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NICE Shared Learning Database submission (Supporting Material):
Management of NICE guidance under the Guidelines & Alerts Steering Process (GASP)
Document 1 - Terms of Reference: Guidelines & Alerts Steering Process (GASP) Working Group 
	Reports to


	RCHT Divisional Quality Group

	Membership


	Although a “process”, GASP has a working group to manage the process.  The working group consists of:

Assistant Medical Director – Governance (Chair), 

Risk & Assurance Manager
Clinical Effectiveness Co-ordinators 

Director of Pharmacy

Medical Devices Risk & Education Manager

PCT Representative



	In Attendance


	If any member cannot attend, a deputy is required to represent their specialist skills.

Others may be invited to attend in relation to particular agenda items.  



	Quorum


	Chair, plus 3 other members.

	Meets


	Meetings shall be held monthly – normally as soon after the release date of NICE guidance as possible, co-ordinated by the Clinical Effectiveness Co-ordinators.



	Remit


	The Guidelines and Alerts Steering Process (GASP) is the process through which RCHT receives, manages and records the actions taken in response to external guidance and alerts that it receives.



	Function


	The duties of GASP are:

a. To identify all incoming guidance and alerts that RCHT receives.

b. To identify and contact a suitable person to formally take responsibility for the review, implementation and reporting on actions taken about each guidance or alert.

c. To record evidence of :

I. why the guidance/alert is not relevant to RCHT

II. how RCHT is already compliant with each guidance/alert

III. what is being done to implement each guidance/alert and the likely timescale for compliance

IV. why RCHT cannot implement the guidance/alert and any associated actions taken

V. cross organisational working when a guidance/alert is relevant to other organisations

VI. audit and monitoring activity relating to the guidance/alert

d. To provide evidence to assist RCHT in externally reporting it’s actions for Standards for Better Health, Auditors’ Local Evaluation, NHS Litigation Authority and Primary Care Trust monitoring.

e. Horizon scanning of NICE guidance to be published will be carried out by the Group to notify identified clinicians of upcoming guidance.

f. To review the effectiveness of the working processes involved in the identification, dissemination and reporting of guidance and alerts.



	Working Arrangements


	The Chair of the committee is supported by the Governance team in drawing up agendas, providing accurate records of meetings and reports to the Board.

The agenda and associated papers will be circulated at least 5 working days before each meeting.

Minutes will be circulated in draft form within 5 working days of each meeting.  Minutes will be stored electronically within the Governance Departments folders.


	Reporting Arrangements


	GASP will provide monthly information to the Trust Board as part of the Strategic Performance Indicator data on NICE Technology Appraisals and Alerts where it has highlighted significant areas of concern in implementation/action.

GASP will send 3 monthly “exception reports” to the Divisional Quality Group, detailing guidance and alerts that RCHT has been unable to implement within the required timescales.  

The minutes of GASP will go to the next Divisional Quality Group.

GASP will provide the Governance & Assurance Committee with an annual report in approx. June each year.



	Agreed
	Terms of reference agreed by Direct Care Governance Group on 19 September 2008.

Revised Terms of Reference agreed by the Divisional Quality Group on 18 August 2009.



Document 2 -  National Guidance and Enquiry Implementation Flow Chart






Document 3 - NICE Implementation – Technology Appraisal (TA) Questionnaire
	Title of NICE Guidance:

Number:
	Date published:


	Consultation: Responses should be representative of all professions and Trust clinicians affected by the guidance wherever possible

	List the clinicians/professionals you consulted with when preparing this response:



	Relevance

	1.
Is this guidance relevant to the Trust?



Yes (

No (

If ‘No’ please state reason and return the form as directed



	Dissemination of Guidance 

	2.
How will this guidance be disseminated to relevant staff?

Any meetings where this guidance is discussed should be minuted and copies, along with any email evidence of dissemination, sent to Clinical Effectiveness.  

3.
How will you be providing information to patients about this guidance?


NICE patient information (
Local patient information (

N/A  (

Other (please describe) 





Implementation

	

	4.
Indicate the Trust’s position with reference to current practice and the recommendations from NICE:
Fully Compliant ( (go to Qu5)
Partially Compliant (
 (go to Qu6)
Non-compliant ( (go to Qu6)
Complete the appropriate section below:

Fully Compliant

5a.
List evidence available to show compliance and attach copies with the questionnaire return:

5b.
Is there a need to update local policy / protocols / guidance?


Yes (

No (

If ‘Yes’ please describe: 


5c.
What are the plans for auditing/monitoring practice against this guidance (including timescale)?


NB: All TAs must be audited within one year of implementation and re-audited every 3  years


Audits must be registered with Clinical Effectiveness.  


Copy of audit and resulting action plan must be forwarded to Clinical Effectiveness 

Partially Compliant / Non-compliant

6a.
Reasons for non-compliance:

6b.
Are there any barriers to implementing this guidance?


Resource issues (
Staffing ( 

Training ( 
Other (
None (

Please give more details: 


6c.
Is there a need to update local policy / protocols / guidance?


Yes (

No (

If ‘Yes’ please describe: 


6d.
Action plan to achieve full compliance (please attach separate action plan if preferred)


Action

  Timescale

Responsible person


NB: TAs must be implemented within 3 months of publication 


Please send a copy of any updated action plans to Clinical Effectiveness


Action plans should be monitored through your Specialty Governance Lead/Group

6e.
How will the relevant staff/teams be notified about the above actions required for implementation?

Any meetings where this guidance is discussed should be minuted and copies, along with any email evidence of dissemination, sent to Clinical Effectiveness.  

6f.
Once implemented what are the plans for auditing/monitoring practice against this guidance (including timescale)?

NB: All TAs must be audited within one yr of implementation and re-audited every 3 yrs

Copy of audit and any recommendations/actions must be forwarded to Clinical Effectiveness 


	Cost Implications

	Number of patients with the condition currently being seen in the Trust:  …………….  N/A

Number of patients currently on this treatment within the Trust:  …………….  N/A

Estimated number of additional patients treated following implementation:  …………….  N/A

Comments:


Please contact your Divisional Finance Lead for help in using the Assessment of Financial Impact template (sent with this questionnaire) to develop a detailed picture of local cost implications.





	Action checklist (Please tick as appropriate)

	Response consultation carried out 
	(

	Guidance disseminated as appropriate & evidence sent to Clinical Effectiveness (meeting minutes & emails)
	(

	Evidence of compliance sent to Clinical Effectiveness
	(

	Action plan developed/being developed (timescales decided)
	(

	Action plan & timescales submitted to Speciality/Divisional Governance Lead 

(copy to Clinical Effectiveness)
	(

	Evidence of dissemination of actions sent to Clinical Effectiveness (meeting minutes & emails)
	(

	Contact Finance Lead to complete Financial Impact template if required 

(see separate paperwork)
	(

	Audit added to Specialty audit plan
	(

	Exception report completed if appropriate (see separate paperwork)
	(

	
Signed/Printed Name: ………………………………………Date: ………………………………


Please return this form, supporting documents and any comments to the Clinical Effectiveness Co-ordinators 

Copy to your Specialty Governance Lead, Specialty Director, Divisional Governance Lead and Divisional General Manager as appropriate 
Document 4 - What to do if guidance or enquiry recommendations will not be implemented within the required timescale (Exception Reporting)
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Document 5 - GUIDANCE or ENQUIRY EXCEPTION REPORT

	Title of Guidance/Enquiry: 

Number (where relevant):
	Date published:

	Exception Report relates to whole guidance/enquiry?
( Yes

( No
If ‘No’ list sections/recommendations covered by the Exception Report:




	Reason why the guidance/enquiry cannot be implemented
( Non-agreement of clinician(s) with guidance

( Lack of infrastructure (e.g. training capacity, supervision support)

( Lack of funding 

( Implementation dependent on other organisation (PCT / Other Trust)

( More recent evidence available to deal with condition specified in guidance
Please provide more details and evidence where appropriate:




	Initial Risk Classification Please use the attached Risk Classification Matrix to work out scores
Consequence (score) …………..    Likelihood (score) ……………
Risk Score (Consequence x Likelihood): ...........................
 

	This report is a summary of the agreement of all stakeholders (as identified by myself as the Clinical Lead for this guidance/enquiry).

Signed/Name: 
  Date: 


Role: 





Please send/email copies of the completed form to your Specialty Governance Lead, Divisional Governance Lead and the Clinical Effectiveness Department
Document 6 - NICE Guidance Implementation Timeframes
	Questionnaire Response1

	TA2
	2 weeks

	CG/IP/PH3
	1 month

	Questionnaire Follow Up

	TA
	2 weeks after sent by Clinical Effectiveness

	
	Review at next GASP4 meeting (1 month after send out) & Chair of GASP to follow up any non-response

	CG/IP/PH
	1 month after sent by Clinical Effectiveness

	
	Review at next GASP meeting (2 months after send out) & Chair of GASP to follow up any non-response

	Implementation

	TA
	Within 3 months of publication

	CG/IP/PH
	No specific timeframe

	Audit / Update

	TA
	Audit within 1 year of publication

	
	Re-audit within 3 years 

	CG/IP/PH
	Audit or monitoring where possible (as above)

	
	Position statement/update 3 years after publication (where audit not possible/applicable)


1Implementation questionnaire will be sent as soon as possible following the GASP meeting by Clinical Effectiveness Co-ordinators.

2TA = Technology Appraisal

3CG = Clinical Guideline / IP = Interventional Procedure / PH = Public Health Guidance

4GASP = Guidelines & Alerts Steering Process


















































































Report to RCHT Board





If funding difficulties Divisional Manager take to Technical Working Group OR through


Business Case Review process





Discuss at GASP (Guidelines & Alerts Steering Process) 





Add to Risk Register





Inform PCT through their Quality Monitoring process





Report non-compliance and rationale to Governance Committee





Report to Divisional Quality Group and through 3 monthly Divisional performance and governance report





NO





Guidance implemented and monitored as per Trust policy





YES





Resolved within Division?





Identified Lead Complete Exception Report


Send to Specialty & Divisional Governance Leads and Clinical Effectiveness Department





Recorded by CECs 


No further action taken








Not Relevant





Relevant





Problems & issues reported to Divisional Governance Lead & on to Divisional Quality Group if unable to resolve





Audit registered with CECs & results recorded 








Ongoing monitoring & audit carried out








Guidance implemented








Action plan monitored by Specialty Governance Lead and updates sent to CECs








Lead identifies issues & develops action plan 


Or exception report process followed 








NO





Monitoring & audit arrangements initiated & reported through governance processes


Audit registered with CECs & results recorded








YES





Guidance implemented / compliant?








Updates provided by Lead(s) to CECs & recorded





Responses received recorded by CECs.  Updates provided to GASP








Summaries of compliance status provided to Specialties, Divisions & Clinical Governance Facilitators





Finance information on NICE TAs to Clinical Effectiveness Commissioning Group





Recorded by CECs


Lead(s) sent guidance & compliance request by CECs











Reviewed by GASP Working Group 


- Assess relevance 	


- Identify Lead(s)	


- Agree dissemination








Received by Acting Medical Director & Clinical Effectiveness Coordinators (CECs)








Guidance issued
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