APPENDIX E
AUDIT TRACKER UPDATE
NWSSP AUDIT & ASSURANCE
ACTIONS CLOSED SINCE LAST REPORT

	Lead Director – Chief Operating Officer

	SBU-2324-012
Access to General Medical Services

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3.1
	We selected a sample of eight practices and reviewed the evidence retained against the guidance criteria to confirm it was applied in validating returns. The Primary Care Manager has also established a secondary review of evidence, which was undertaken against practices identified as having access concerns through recent CHC/Llais surveys and mystery shopper exercises. Alongside this a secondary check was also undertaken against at least one practice from each cluster group to support consistency. It was noted that this review did not contain all practices who had not met all standards.
The PCT review process should be expanded to include all practices who are not achieving Access standards.
	Should secondary checks be required in future years, practices who have not achieved all access standards will be included.
	June 2024: Secondary checks completed and documented for all practices who have not achieved all access standards.

	SBU-2324-014
Stroke Action Plan

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	We reviewed the most recent Stroke Delivery Action Plan at the time of our review, being as at July 2023 and found the following:

· Lead responsibility not detailed for two actions (17: HASU and 18: AMSR)

· Due date not consistently completed
· Progress/Remarks column includes only brief narrative updates.
· RAG status does not align with ‘standard’ RAG rating. Further, the coloured status does not always align to the ‘due date’ as per the plan.
· Actions 1-13, which appear to be changes to current practices, did not include anything specifically in respect of costs/budget.
· The ability to escalate is limited as there are no defined performance measures/targets assigned to the individual actions.
· Insufficient information provided for four actions around expected benefits. 
The Stroke Action Plan should be updated to address the above.
	The Stroke Action Plan will be updated as detailed above and presented to the Stroke Delivery in January for approval and monitoring.
	June 2024: The content of the Stroke Action Plan has been reviewed and updated to address the areas highlighted in the audit recommendation.

	
	3.1
	Papers to the Performance and Finance Committee do not include performance against the National Standards targets. Review has confirmed that for the most critical pathway, being the ‘72 hours Stroke Pathway’, the Health Board only met one of the national standards targets for Urgent intervention or Urgent assessment.
The health board should include the National Standards target in its reporting against the stroke quality improvement measures.
	The performance reports presented to the Performance and Finance Committee will be amended to reflect the National Standard targets.
	June 2024: National Standard Targets are now included in the Stroke Report to the Performance & Finance Committee


	Lead Director – Director of Digital

	SBU-2324-019
Technical Resilience

Report Issued

November 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3.1
	There is no structured process for testing the resilience of the infrastructure or applications in order to ensure it functions as anticipated, and there has been no full testing of the resilience of the digital provision as a whole which would ensure that all services could be brought back, or re-provisioned from an alternative site within the timeframes defined in the service catalogue. There is no structured process for testing the resilience of the infrastructure or applications in order to ensure it functions as anticipated, and there has been no full testing of the resilience of the digital provision as a whole which would ensure that all services could be brought back, or re-provisioned from an alternative site within the timeframes defined in the service catalogue.
Disaster recovery plans and resilience should be subject to periodic testing. This should be a documented process in order to demonstrate the ability of Digital Services to re-provide services.
	Recovery happens regularly as part of routine work as noted in the audit including testing for Signal, Swansea Bay Clinical Portal and SQL cluster failovers. We will assess the feasibility of implementing periodic testing including resource requirements and impact to services to inform a way forward.  
	June 2024: Whilst Digital have historically recorded all restores as part of testing, real incidents and migrations and these restores have normally provided sufficient confidence that the different recovery models work as required, it is acknowledged there was no formal schedule to ensure each of the different recovery models work. The schedule of planned work has been created with monthly testing.


	Lead Director – Director of Finance & Performance

	SBU-2324-006
Commissioning LTA Contracts

DoF
Report Issued

August 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	5.1
	The Performance and Finance Committee (PFC) receive updates on LTA performance as part of the Finance Reports. The update provided to PFC in March 2023 included a table detailing the performance of contracts commissioned by Swansea Bay as at Month 9.  As at the date of reporting, the final outturn position had yet to be reported.

The health board should ensure that the final outturn position, including any financial and performance variance is reported to the Performance and Finance Committee.
	Agreed that the final outturn position, including any financial and performance variance should be reported to the Performance and Finance Committee.
	June 2024: The Month 12 outturn from 24/25 will be summarised in the June PFC papers as an appendix. Going into 24/25 LTA updates will continue to be provided during the year and an annual update completed in following June.


	Lead Director – Director of Finance & Performance

	SBU-2324-009
Savings Programme

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	The draft ‘CIP Policy, Approach, Process and Governance’ guidance document provides a detailed overview of the savings framework and utilises project management templates. Once the Savings Project Management Office (PMO) is at full complement, there are plans for them to become more involved in reducing budget spend (run rate) as well as continuing to support cash-releasing savings. Further guidance will also be needed to detail the roles and responsibilities of the finance business partners alongside the PMO and provide clarity when savings should be placed on the master tracker and removed from the operational budget.  There is nothing documented to confirm the escalation process for any under-achievement of savings to ensure a consistent approach is applied.
The existing draft guidance should be reviewed to ensure it clearly outlines: 

· Roles and Responsibilities (particularly between the Finance Business Partners and the PMO)

· Documentation to be used within the savings process to ensure that key elements are included, e.g. impact, risks, success measures, timescales, etc.
· Process to be followed (when, to whom and actions to be taken) where savings are not being achieved in line with target timescales.
	Agreed. The CIP Guidance Document is currently under review, and the roles and responsibilities of the PMO will be clearly defined. The governance of escalation will also be clear on non-achievement of CIPs. The aim is for this new approach to be in place for the start of the 2024/25 financial year.
	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024. Consequently these actions can be closed. Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. In Quarter 4 2024/25, a review will be undertaken to assess the benefits of this approach and lessons learnt for 2025/26.

	
	1.2
	The draft ‘CIP Policy, Approach, Process and Governance’ guidance document provides a detailed overview of the savings framework and utilises project management templates. Once the Savings Project Management Office (PMO) is at full complement, there are plans for them to become more involved in reducing budget spend (run rate) as well as continuing to support cash-releasing savings. Further guidance will also be needed to detail the roles and responsibilities of the finance business partners alongside the PMO and provide clarity when savings should be placed on the master tracker and removed from the operational budget.  There is nothing documented to confirm the escalation process for any under-achievement of savings to ensure a consistent approach is applied.
Once finalised and approved by an appropriate forum, the guidance should be communicated to all key individuals involved in the process, and subject to a regular review with the date recorded
	Agreed. There will be a full communication of the CIP Guidance to stakeholders following the approval of the final CIP Guidance Document.
	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024. Consequently these actions can be closed. Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. In Quarter 4 2024/25, a review will be undertaken to assess the benefits of this approach and lessons learnt for 2025/26.

	
	4.1
	Review of a sample of savings schemes submitted for financial year 2023/24 identified that inconsistent savings documentation is utilised with only two savings plans (Digital Services (mobile phone contract renewal) and MHLD (Section 117 cases)) being supplied.
Consistent savings documentation should be developed to take account of when a project management approach is not needed. These should use SMART criteria to define success and provide realistic timescales for delivery.
	Agreed. We are working on refining a formal consistent record of savings but noting the Trackers are set based on the core requirement of WG and monthly reporting which is dictated to Health Boards. Therefore, there are elements of the process which cannot be changed. The revised CIP Guidance Document will also support the overview on enhancing the calculation, assessment and approval of schemes.
	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024. Consequently these actions can be closed. Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. In Quarter 4 2024/25, a review will be undertaken to assess the benefits of this approach and lessons learnt for 2025/26.

	
	4.2
	Review of a sample of savings schemes submitted for financial year 2023/24 identified that there was no evidence to support the calculation, assessment, and approval of the savings schemes
The validation of the assessment and approval of savings schemes should be recorded.
	Agreed. The CIP Guidance Document will make it clear the governance will be in place so Service Groups and Directorates will have a formal recording of approval of Savings Schemes.
	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024. Consequently these actions can be closed. Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. In Quarter 4 2024/25, a review will be undertaken to assess the benefits of this approach and lessons learnt for 2025/26.

	
	4.3
	Review of a sample of savings schemes submitted for financial year 2023/24 identified no robust mechanism for retaining savings information
All key savings documentation should be retained and stored in a centralised location.
	Agreed. The CIP Guidance documentation and Trackers are all stored in a central CIP Folder, however, due to the nature of Service Groups Governance across the Z Drive and SharePoint, evidence is often split across these. The PMO will ensure that all Savings schemes on Trackers will have a core file with the relevant evidence required.
	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024. Consequently these actions can be closed. Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. Whilst there are still trackers, these are in part to support the WG reporting and also to provide a list of actions that are being taken within the Service Group to manage Run Rate Reductions and deliver a balanced financial position. The trackers will become the list of actions that the Service Groups are held to and will form part of the governance process around Performance meetings. Therefore the requirement of documentation for run rate reduction action is no longer key to process, unless is there some fundamental transformation scheme. In Q4 24/25 a review will be undertaken to assess the benefits of this approach and lessons learnt for 25/26, which is above the actions detailed here

	
	5.1
	The draft ‘CIP Policy, Approach, Process and Governance’ guidance document defines the Quality Impact Assessment (QIA) process pre-savings approval, but there is no mechanism in place to enable the post-evaluation of the savings process to determine benefit realisation and lessons learnt.
Savings documentation should incorporate methods to assess identified benefits, lessons learnt, and impact to service delivery (also refer to Matter Arising 4).
	Agreed. Benefits and lessons are included in the CIP Guidance documentation, which will be more transparent following the latest review and as noted in 1.2 will be shared formally. However, it is down to Service Groups via their Senior Governance structure to manage the impacts of CIP’s. The guidance does provide details of Quality Impact Assessments, and a template, but it is down to local Service Groups to determine the level of governance required on benefits.

	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024. Consequently these actions can be closed. Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. In Quarter 4 2024/25, a review will be undertaken to assess the benefits of this approach and lessons learnt for 25/26.

	
	5.2
	To assist with understanding the impact of savings removal from operational budgets and to enable accurate reporting, there needs to be a clear record of the actual financial savings that is achieved. Our sample testing of saving schemes identified the amount removed from the budget was higher than that recorded in the CIP master tracker for one scheme (MHLD: Section 117 cases). Differences between the two records were identified during the year-end reconciliation.
Savings monitoring and reporting tools should align to the information held within the ledger to accurately reflect savings plan performance.
	Agreed. The PMO will provide more oversight on the reconciliation of the Savings documentation to the Ledger. However, Finance Business Partners are responsible for actioning the ledger adjustments.

Therefore the PMO will facilitate a development session with the FBPs in Q4 of 2023/24 once the guidance documentation is complete to outline the changes.

Longer term the PMO will flag to the Assistant Director of Resources and FBPs where issues are identified to ensure these are addressed as quickly as possible.
	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024. Consequently these actions can be closed. Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. These documents specify that no negative budgets are to be created linked to savings and so the reconciliation between trackers and ledger is no longer relevant or available, as the HB tries to streamline and focus Budget Holders to deliver one target - run rate management. In Q4 24/25 a review will be undertaken to assess the benefits of this approach and lessons learnt for 25/26, which is above the actions detailed here.

	
	5.3
	The Budget Exclusions spreadsheet is maintained detailing some of the reasons that budgets have been excluded from making savings, etc. hosted or voluntary organisations, but 19% of those listed did not record a rationale for exclusion.
The Budget Exclusions spreadsheet should be reviewed to ensure that there is a valid and legitimate reason for all budgets to be excluded from making savings.
	Agreed. Whilst there is a process in place the schedule outlining budget exclusions and the proposal for 2024/25 will be provided to PFC/Board as part of the IMTP/Financial Planning process for sign off.
	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024. Consequently these actions can be closed. Consequently this action can be closed. Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. The documentation (Budgetary Management Process and Accountability Letter) clearly set out the new approach for 2024/25 in the allocation of the savings targets and so the exclusions are no longer relevant to the revised process. The new approach was about making the allocation of money more transparent, equitable and consistent across all areas of the Health Board. The success of this new approach will be assessed as part of the 2025/26 IMTP.


	Lead Director – Director of Workforce & OD

	SBU-2324-021
Sickness Absence Management

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	We note the investment made by the health board into the early interventions, the training that has been provided to equip managers and mental health champions; and the recognition received through the shortlisting for the NHS Wales Awards 2023. However, the last evaluation of the Wellbeing Service reflected data to September 2022. This analysis was presented to both the Workforce & Digital Committee (June 2022) and Board (March 2023). No further evaluation has been formally reported, although we do acknowledge that there have been resource capacity issues within the team.
We recommend that the health board replicates its assessment (using current data) of the Occupational Health and Staff Health & Wellbeing Services available including and the effectiveness of the services received by staff; and report to an appropriate forum.
	Evaluation of Occupational Health and Staff Wellbeing service data, outcome data and qualitative data to be undertaken and reported to WODD Committee/WODD Development Delivery Group.
	June 2024: Evaluation of Occupational Health and Staff Wellbeing 2022/23 service data, outcome data and qualitative data completed 22/1/24. Relevant info presented to Board on 28/3/24 as part of the Staff Resilience Paper/PP and to WF&ODD Development Group on 23/1/24 and Health Board Partnership Forum on 1/2/24.

	
	1.2
	We also note that there is an opportunity to enhance the arrangements in place by using service data related to individual referrals to the Wellbeing Service and the related training and supportive interventions, to undertake deep dives to demonstrate the effectiveness of these interventions. It is acknowledged that such has already been undertaken in relation to staff trauma and suicide prevention data (presented to the Workforce & Digital Committee – June 2023).
Based on Staff Wellbeing referrals, deep dive exercises should be undertaken into the key interventions to further inform and tailor the development of the same.
	Deep dives into staff wellbeing interventions, as undertaken for suicide and trauma, to be developed and presented to the WODD Committee/ WODD Development Delivery Group with any recommendations to inform future development.
	June 2024: Board presentation of OH & WB updates within 'Staff Resilience' agenda item on 28/3/24. WB evaluation data, staff health checks and men's health network presented to WODD Development Group 23/1/24. Deep dive on staff attendance and reducing sickness absence that includes WB & OH service developments to be presented to WF&ODD Committee on 20/6/24


	Lead Director – Director of Public Health

	SBU-1819-012
Vaccination & Immunisation

Report Issued

August 2018

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	4(b)
	The May ChIG meeting discussed data quality issues in respect of immunisation records used for a GP cluster pilot.  The Health Boards Primary Care Clinical member indicated in the preceding meeting that a review in her own practice had highlighted data cleansing issues.

We would recommend cleansing of records within Primary Care be progressed via inclusion in the ChIG immunisation plan.
	The process of data cleansing in primary care would impact on the child health department, as previous work undertaken has demonstrated that in many instances the information held on the child health system is also incorrect.  Our plan is therefore to build a business case for resources to carry out data cleansing for the current back log of data, with a view of undertaking regular data cleansing to avoid discrepancies between Primary Care and Child Health records and ensure confidence that COVER data is an accurate reflection of our current performance. This business case will be presented to the Investment and Benefits group for consideration, following the next SIG meeting in September

	June 2024: Infrastructure now in place to support routine data cleansing by the Immunisation team, in collaboration with the child health department and GP practices. This work has been undertaken in advance of the publication of WHC (2024)008 where MMR catch ups in school aged children has been implemented, following recent cases of measles in Wales. The alignment of data between various systems will be an on-going requirement of the team until a National data solution is sought. This recommendation is made clear in the National Immunisation Framework (NIF, 2022), however to date, we do not have a clear timeline from WG. Given the HB now have a substantive team in place who can support in the routine cleansing of data - this action can now close.


	Lead Director – Director of Strategy

	SBU-2324-004
Decarbonisation

Report Issued

May 2024

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1a
	The terms of reference for the Decarbonisation Action Plan Group (DIG) details membership of 15 named officers. From review of a sample of minutes, attendance appears have been a challenge noting the number of apologies and non-attendance recorded. Noting that the DIG is to be succeeded by the Climate Action Plan Implantation Group (CAPIG) from 1 April 2024, for which terms of reference are to be drafted and approved, such provides an opportunity to review the appropriateness of membership at this current juncture of the health board’s wider climate plans.
Prior to formal approval of the CAPIG terms of reference, membership should be reviewed for adequacy noting the non-attendance of delegates at the former DIG
	Membership of CAPIG is being refreshed to ensure appropriate representation from across the Health Board in order to deliver the actions in the CAP. Revised Terms of Reference to be developed and agreed by CAPIG.
	June 2024: Terms of Reference updated and approved by Climate Action Plan Implementation Group in May 2024.

	
	1.1b
	There was limited evidence of the attendance of an appropriate delegated officer at DIG meetings, in the absence of a named member. The succession of the DIG by CAPIG, and drafting of TOR for the latter, provides an opportunity to refine the recording of ‘delegate’ attendance to ensure sufficiency of representation.
Prior to formal approval of the CAPIG terms of reference, consideration should be given to refinement of the recording of ‘delegate’ attendance to ensure sufficient of representation.
	Minutes of Meeting will reflect whether the representative is a ‘member’ or ‘Deputy/ Delegate’ attendee, per meeting.
	June 2024: Terms of Reference updated and approved by Climate Action Plan Implementation Group in May 2024.

	
	2.1b
	An annual Management Board paper on the Decarbonisation Action Plan (dated March 2023 – noting the 2024 annual update has yet to be published) stated that ‘confidence in HB ability to meet the 16% carbon reduction by 2025 is rated RED due to continuing issues of accuracy relating to emissions data and baseline, as well as increased service demand. The HB DAP delivery is rated as AMBER mainly due to funding requirements.’ 

Decarbonisation is included in the quarterly IMTP delivery updates reported to Management Board. The most recent report was presented in January 2024. However, whilst the health board recognises that it is unlikely to meet its national targets, reporting of further detail to Board or its assigned Committees has been limited to the current position of EFAB schemes to the Performance and Finance Committee in August 2023.
Challenges and risks to the achievement of the objectives within the health board’s Decarbonisation Action Plan, along with any mitigating factors, should continue to be monitored with regular updates provided via the established governance routes through to the Board.
	CAPIG recognises that a champion for Sustainability would be beneficial in raising its profile/ visibility. Nomination of an Independent Member of the Board to be secured.
	June 2024: An IM Champion for sustainability has been identified. Currently working to agree the remit of the role.


	Lead Director – Director of Therapies & Health Sciences

	SBU-2223-017
End of Life Care

DoTHS

Report Issued

June 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	The health board has recently developed an EOLC action plan which details a total of 18 actions. It is noted that the action plan has yet to be formally approved. We were advised by management that it has been shared with the Service Groups, in the first instance, for their review and consideration.
Following consideration by the Service Groups, in line with other health board quality priorities, the action plan should be approved by an appropriate forum with ongoing updates of progress against target to the same.
	Agreed. Review of existing action plans to ensure that it is cross-referenced to the revised goals, methods and outcomes of the NACEL audit and has clear achievable actions with realistic timescales, presented to QP Programme Board
	June 2024: The End Of Life Care (EOLC) Delivery Group was stood down in April 2024, and the action plan referred to in this audit has now been superseded. The EOLC quality priority is now reported within Service Groups, quarterly to the Palliative & EOLC Steering Group, and bi-monthly to the Quality Priorities Programme Board. There are no specific 2024/25 GMOs for our quality priorities, as these have been incorporated into the GMOs of our Service Groups. The Quality & Safety and Improvement Team produce a monthly report on the quality priorities, including EOLC, which goes to various forums includes Q&S Group, Q&S Committee, Management Board and the Quality Priorities Programme Board. 6-Monthly deep dives are also produced.

	
	1.2a
	Eight of the actions contained within the action plan had a due date before our date of fieldwork completion. However, only one of these had been completed, with the remaining seven recorded as either ongoing (6 instances) or not started (1 instance, relating to the development of a digital solution for which management are awaiting engagement from the Digital team).
Management should review the ‘due dates’ within the action plan to ensure they are achievable and managed appropriately.
	Agreed. Review of existing action plans to ensure that it is cross-referenced to the revised goals, methods and outcomes of the NACEL audit and has clear achievable actions with realistic timescales, presented to QP Programme Board
	


	Lead Director – Executive Medical Director

	SBU-2122-017
NICE Guidance

Report Issued

May 2022

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	5.1
	The health board maintains a ‘master spreadsheet’ or tracker for monitoring and managing NICE Guidance publications. We consider that the inclusion of the following details at the master spreadsheet would enhance the monitoring arrangements at the health board: 

1) Details of the lead individual(s) (nominated responder) responsible for ‘championing’ the NICE Guidance publication;
2) Confirmation of whether or not the NICE Guidance publication has been adopted and the date this was completed;
3) Justification is documented when it is determined that NICE Guidance will not be adopted; and
4) Measures that have been taken to ensure compliance with the guidance.
The health board should consider enhancing the level of detail captured on the tracker to strengthen arrangements to manage and monitor compliance.
	The Health Board will explore what options are available to capture additional detail within the digital AMaT software and will implement where this is possible; if there are constraints to the level of detail that it’s possible to capture, these constraints will be reported through COEG and consideration given whether an alternative can be used.
	June 2024: Confirmation has been received from The Medical Directorate Head of Service, that the content of the SharePoint site has been reviewed and updated to incorporate all areas identified as part of the audit review. 

	
	5.2
	A separate tracker is presented and discussed at the COEG meetings. It is a dynamic document and only contains NICE Guidance that is currently under review and consideration. Once COEG is satisfied, based on responses provided from the Service Groups that guidance has been considered appropriately, the item is removed from the tracker. There is therefore an absence of a mechanism to demonstrate ongoing compliance with the guidance.

Since July 2021, updates on NICE Guidance have been provided to the Quality Safety Governance Group, mainly via the ‘COEG outstanding responses to national guidance’ paper. At the July 2021 QSGG meeting, the percentage of responses received for newly published NICE Guidance was reported at 22.2%, with a small improvement to 27.3% noted in September 2021. This snapshot of ‘responses received’ is not evident at every COEG and QSGG meeting. However, whilst it is considered a useful tool to highlight the level of engagement within the health board, there is a lack of detail and clarity regarding the content of the responses in order to confirm that the NICE Guidance has been adopted by the health board and is being complied with.
The tracker should be presented at COEG to allow senior management to seek assurances that NICE Guidance has been implemented as appropriate. Issues identified should be escalated to QSGG and the Quality and Safety Committee.
	The data available on the AMaT system will be collated as a regular report for COEG.
	June 2024: SharePoint dashboard and compliance with guidance updates is shared at each COEG. Outstanding responses are highlighted to the Quality and Safety Group for escalation


	Lead Director – Executive Medical Director

	SBU-2324-027
Consultant Job Planning

Report Issued

April 2024

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.3
	The Job Planning Team, responsible for the administration and training is a small team, made up of an Administration & Training Lead for eJob Planning and a recently appointed assistant (who is currently being trained in the job planning process). It is the responsibility of Service Managers to publish job plans on the Allocate system, however, the lack of guidance and resources on the intranet results in queries being directed to the team.
The health board should develop and publish an FAQ on the intranet to sign-post individuals with queries on the job planning process.
	Flow chart to be added to the intranet page
	June 2024: This can be found on the Medical & Dental SharePoint site.
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