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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:
· HIW inspection Ward F, Neath Port Talbot Hospital: Final report has been published. 
· HIW Inspection Maternity Unit, Singleton: Draft report has been issued, incorporating agreed Immediate Improvement Plan. Service is currently drafting the general Improvement Plan.
· HIW Inspection Caswell Clinic: Draft Report has been issued. No immediate improvement points were raised. Improvement Plan has been submitted and HIW response awaited.
· HIW IR(ME)R Inspection Nuclear Medicine: Fieldwork is complete. Draft report is awaited. No immediate assurance points were raised.
· HIW National Patient Flow Review: National report has been published and improvement plans requested by HIW from organisations. SBU Health Board Improvement Plan has been submitted.
· HTA (Human Tissue Authority) Human Tissue Act Inspection Mortuary, Morriston Hospital: Fieldwork has been completed. Verbal feedback highlighted no findings classed as Critical. Draft report is awaited.


	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. The report has been expanded to capture information on other external reviews. 


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. Steps are being taken to coordinate information on these so that it is clear how risks and assurances arising from these are captured and reported.



3. NEW REPORTS RECEIVED – HIW

3.1 HEALTH BOARD SERVICES – FINAL REPORTS & AGREED IMPROVEMENT PLANS 

3.1.1 Final Report – Ward F, Neath Port Talbot Hospital

An unannounced inspection on the above ward (managed by the Mental Health & Learning Disabilities Service Group) was undertaken on 22-24 May 2023. No immediate assurances were required following the inspection. An improvement plan has been submitted and accepted by HIW and the final report published on 24 August 2023. The findings are summarised below and the published report incorporating the improvement plan is included at Annex 2.

	Quality of Patient Experience:
HIW observed staff treating patients with respect and supporting patients in a dignified and sensitive way. All patients had their own bedroom and bathroom which maintained their privacy and dignity. Patients could engage and provide feedback about their care in a number of ways. Staff had undertaken equality, diversity and inclusion training to help recognise the importance of treating all patients fairly. Patients had weekly access to a mental health advocate who provided information and support with any issues they may have regarding their care.

The health board must do more to ensure that patients are able to participate in a range of individualised therapeutic and social activities to aid in their recoveries.

This is what HIW recommends the service can improve:
• Physical healthcare care plans must be developed for patients when required
• Health promotion information must be made available to patients
• The health board must ensure that patients adhere to the Welsh Government smoking legislation on hospital grounds
• Bilingual patient information must be made available to ensure Welsh speakers are offered language services that meet their needs.

This is what the service did well:
• Patients provided positive feedback about their experiences.


	Delivery of Safe and Effective Care:
A range of up-to-date health and safety policies were available and appropriate risk assessments were being undertaken. However, HIW felt further improvements were needed to provide a safer environment for patients and staff. For example, the seclusion arrangements in place on the ward must be improved to ensure they adhere to the health board policy and best practice standards.

Effective infection prevention and control (IPC) arrangements were evident. There were established safeguarding processes in place and referrals were being directed to external agencies as and when required. Robust procedures were evidenced in relation to the safe management of medicines on the ward. Medication Administration Records (MAR charts) were being maintained to a good standard. The statutory documentation HIW saw verified that the patients were appropriately legally detained.
The health board must ensure positive behaviour plans are developed to understand what things are important to patients. The health board must also significantly improve the care and treatment planning process and arrangements in place to ensure they meet the requirements of the Mental Health Measure Wales 2010.

This is what HIW recommends the service can improve:
• A policy must be developed that details the expectations on staff security in relation to personal alarms and staff radios and ensure staff are aware and adhere to it
• All incidents must be recorded on the electronic system in a timely manner and all relevant information in relation to the incident must be captured accurately
• HIW recommends the health board completes the anti-ligature refurbishment work on the remaining bedrooms and undertakes the anti-ligature refurbishments identified in the ligature risk assessment.

This is what the service did well:
• The pharmacist who regularly visited the ward was supportive to staff, visible and engaged with patients to educate and provide information to them about their medication.


	Quality of Management and Leadership:
Appropriate governance processes were in place to review issues related to patient care and identify improvements. Staffing levels were appropriate to maintain patient safety within the wards at the time of our inspection. It was clear from our discussions with senior staff that the health board was reviewing the provision of the service on the ward to enhance the environment and efficiency of the service.

Overall mandatory training compliance rates were high among staff on the ward. However, the health board must ensure that staff receive their annual appraisals and have access to regular formal clinical supervision to help their learning and development.

This is what HIW recommends the service can improve:
• The health board must engage with staff to ensure their health and wellbeing is being protected
• Information on the Putting Things Right process must be made available to patients
• The health board should disseminate the whistleblowing policy and remind staff where they can access it should they have any concerns they wish to raise.





3.2 HEALTH BOARD SERVICES – RECENT INSPECTIONS & DRAFT REPORTS

3.2.1	Draft Report – Caswell Clinic

An unannounced inspection in the above service (managed by the Mental Health & Learning Disabilities Service Group) was undertaken on 11-13 September 2023. No immediate assurances were required following the inspection. An improvement plan has been submitted – acceptance of the improvement plan and final report are awaited. The final report and improvement plan will be brought to a future meeting. 


3.2.2	Draft Report – Maternity Unit, Singleton 

Following an unannounced HIW inspection of the above service on 5-7 September 2023, an Immediate Assurance letter was issued. An Immediate Improvement Plan was submitted by the Health Board in response and accepted by HIW on 16 October. Seven areas are listed for immediate improvement. 

Following the above a draft report was received on 3 November 2023, incorporating the agreed Immediate Improvement Plan, and presenting further areas for improvement. The response is currently being drafted for submission to HIW. The final report and improvement plan will be brought to a future meeting.

3.2.3	New Requests, Unannounced & Planned Inspections 

(a) IR(ME)R Inspection: Nuclear Medicine, Singleton
An announced inspection took place on 10-11 October 2023 in the above service. 
The inspection reviewed compliance with the Ionizing Radiation (Medical Exposure) Regulations and the provision of services in accordance with the Health & Care Standards. No immediate assurance matters were raised.
The draft report is awaited.

3.3 PRIMARY CARE CONTRACTORS – HIW REPORTS ISSUED

Responsibility for addressing concerns raised by HIW inspections within independent contractors rests with the independent contractors. Reviews & inspections of the health board’s primary care contractors have been identified by review of publications on the HIW website and are provided below for information – reports are received by the Primary Community & Therapies Service Group. No inspections within Primary Care have been highlighted to the Health Board by HIW since the August QSC meeting. 


4. PROGRESS AGAINST ACTION PREVIOUSLY AGREED

4.1 HEALTH BOARD DIRECTLY MANAGED SERVICES
The below table summarises the overall status of actions agreed for those services with actions remaining open (more detail is provided at Annex 1):

	Number of Recommendations
	Number of Actions Agreed
	Number of Actions Completed
	Number of Actions Ongoing
	Number of Actions Overdue

	145
	302
	188
	114
	97



Updates in respect of the following have been provided to HIW and are included within Annexes to this report for information:

Annex 3	Paediatric Services: Ward M & Oakwood, Morriston (August 2023)
Annex 4	Assessment & Treatment Unit, MHLD (Aug 2023)

Actions in respect of inspections of the Maternity Unit, Caswell Clinic and IR(ME)R Compliance: Nuclear Medicine will be incorporated in future reports. 


5. 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:

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

The Primary Community & Therapies Service Group presented a report to the QSC in June 2023 on progress against the above improvement plan. The update was also submitted to HIW that month and the Health Board has subsequently received confirmation in August 2023 that the update was accepted by HIW as providing assurance that the recommendations are being addressed. 

There are no further updates currently.

5.1.2	National Review of Patient Flow (Stroke Pathway) - Report issued & Improvement Plan submitted

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. As previously reported, no issues were raised at the time of the on-site inspection with the service lead. 

Update: The report was published on 7 September 2023, and highlights 50 recommendations for consideration by organisations. HIW required the health board to complete an improvement plan, to demonstrate how it will address the findings and recommendations detailed within the report. This was completed and submitted on 30 October (following an extension agreed with HIW). The report and SBU response are attached at Annex 5.

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

The above report made 19 recommendations. The Service Group has indicated that most actions agreed in response to recommendations have been completed with only one remaining ongoing (the review of the role and function of the Community Mental Health Teams by the MH Service Development and Transformational Manager).

5.1.4	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). 

There is no further update currently. (Note: the service is currently responding to the recent local inspection of the Maternity Unit at Singleton.)

5.1.5	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.

6. UPCOMING & RECENT REVIEWS BY OTHER EXTERNAL BODIES

(a) HTA Compliance Inspection: Mortuary Services (Morriston)
The arrangements for compliance with the Human Tissue Act at the Health Board Mortuary Services at Morriston Hospital were inspected by the Human Tissue Authority on 9 & 10 November 2023. Informal feedback was provided on 13 November – no shortfalls classed as ‘Critical’ were raised. The draft report is now awaited.

The table of other external reviews & inspections is being updated.


7. GOVERNANCE AND RISK 

This report aims to provide assurance regarding action taken to address issues & risks highlighted by HIW inspections and to inform Committee members and the Board of approaching and ongoing inspection activity.


8. 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. 


9. 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: Ward F, NPT Hospital
Annex 3: Paediatric Services: Ward M & Oakwood, Morriston
Annex 4: Assessment & Treatment Unit, MHLD 
Annex 5: National Review of Patient Flow (Stroke Pathway) - SBU Response
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