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Purpose of Report

	To inform the committee of the proposed measures that are to be introduced to ensure that the Trust can be assured that NICE guidance is being implemented appropriately


Implications

	Financial
	None identified in this summary report.

	Human Resources
	None identified in this summary report.

	Healthcare
	To ensure that patients are treated in accordance with best practice as determined by the National Institute for Health and Clinical Excellence

	Relevant Policy
	OP 61

	Standards for

Better Health
	This reports meets the requirements of the following criteria of the Standards for Better Health:

· C5a - Healthcare organisations ensure that they conform to National Institute for Clinical Excellence (NICE) technology appraisals

· C5c - Healthcare organisations ensure that clinicians participate in regular clinical audit and reviews of clinical services

	Other
	


Review Committee Approval

	
	Date

	NICE guidance responses are approved through Divisional governance processes and through the city wide NICE Implementation Group
	


Recommendation(s)

	The Committee approves the proposal for gaining assurance on the implementation of NICE guidance 


1 DETAIL

1.1 NICE guidance has been implemented within the organisation for more than 5 years. In 2005 a clear process was developed to ensure that there was a robust means for reviewing current practice against evidence based best practice.  A clear flow chart was developed which provided a process and means for ensuring that all guidance was reviewed and implemented where appropriated. Built into this is a process for seeking funding for each piece of guidance being implemented and where funding is not available, the guidance is flagged on the risk register of the relevant Directorate. 

1.2 The primary focus up to now has been to ensure that each directorate provides a position statement against each piece of guidance based on the determination of the clinical lead and relevant stake holders. The monthly produced overdue guidance report purely reflects the percentage of guidance that has been responded to.

1.3 In addition to this, the Clinical Directors for each Directorate present at the NICE Implementation Group (NIG). It is their responsibility to present a summary of where they are with each piece of guidance and the findings of any clinical audit projects that have been completed. Where there are serious non compliances then they need to agree actions with the NIG.

1.4 When it was introduced 5 years ago, the NICE Guidance database met the needs of the service, providing a basic tool to record the essential information for each piece of NICE guidance by Trust. The future requirements are different, with the priority being providing evidence that the guidance is implemented, no seeking assurance from the clinical lead.

2 The Future

2.1 The failing in the current system is that although we have been told by the clinician and / or clinical team that the Trust complies with the guidance, there is no actual evidence to provide assurance that this is the case on an ongoing basis. The only method of determining compliance is to undertake an audit against the standards, which at the moment is purely on an ad hoc basis dependent on the needs of the area concerned.  

2.2 From 2009/2010, clinical audit of NICE guidance is to be made mandatory i.e. every piece of guidance that has been implemented must be audited within 3 years of implementation to ensure compliance. Following this, the guidance will be audited every 3 years until there are two consecutive audit projects showing compliance, then the audits will be discontinued unless a risk issue arises or a request is made by the NIG. 

2.3 A new database is currently in the process of being developed which will ensure that all of the information pertaining to a particular piece of guidance can be stored. This will also enable the storage of supplemental information like Clinical Guideline grid sheets, audit information and the proforma. 
3 Implementation Status

3.1 Currently, the implementation status on the database is determined by the chair of the NIG when the guidance is signed off. 

3.2 It is proposed that the guidance is not signed off as being green until there is evidence to support the implementation of the guidance – i.e. an audit project showing full compliance. 

3.3 The table below details the current and proposed practice regarding the risk rating. The overdue response is removed and is replaced with the reason why it is overdue i.e. awaiting a grid, proforma or business case.


	Current Practice
	Proposed Practice

	Headings
	Risk rating
	Headings
	Risk Rating

	Review period
	Blue
	Review period
	Blue

	Overdue Response
	Red
	Awaiting proforma
	Red

	Practice does not reflect guidance
	Red
	Awaiting grid
	Red

	Funding not available
	Red
	Awaiting business case
	Red

	Partial compliance
	Amber
	Practice does not reflect guidance
	Red

	Clinician states fully compliant
	Green
	Funding not available
	Red

	Not Applicable
	Grey
	Awaiting funding approval
	Red

	
	
	Awaiting Trust approval for procedure not supported by NICE
	Red

	
	
	Clinician states fully compliant Awaiting Audit
	Amber

	
	
	Audit shows non compliance
	Red

	
	
	Audit shows partial compliance
	Amber

	
	
	Audit shows full compliance
	Green

	
	
	Not applicable
	Grey


3.4 Once the database is completed, around December 2008, the current information pertaining to NICE guidance will be uploaded. This will include the history that is stored on the current database and will also include the most current clinical audit information relating to each piece of guidance.
3.5 The risk rating recorded on the database, if agreed, will be amended to reflect the proposed revised risk rating. In reality, this means that a piece of guidance that is currently green will be downgraded to amber if there is no clinical audit evidence to support the level of implementation. If an audit shows that it is fully compliant, then the risk rating remains green. If the audit shows that the guidance has not been implemented then the risk rating will be changed to a red. If the audit shows partial implementation, then the risk rating will be amber.

3.6 In order that the Trust is assured about the implementation of NICE guidance, it is proposed that the audit projects for the NICE guidance are provided in detail to the NICE Implementation Group and in summary, quarterly, to the Trust Clinical Audit Committee via a divisional exception report. The minutes of the Clinical Audit Committee go to the Trust Quality and Safety Committee, thereby ensuring that the Trust receives assurance regarding the true status of NICE implementation within the organisation.

4 Recommendations

	
	Lead
	Due date

	4.1 The risk rating is amended to reflect the true picture of NICE implementation within the organisation.
	Trust Governance Standards Lead
	March 2009

	4.2 Clinical audits are built in to the annual clinical audit programme so that each implemented guidance is audited every 3 years until there are 2 consecutive reports showing compliance.
	Divisional Governance Healthcare Managers
	March 2009

	4.3 Clinical audit exception reports are taken to the Trust Clinical Audit Committee quarterly to ensure that the Trust is assured that NICE is being implemented within the organisation.
	Divisional Governance Healthcare Managers
	March 2009
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