaesthesia, as a primary treatment for prostate cancer.  
The guideline development group considered that the evidence base, on quality of life benefits and long-term survival, was insufficient to place cryotherapy in the pathway of care for men with prostate cancer. They recommended that further research is required, comparing cryotherapy with established interventions in the context of controlled clinical. NICE has been in discussion with Industry, the British Association of Urological Surgeons (BAUS) and the Health Technology Assessment programme of the National Institute for Health Research to identify a way forward. It is anticipated that a national data collection will be established and surgeons wishing to undertake this procedure will be expected to contribute to the evidence base. The design and nature of this national study will be discussed with the BAUS. At the present time if surgeons are collecting local data that will be available for national analysis then this should be considered in accordance with the NICE guideline.


	Cryotherapy for recurrent prostate cancer
NICE interventional procedure guidance 119 (2005)
	This guidance details the process of cryotherapy to treat carcinoma of the prostate that has been unsuccessfully treated via another method, most typically radiation or hormones. 
As detailed above, the guideline development group considered that the evidence base was insufficient to place cryotherapy in the pathway of care for men with prostate cancer. They recommended that further research is required, please refer to above for further detail.  


	High-intensity focused ultrasound for prostate cancer 

NICE interventional procedure guidance 118 (2005)
	This guidance details the process of high intensity focused ultrasound (HIFU) under a spinal or general anaesthetic, for the treatment of prostate cancer. 
The guideline development group considered that the evidence base was insufficient to place High Intensity Focused Ultrasound (HIFU) in the pathway of care for patients for the treatment of prostate cancer. They recommended that further research is undertaken. There is a current trial assessing the treatment of areas of prostate cancer within the prostrate gland (focal ablation) funded by Cancer Research UK. http://www.cancerhelp.org.uk/default.asp NICE has been in discussion with Industry and has been informed that Disease Registries are being established in the UK. If surgeons are recruiting patients into a trial or collecting registry data that will be available for comparative assessment then this should be considered in accordance with the NICE guidance. 


	Low dose rate brachytherapy for localised prostate cancer.  
NICE interventional procedure guidance 132 (2005)
	Most of the evidence on the efficacy of low dose rate brachytherapy for localised prostate cancer relates to the reduction of prostate-specific antigen (PSA) levels and to biopsy findings. The effects on quality of life and long-term survival remain uncertain. This guidance links to the following recommendations made within this prostate guideline regarding: 

· Brachytherapy is not recommended for men with high-risk localised prostate cancer.
· Particular caution should be taken with anterior wall rectal biopsy following brachytherapy because of the risk of fistulation. 
· Research is required into the clinical and cost effectiveness of treatments such as brachytherapy (localised disease only), aimed at the elimination of disease in men with localised prostate cancer, with locally advanced disease and with locally recurrent disease.


	Improving supportive and palliative care for adults with cancer
NICE cancer service guidance (2004) 
	This guidance advises those who develop and deliver cancer services for adults with cancer about what is needed to make sure that patients, and their families and carers, are well informed, cared for and supported. These are fundamental areas of practice which are covered by the guideline for prostate cancer.

	Improving outcomes in urological cancers 

NICE cancer service guidance (2002) 
	This guidance advises on how organisations should organise the healthcare of people with urological cancer, it recommends which healthcare professional should be involved in treatment and care, and the types of hospital or cancer centre that are best suited to provide that healthcare. This will be helpful when configuring cancer services.


Back to algorithm
Disseminate and implement plan

Once the action plan and assessment of cost have been approved by the NICE manager the work of implementing the action plan begins. To ensure effective implementation all relevant organisations should sign up to the action plan – for example, via a local area agreement. 
Back to algorithm
Review and monitor

Implementation of the guideline should be reviewed and monitored, with results fed back to the relevant trust board.

One way to monitor implementation of the guideline is to audit current practice against the NICE guidance. The guideline is accompanied by audit support to help you with this. 

Implementation and uptake of NICE guidance

The ERNIE (Evaluation and review of NICE implementation evidence) database is a source of information on the implementation and uptake of NICE guidance. 

ERNIE will provide: 

· a bank of guidance-specific NICE implementation uptake reports 

· references to external literature 

· a simple classification system summarising the uptake of NICE guidance. 
Back to algorithm
Share learning

Have you got some tips to share with other organisations on implementing NICE clinical or public health guidance? Or would you like to learn from other people’s experiences? If so, the Institute’s ‘shared learning’ database can help.

Back to algorithm
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� The guideline development group considered that the evidence base was insufficient to place High Intensity Focused Ultrasound (HIFU) in the pathway of care for patients for the treatment of prostate cancer. They recommended that further research is undertaken. There is a current trial assessing the treatment of areas of prostate cancer within the prostrate gland (focal ablation) funded by Cancer Research UK. � HYPERLINK "http://www.cancerhelp.org.uk/default.asp" ��http://www.cancerhelp.org.uk/default.asp� NICE has been in discussion with Industry and has been informed that Disease Registries are being established in the UK.  If surgeons are recruiting patients into a trial or collecting registry data that will be available for comparative assessment then this should be considered in accordance with the NICE guidance. 





� The guideline development group considered that the evidence base, on quality of life benefits and long-term survival, was insufficient to place cryotherapy in the pathway of care for men with prostate cancer. They recommended that further research is required, comparing cryotherapy with established interventions in the context of controlled clinical. NICE has been in discussion with Industry, the British Association of Urological Surgeons (BAUS) and the Health Technology Assessment programme of the National Institute for Health Research to identify a way forward. It is anticipated that a national data collection will be established and surgeons wishing to undertake this procedure will be expected to contribute to the evidence base. The design and nature of this national study will be discussed with the BAUS. At the present time if surgeons are collecting local data that will be available for national analysis then this should be considered in accordance with the NICE guideline.








