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	Purpose of the Report
	The purpose of this report is to highlight matters arising in respect of Healthcare Inspectorate Wales (HIW) inspections and reviews, and to provide assurance regarding action to address issues raised. The report has been expanded to capture other external reviews.


	Key Issues



	Key highlights for information:
· A joint assurance check was undertaken by the Care Inspectorate Wales (CIW) and HIW in February 2024, looking at community learning disabilities services provided in Rhondda Cynon Taf area by the local authority and the SBU and CTM health boards. CIW has reported its findings in a letter. Findings are summarised within this report and an action has been agreed to address recommendations. 
· HIW re-inspected Maternity Services in April 2024. The health board has responded to an immediate assurance request and now awaits the full draft report and wider action plan.
· Preparations are in hand for a HIW planned inspection of Nuclear Medicine at Morriston in June 2024.


	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐



	☐
	☒
	☐

	Recommendations

	Members are asked to:
· NOTE the update in relation to external reviews and the health board responses to issues raised.

· CONSIDER any areas requiring further assurance.



EXTERNAL INSPECTIONS REPORT

1. INTRODUCTION

The purpose of this report is to highlight matters arising in respect of Healthcare Inspectorate Wales (HIW) inspections and reviews, and to provide assurance regarding action to address issues raised. This report includes details of other recent external inspections undertaken and their outcomes.


2. BACKGROUND

The Healthcare Inspectorate Wales (HIW) looks at the quality, safety and effectiveness of the services that are being provided to people and communities, drawing attention to good practice where it is found and highlighting practices that could cause harm to those who are receiving it and areas for improvement. It inspects NHS services in Wales, and regulates and inspects the independent healthcare sector. HIW also works with other review and inspectorate bodies to consider the quality of healthcare delivered in non-healthcare settings such as prisons. In addition to inspections, HIW undertakes a programme of reviews to look in depth at national or more localised issues.  As part of its work it makes recommendations to make improvements, immediate and longer term, where appropriate.

This report presents information in respect of reviews/inspections approaching or in progress, and those recently concluded and reported. 

Where reviews/inspections identify areas for improvement, HIW presents recommendations against which improvement plans may be developed by the health board and shared. Progress against these actions is communicated periodically by service leads to the corporate Risk & Assurance team and the position summarised and reported to support corporate oversight and the provision of assurance to the Quality & Safety Committee. 

This report presents the status of actions agreed following HIW reviews/inspections within the health board as informed by updates received to date from service areas. 

Health board services are reviewed and inspected by other external bodies, in accordance with statutory arrangements, quality management accreditation systems, and commissioning arrangements. This report includes details of other recent external inspections undertaken and their outcomes.




3. GOVERNANCE AND RISK 

The following sections highlight the outcomes of external inspections undertaken, the status of responses to them and the processes in place to seek assurance on progress against actions agreed to address risks highlighted.

3.1 SUMMARY OF CURRENT & UPCOMING HIW INSPECTIONS & REVIEWS

The below table summarises the progress of ongoing reviews & inspections (up to the point of their publication) relating to services managed by the Health Board. Where there are updates, these are expanded on in the paragraphs that follow:

TABLE 1: HIW REVIEW SUMMARY 
	SUBJECT AREA
	STATUS / COMMENTS

	Final Report Stage
	

	CIW/HIW Joint Assurance Check: Care and Support for Adults with Learning Disabilities (RCT CBC, CTM, SBU)
	· A joint assurance check was undertaken by the Care Inspectorate Wales (CIW) and HIW in February 2024, looking at community learning disabilities services provided in Rhondda Cynon Taf area by the local authority and the SBU and CTM health boards. 
· CIW has reported its findings in a letter. A copy of this is attached at Annex 2a.
· HIW asked the health board to develop an improvement plan in response to the findings for which it is responsible for action. This has been submitted and accepted by HIW. A copy is attached at Annex 2b.
· The health board has agree to provide an update on progress to HIW by 26/07/2024 (see later section for process).


	Draft Report Stage
	

	HIW Maternity Services Inspection (April 2024)
	· HIW has undertaken a new, unannounced inspection of Maternity Services on 22-24 April 2024. 
· Initial feedback has been shared with management – the detail is embargoed pending publication of the report.
· Three areas were highlighted for Immediate Assurance; however, two of these were satisfactorily resolved on site during the inspection. These areas will not need an improvement plan. 
· For comparison: the previous inspection in September 2023 had identified seven areas for immediate improvement.
· The service has prepared an Immediate Improvement Plan to address the remaining immediate assurance area and this was submitted on 03/05/2024. 
· We await feedback from HIW currently.


	Ongoing & Upcoming
	

	HIW/CIW/Estyn Joint National Review: CAMHS
	· A joint national review is planned by HIW, CIW and Estyn in relation to CAMHS services.
· The review will be undertaken in two stages. Stage 1 required the submission of a self-assessment to HIW. As reported previously, this was submitted as required. A further update will be provided when information is received from the review bodies setting out next steps.


	HIW IR(ME)R Inspection: Nuclear Medicine, Morriston Hospital
	· HIW has signalled its intent to undertake an onsite IR(ME)R compliance inspection within Nuclear Medicine at Morriston Hospital on 11 & 12 June 2024.
· HIW has requested that the health board submit a self-assessment with supporting documentation ahead of the on-site field work, by 14 May 2024. Additionally, surveys are to be distributed to staff and service users. Staff are preparing the assessment currently for sharing internally by 8 May 2024 for review ahead of signoff and submission.
· The team will be meeting with HIW inspection leads ahead of the visit to finalise arrangements.


	HIW National Review: Mental Health Crisis Prevention in the Community – Update
	· During 2021-22 HIW undertook a national review of Mental Health Crisis Prevention in the Community. The report was published on 10 March 2022, and SBU subsequently submitted an action plan to address the 19 recommendations in May 2022.
· HIW has requested an update by 13 May 2024 from the health board on the action taken in response to the report recommendations, to establish whether the improvements made have been sustainable.
· Details have been circulated to the Mental Health & Learning Disabilities Service Group for response by 9 May 2024 for internal review ahead of signoff and submission.


3.2 HIW FINAL REPORTS – SUMMARY FINDINGS

3.2.1 Care Inspectorate Wales (CIW) & Healthcare Inspectorate Wales (HIW) - Assurance Check of Rhondda Cynon Taf County Borough Council/Cwm Taf Morgannwg University Health Board/Swansea Bay University Health Board Community Learning Disability Team (CLDT)

Summary of Overall CIW/HIW Findings:
	Senior managers are aware of the significant ongoing challenges in responding to the increased complexity of need and demand, and financial pressures. They have identified several key areas that require improvements. In partnership, RCT and Cwm Taf Morgannwg/Swansea Bay University Health Boards have recognised the need to continue to transform and improve services so that people can access the right care/support/treatment at the right time, in the right place and in the most efficient and safest way possible.

At an operational level we saw many examples of local authority and health board practitioners working effectively together. Carers and practitioners told us of the benefits of the new CLDT structure and the reintroduction of the specialist CLDT teams within social care. They acknowledged it is early days and are optimistic that this change will have a positive impact for people with a learning disability. Social care practitioners spoke positively of the new structure and felt it is going from ‘strength to strength.’ Some people we spoke with told us that co-location of health and social care practitioners would improve partnership working further.

Most partnerships are working well at an operational level; however, information is not always shared effectively due to different methods and systems for recording information in the local authority and the health board. This means information regarding people’s health and care and support needs is not easily available across partnerships.
The local authority promotes different types of housing support to enable people to reach their outcomes, and to live as independently as possible in the community.

A regional approach has been agreed to ensure that young people are supported effectively to achieve their personal well-being outcomes when they approach adulthood. This regional approach will ensure that there is effective co-ordination amongst agencies to ensure the efficient and effective operation of transition planning and implementation across the region.

Areas for Improvement identified in relation to health board services were:


	Quality of Patient Experience:
· Lack of appropriate, safe and risk assessed clinic rooms for consultations and assessments.
· Staff members told us of time and capacity challenges related to the allocation of the Care Coordination role.
· Limited formal systems in place for effective sharing of information related to the delivery of people’s health care.
· Some people told us of a lack of clarity over the role and function of the LDIST.


	Safe and Effective Care:
· Paper and computer based records systems were in place that sometimes made recording, navigating and sharing people’s healthcare information difficult.
· We did not receive evidence of audit of people’s health records.
· People’s health records did not have an index in place to show the MHA / DOLs status.


	Leadership and Management:
· Health and social care staff are not integrated or co-located sometimes making communication difficult.
· Some staff told us that increasingly complex cases and challenging behaviour increased workloads.
· Staff members did not routinely receive Mental Health Act training, although regularly deliver care to people subject to the act.
· The office space did not have sufficient, available meeting space for multidisciplinary team meetings.
· Staff told us of patients experiencing repeated lengthy delays and challenges around the timely access to medical equipment.





3.3 PROGRESS AGAINST ACTION AGREED FOLLOWING HIW REVIEWS

3.3.1 HEALTH BOARD DIRECTLY MANAGED SERVICES
The below table summarises the overall status of actions agreed for eleven services with improvement plans remaining open – detail is provided at Annex 1:

TABLE 2: IMPROVEMENT PLAN PROGRESS 
	Number of Recommendations
	Number of Actions Agreed
	Number of Actions Completed
	Number of Actions Ongoing
	Number of Actions Overdue

	223
	490
	395
	95
	58



The Neath Port Talbot & Singleton Service Group presented an end of March position to the Management Board in relation to the September 2023 HIW inspection of the Maternity Unit at Singleton Hospital early in April 2024. An update was also provided to HIW in March. The figures in the table above include a more recent draft April 2024 update position. This will be shared with HIW and the QSC following full review & sign off. Since then HIW have revisited and undertaken a full re-inspection in April 2024 and the Maternity team have focused on agreeing action to address immediate improvements raised following work on site. 

The Morriston Service Group is indicating all actions except one in relation to the Dan Danino inspection have been completed. Following the last inspection, HIW reported in respect of the toilet and bathroom facilities that while the general environment appeared clean and in a good state of repair, the shower area looked like it would benefit from updating as it was stained. Since then, the shower room has had a deep clean and the service indicates it appears in an improved state. The service indicates that this remaining area has been recorded on their operational risk register, and quotes are awaited for remedial work.

Following a request from HIW, an update in respect of Ward F within Mental Health & Learning Disabilities Service Group was submitted in April 2024. This is now reflected in the table above. A copy is attached at Annex 3. 

To enhance the oversight of progress in making agreed improvements, opportunities for scrutiny at Management Board and the Quality & Safety Committee have been scheduled where timescales allow. The next updates requested by HIW and the arrangements made for internal reporting & review are as follows:

TABLE 3: ARRANGEMENTS FOR PROVISION OF UPDATES TO HIW
	SUBJECT AREA
	UPDATE TIMESCALES

	IR(ME)R Inspection: Nuclear Medicine, Singleton, NPTS
(Jan 2024)
	· Update was provided to HIW in April 2024, presenting progress up to 22/02/2024, with undertaking to provide a further update in early June 2024.
· 05/06/2024 NPTS Service Group to present update to Management Board.
· 06/06/2024 NPTS Service Group to submit final position for Executive Director sign-off.
· 07/06/2024 Deadline for further update to HIW 
· An update will be provided to QSC within the subsequent Risk & Assurance Inspections Report.


	CIW/HIW Joint Assurance Check: Care and Support for Adults with Learning Disabilities (RCT CBC, CTM, SBU)
(Feb 2024)

	· 17/07/2024 MHLD Service Group to present update to Management Board.
· 23/07/2024 MHLD Service Group to present update to QSC.
· 24/07/2024 NPTS Service Group to submit final position for Executive Director sign-off.
· 26/07/2024 HIW Deadline for submission.

	HIW National Review: Mental Health Crisis Prevention in the Community – Update
(Mar 2022 original report)

	· 09/05/2024 NPTS Service Group to submit final position for Executive Director sign-off.
· 13/05/2024 HIW Deadline for submission.
· Update to be shared with QSC within following Risk & Assurance Inspections Report.




For other subject areas, the progress table at Annex 1 present information on updates received from services by the Risk & Assurance team to inform monthly reporting to Patient Safety & Compliance Group. 


3.3.2 OTHER HIW REVIEWS INCLUDING NATIONAL/JOINT REVIEWS 

National reviews and those requiring a joint response with partners are not included in sections above, but set out below:

a)	Local Review of Governance Arrangements at Swansea Bay UHB for the Provision of Healthcare services to Her Majesty’s Prison [HMP] Swansea

The last update requested by HIW in relation to the above was submitted in June 2023. Confirmation of acceptance of progress was received in August 2023.

Since then, the Primary Community & Therapies Service Group provided an internal update on the position in January 2024 indicating that 34 of the 38 actions agreed following the HIW inspection had been completed. Of the four remaining, one related to completion of the action plan associated with the Health Care Needs Assessment – this further action plan contained 28 separate actions, of which eight remained open. 

There is no further update currently.

b)	National Review of Patient Flow (Stroke Pathway) 

As part of the HIW national review of Patient Flow, focusing on the stroke pathway, HIW conducted an onsite visit at Morriston Hospital on 26-28 April 2022. The report was published on 7 September 2023, and highlighted 50 recommendations for consideration by organisations. The SBU Health Board submitted its improvement plan on 30 October 2023. An up to date progress position will be sought by end of June 2024.

c) 	National Review of Mental Health Crisis Prevention in the Community (March 2022)

The above report made 19 recommendations. The Service Group is currently reviewing progress (as detailed in earlier section of the report) in order to provide an update to HIW in May 2024. This will be brought to the next meeting.

d)	National Review of Maternity Services (Nov 2020) 

In June 2023, HIW requested an update from the Health Board on progress against the recommendations made in the National Review of Maternity Services report published in 2020. An updated progress table was submitted in July 2023 (this has been reported previously). Following an internal review in January 2024, the service indicated that 79 of the 101 actions agreed had been completed.

Since the last meeting the service has been re-inspected by HIW and has been supporting that visit and responding to the immediate assurance request that followed. The team will refresh the position against this national review following that and the position will be reported to QSC subsequently.

e)	Patient Safety, Privacy, Dignity and Experience whilst Waiting in Ambulances during Delayed Handover (Oct 2021)

The progress updates against the above are coordinated by EASC. The last progress updates submitted to HIW by EASC was reported to the last meeting. There is no further update currently. Future updates on this will be reported to the Committee when further updates are provide by EASC.

There are no updates at this time.

3.3.3	PRIMARY CARE CONTRACTORS – HIW REPORTS ISSUED

Responsibility for addressing concerns raised by HIW inspections within independent contractors rests with the independent contractors. The following reports have been shared with the Health Board following visits to independent contractors:
 
TABLE 4: INDEPENDENT CONTRACTORS
	INDEPENDENT CONTRACTOR
	COMMENTS

	03565 Marsh Dental
	· Inspection took place on 20/02/2024
· Letter and non-compliance notice issued 21/02/2024 and HIW requested improvement plan from practice
· HIW confirmed practice improvement plan accepted on 04/04/2024


	03479 Dulais Valley Primary Care Centre
	· Inspection took place on 03/04/2024
· Some immediate assurances sought from practice to which practice has responded with immediate improvement actions
· Draft report issued on 07/05/2024 for response by practice by 21/05/2024.
Further information will be provided at a future meeting.




Additionally, the outcome of an inspection at Penclawdd Dental Practice, Swansea on 06/02/2024 is expected shortly.

The above inspection outcomes have been shared with colleagues within the Primary, Community & Therapies Service Group for information.

3.4 UPCOMING & RECENT REVIEWS BY OTHER EXTERNAL BODIES

Since the last update the following external reviews/inspections have been highlighted to the Risk & Assurance team:

TABLE 5: OTHER EXTERNAL INSPECTIONS
	REVIEW/INSPECTION
	FURTHER INFORMATION

	Compliance Report
Natural Resources Wales: Radioactive Substances Regulations Compliance Assessment report 
	Natural Resources Wales (NRW) visited Morriston Nuclear Medicine Department on 9th January 2024 to perform a compliance inspection of the Radioactive Substances Regulations and the associated site permits. 

The Inspector subsequently issued two compliance assessment reports to the Health Board in March 2024 relating to each site permit; one for sealed radioactive sources and one for open sources/ radioactive waste.
  
No breaches of permit conditions were recorded. The Radioactive Waste Adviser (SBU Head of Physics) shared with the Radiology Department for action on points raised.




Arrangements for reporting on the reports and representations made by Llais for action within the health board are being discussed currently.


3.5 OTHER MATTERS FOR INFORMATION

· Death In Custody (ref CRM0006166)
HIW investigation report received 09/01/2024, following death of prisoner at HMP Swansea 29/08/2023. PCT Service Group has details.



· Death In Custody (ref CRM0006214)
HIW investigation report received 29/01/2024, following death of prisoner at HMP Swansea 29/10/2023. PCT Service Group has details.

· Death In Custody (ref CRM0006275 & CAS-INVES-08454)
HIW investigation report received 29/02/204, following death of prisoner at HMP Swansea 21/09/2023. This report made a number of recommendations for which HIW requested that the health board provide an action plan – this was submitted on 28/03/2024.

· Death In Custody (ref CRM0006295)
HIW investigation report received 08/03/2024, following death of prisoner at HMP Swansea 21/12/2022. PCT Service Group has details.

· IR(ME)R Incident (CAS-INVES-09714 CRM0033933)
Following incidents in relation to three patients requiring additional mammography exposures at Neath Port Talbot Hospital in February 2024 due to the imaging equipment failing to capture the initial images, the health board received a letter from HIW on 12/03/2024 requesting an investigation. SBU submitted the investigation report to HIW on 17/04/2024.

· IR(ME)R Incident (CAS-INVES-10128)
Following an accidental exposure incident at Neath Port Talbot Radiology on 28/12/2023, caused by an addressograph error by the referring clinician, the health board received a letter from HIW on 25/04/2024 requesting an investigation. SBU submitted the investigation report to HIW on 01/05/2024.

· IR(ME)R Incident (CAS-INVES-10235)
Following an incident that took place at the Nuclear Medicine Department at Singleton Hospital on 26/04/2024, the health board received a letter from HIW on 09/05/2024 requesting an investigation by 25/07/2024. This is in hand currently for response.

· IR(ME)R Incident (CAS-INVES-10069)
HIW has requested an investigation into an incident that took place in the Radiology Department at Singleton Hospital on 08/03/2024, the health board received a letter from HIW on 23/04/2024 requesting an investigation by 05/07/2024. This is in hand currently for response.

· IR(ME)R Incident (CAS-INVES-10070)
HIW has requested an investigation into two IR(ME)R incidents that took place in the Nuclear Medicine Department at Singleton Hospital on 19/03/2024 & 02/04/2024, the health board received a letter from HIW on 23/04/2024 requesting an investigation by 15/07/2024. This is in hand currently for response.



· HIW correspondence (ref CRM0006225)
HIW received a complaint from a user of the Mental Health service who had indicated that they had been discharged following a missed appointment. HIW wrote to inform the health board on 01/02/2024 so that mental health support could be provided by the health board, and indicating that HIW had signposted the patient towards the Putting Things Right process, Llais and Public Services Ombudsman Wales. The Mental Health & Learning Disabilities Service Group have details.

· HIW Assurance Request 13/03/2024
HIW wrote to the health board on the above date seeking assurance in relation to medication reviews within mental health services. A letter of reply with supporting documentation was returned on 30/03/2024.

· HIW Assurance Request (CAS-INVES-09861 CRM0006368)
HIW wrote to the health board on 05/04/2024 seeking assurance by 12/04/2024 regarding complaints to HIW made by a patient regarding the care provided at one of the wards in Morriston Hospital. A reply was sent on 12/04/2024.

· HIW Assurance Request (CAS-INVES-0010236)
HIW wrote to the health board on 10/05/2024 seeking assurance by 17/05/2024 on matters raised in relation to surgery at Singleton. This is currently being addressed within the Neath Port Talbot & Singleton Service Group.

· HTA Mortuary Security Submission
The Human Tissue Authority is conducting Evidential Compliance Assessments (ECAs) as part of its statutory function to ensure compliance with relevant legislation, codes of practice and directions. This ECA relates to mortuary security arrangements. A form has been sent for completion to Designated Individuals (DIs) at establishments holding a HTA Post Mortem (PM) sector licences. Completed forms and supporting evidence are required to be uploaded by 17/05/2024.

· HIW Operational Plan
A copy of the above was shared with the Health Board on 07/05/2024. This is attached for members’ information. Attached: Annex 4
  


4. FINANCIAL IMPLICATIONS

It is possible that actions to address some issues raised in external reviews and inspections may require resources. However, this report does not make any recommendations with financial implications. 


5. RECOMMENDATIONS

Members are asked to:
· NOTE the update in relation to external reviews and the health board responses to issues raised.

· CONSIDER any areas requiring further assurance.

	Governance and Assurance

	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☐

	
	Co-Production and Health Literacy
	☐

	
	Digitally Enabled Health and Wellbeing
	☐

	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒

	
	Partnerships for Care
	☐

	
	Excellent Staff
	☐

	
	Digitally Enabled Care
	☐

	
	Outstanding Research, Innovation, Education and Learning
	☐

	Health and Care Standards

	(please choose)
	Staying Healthy
	☒

	
	Safe Care
	☒

	
	Effective  Care
	☒

	
	Dignified Care
	☒

	
	Timely Care
	☒

	
	Individual Care
	☒

	
	Staff and Resources
	☒

	Quality, Safety and Patient Experience

	HIW inspections may identify issues impacting upon the quality or safety of services, or the experiences of those affected by them. This reports aims to provide assurance on actions taken to address issues.

	Financial Implications

	It is possible that actions to address some issues raised in HIW inspections may require resources. However, this report does not make any recommendations with financial implications.

	Legal Implications (including equality and diversity assessment)

	HIW inspections may identify areas of non-compliance with legislation. This reports aims to provide assurance on actions taken to address issues.

	Staffing Implications

	HIW inspections may identify issues related to the staffing of services eg staffing numbers, or staff training/competency, or the solutions to other issues raised may have implications in terms of staff resources. This reports aims to provide assurance on actions taken to address issues.

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	The work of HIW provides an independent view of issues and risks within services. In addressing matters arising from reviews and inspections, the health aims to understand the causes of issues in order to prevent them from re-occurring.

	Report History
	This is report has been prepared directly for the Committee

	Appendices
	Annex 1: Progress Against Action Previously Agreed
Annex 2: CIW/HIW Joint Assurance Check: Care and Support for Adults with Learning Disabilities – Letter & Action Plan Submitted
Annex 3: NPTH Ward F – Update of Progress to HIW
Annex 4: HIW Operational Plan
Annex 5: CIW/HIW Joint Assurance Check: Care and Support for Adults with Learning Disabilities (RCT CBC, CTM, SBU)
Annex 6: HIW/CIW/Estyn Joint National Review: CAMHS
Annex 7a&b: HIW Letter & Annual Report 2022/23
Annex 8: HIW Annual Mental Health Act Monitoring Report
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