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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:
· 2 Final HIW reports received: 
· Maternity Services, Singleton (Visit Apr 2024)
· Nuclear Medicine, Morriston (embargoed) (Visit June 2024)
· Updates have been provided to HIW in relation to progress against 4 previous inspections and/or national reports:
· Nuclear Medicine, Singleton, NPTS (Jan 2024)
· CIW/HIW Joint Assurance Check: Care and Support for Adults with Learning Disabilities (RCT CBC, CTM, SBU) (Feb 2024)
· HIW National Review: Mental Health Crisis Prevention in the Community – Update (Mar 2022 original report)
· National Review of Patient Flow (Stroke Pathway)
Arrangements are being made to provide an update on the Maternity Services (April 2024) actions in October 2024.
· Action plan submitted in response to HIW national review of DNACPR arrangements.


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

	
	☐



	☐
	☒
	☐

	Recommendations

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

· CONSIDER & COMMENT where appropriate on 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
	

	HIW Maternity Services Inspection (April 2024)
	· HIW undertook an unannounced inspection of Maternity Services on 22-24 April 2024. An immediate improvement plan was requested by HIW. This was submitted to HIW in May 2024.
· HIW Draft Report was received by the Health Board in June. 
· The Health Board submitted comments in respect of factual accuracy and shortly afterwards Improvement Plan (IP) in June 2024.
· HIW issued a revised Draft Report at the beginning of July.
· The submitted a revised IP the same month, which was accepted by HIW and a Final Report issued. HIW has requested that an update on progress against actions agreed be by 11/10/2024. (Section 3.3 of this report sets out governance steps for review, reporting & submission of progress.)
· The Final report was published by HIW incorporating immediate and general improvement plans on 30/07/2024. (Annex 2)


	IR(ME)R Inspection: Nuclear Medicine, Morriston Service Group.
(Jan 2024)
	· HIW undertook inspection on 11 & 12 June 2024
· HIW Draft Report was received 07/08/2024
· The Health Board submitted an Improvement Plan on 22/08/2024.
· HIW have accepted the IP and issued an embargoed copy of the final report, pending publication (expected date 01/10/2024) – a copy will be brought to QSC when published.
· HIW has requested an update on progress by 05/12/2024 – details of governance steps prior to submission will be agreed shortly.

	Draft Report Stage
	

	No reports at this stage
	N/A

	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 – there is no further update currently. 





3.2 HIW FINAL REPORTS – SUMMARY FINDINGS

3.2.1 HIW 03645 – Maternity Services Inspection (April 2024)

HIW Summary of Findings:
	Quality of Patient Experience

Overall summary:
Staff were observed providing kind and respectful care to patients and their families. We found that staff worked well as a team to provide women and birthing people with a positive experience that was individualised and focussed on their needs. All women and birthing people that we spoke to during the inspection were positive about their care and the staff.

This is what we recommend the service can improve:
• Discuss and document birth plans and choices
• Improve availability of information in different languages, including Welsh
• Improve the provision of bereavement facilities.

This is what the service did well:
• Staff trained in diversity and equality
• Promotion, provision and utilisation of translation services during care for women and families whose first language is not English or Welsh.


	Delivery of Safe and Effective Care

Overall summary:
We saw, in general, arrangements were in place to provide women and birthing people with safe and effective care. We found there were robust processes in place for the management of clinical incidents, ensuring that information and learning was shared across the service. However, we raised some concerns around the Antenatal Assessment Unit.

Immediate assurances:
The following issues were raised during the inspection and resolved:
• Harmful cleaning fluids were not always stored appropriately and safely
• Daily checklists for the resuscitation trolleys were taking place however the forms used were missing some essential equipment checks
• Fridge temperature monitoring for the patient fridge was not evidenced via a checklist
• Disposal of a paper telephone assessment contact form for Antenatal Assessment Unit, meant that an appropriate audit trail was not always available.

The following issues were raised in an immediate assurance letter:
• Antenatal Assessment Unit staffing and processes.

This is what we recommend the service can improve:
• System and process to ensure staff have access to appropriate medical supplies and equipment
• Review and improve escalation policy and guidance with specific reference to staffing
• Continue efforts to address historical backlog of low level incidents logged on the DATIX system
• Formalise Standard Operating Procedures around the use of the second obstetric theatre
• Continue to build on progress around increasing capacity for fetal growth in the third trimester.

This is what the service did well:
• Infant feeding support
• Use of innovative methods to improve efficiency around incident review (Datix stickers and use of QR codes for sharing information)
• Safeguarding processes and procedures.


	Quality of Management and Leadership

Overall summary:
A relatively new management structure was in place and clear lines of reporting and accountability were described.

This is what we recommend the service can improve:
• Introduce mechanisms for monitoring staff satisfaction, including feedback for leaders
• Monitor and improve levels and skill mix of staff to meet demand and clinical need
• Improve compliance with annual appraisal (PADR).

This is what the service did well:
• Improvement in the leadership structure and visibility.





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 14 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

	297
	637
	560
	77
	42



The above figures reflect the addition of the April 2024 Maternity Service inspection at Singleton, and the re-addition of two older improvement plans in relation to Maternity Services:
· Maternity Unit, Singleton – this had been removed from the list of inspections following the issue of the national review report in 2020.
· Birth Centre NPT – this was closed in the list of inspections in recognition of the fact that the Centre was closed.

Progress against Maternity inspection improvement plans is being overseen by a Gold Command, chaired by the Acting Executive Medical Director. The actions that were remaining within the above improvement plans at the point these improvement plans previously removed from corporate monitoring have been reviewed within the service and the update received at the Maternity Gold Command meeting on 29/08/2024 confirmed them as completed. They will be removed from figures in future reports. Progress against improvements agreed following HIW inspections in September 2023 and April 2024 will continue to be monitored.

The actions in relation to Nuclear Medicine at Morriston will be added following publication of the report.

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:
· Following an update provided to HIW in April 2024, a further update on progress was submitted in June 2024, indicating slippage on some actions.
· 25/06/2024 HIW responded confirming that it provided sufficient assurance. However, further information on reasons for slippage were requested.
· 11/07/2024 SBU responded setting out reasons and provided an update improvement plan (IP) confirming further progress made and action taken to ensure timely completion of the remainder. Updated IP are attached (Annex 3).
· 25/07/2024 HIW responded and confirmed it provided sufficient assurance.


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

	Update:
· A joint assurance check was undertaken by the Care Inspectorate Wales (CIW) and HIW in February 2024, following which SBU provided HIW with an improvement plan which was accepted.
· 30/07/2024 SBU subsequently provided an update to HIW. This is attached (Annex 4). 
· 14/08/2024 HIW responded indicating that the update did not provide sufficient assurance at that stage and requested a further update be provided by 30/09/2024 to capture actions expected to complete in September 2024.
Next steps:
· 19/09/2024 MHLD Service Group to present update to Management Board.
· 24/09/2024 MHLD Service Group to present update to QSC
· 25/09/2024 MHLD Service Group to submit final position for Executive Director sign-off.
· 30/09/2024 Deadline for submission to HIW 


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

	Update:
· 13/05/2024 Progress update against the SBU Action Plan relating to this national report, was submitted to HIW (Annex 5)

	National Review of Patient Flow (Stroke Pathway)
	Update:
04/07/2024 Progress Update against the SBU action plan relating to this national report, was submitted to HIW (Annex 6)


	Maternity Services, Singleton 
(April 2024 visit)
	Update:
· HIW has requested an update by 10/10/2024
· Gold Command meetings are monitoring progress (last meeting was 16/09/2024)

Next steps:
· 24/09/2024 NPTS to present update to QSC
· 07/10/2024 NPTS to submit final position for Executive Director sign-off.
· 10/10/2024 Deadline for submission to HIW 
While the above deadline has been set by HIW, following discussion at Gold Command, the Health Board is looking to submit an earlier interim position.



For other subject areas, the progress table at Annex 1 present information on updates received from services by the Risk & Assurance team. 


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 June 2024 indicates that 36 of the 38 actions agreed following the HIW inspection had been completed. In respect of the two remaining: One relates to delivery of the action plan to address the healthcare needs assessment – progress is ongoing; the other relates to resources and matching capacity to demand – a review of this has been competed, but the need to identify sustainable provision of staff resource has been captured and monitored on the risk register. 

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 on progress was submitted to HIW in July 2024 (Annex 6).



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

The above report made 19 recommendations. An up to date on progress was submitted to HIW in May 2024 (Annex 6).

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 to HIW in July 2023 (this has been reported previously). The position as reported internally on 29/08/2024 recorded that 97 of 101 actions were completed. Four remain to be ongoing. A Gold Command has been established, chaired by the Executive Medical Director to oversee improvement following external inspection reports. Progress on remaining actions are monitored there.

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.

f) 	HIW National Review of DNACPR

HIW published a national report following its Review of Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) Decisions for Adults in Wales in May 2024 and asked organisations to submit action plans to address recommendations made. SBU submitted its action plan in August 2024 (Annex 7).


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

	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
· Improvement plan agreed, final report issued in June and published on 04/07/2024.

	03554 Penclawdd Dental Practice, Swansea
	· Inspection took place on 12/03/2024
· Four concerns were resolved during the visit and there were no other immediate assurances required.
· Improvement plan agreed, final report issued in May and published on 12/06/2024.

	03671 Manor Road Dental Practice
	· Inspection took place 11/06/2024
· Three concerns were resolved during the visit and there were no other immediate assurances required.
· Improvement plan agreed, final report received July 2024 and published on 11/09/2024.



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

	Human Fertility & Embryology Authority inspection (HFEA):
Interim Inspection Report and variation of licensed premise

	Following an inspection on 14/05/2024 at Wales Fertility Institute (Neath), the HFEA has issued an interim inspection report representing a mid-term evaluation of the centre’s performance (Annex 8).

Following the licence renewal inspection in May 2023, recommendations were made for improvement in relation to 7 major and 3 ‘other’ areas of non-compliance. This report indicates that the Health Board’s Person Responsible had supplied evidence confirming some recommendations addressed in line with agreed timescales and four more completed (though following originally agreed timescales).

This report has identified no areas of non-compliance classed as critical, major or ‘other’.


	Upcoming Compliance Inspection: Natural Resources Wales Radioactive Substances Regulations 
	Natural Resources Wales have indicated that they will be visiting the Singleton site from 10am on 25th September 2024 to perform a planned compliance inspection of radioactive substances regulations (part of the Environmental Permitting (England and Wales) Regulations 2016). 

This is a scheduled, non-reactive, inspection which will mostly focus on nuclear medicine areas where the Health Board will be required to demonstrate compliance with the conditions of the two site permits including security requirements.




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

In addition to the above, the Health Board has received assurance requests from HIW on a number of other matters:

· HIW Assurance Request CAS-INVES-10312
	HIW wrote to the Health Board on 16/05/2024 indicating that it had received information in relation to one of the Health Board clinics, run by specialist nursing staff, which indicated that tests such as blood investigations were being requested on behalf of patients GPs; however, the GP was unaware of these investigations and when a result was received by a GP they were not aware of the rationale/presentation that required the test be conducted. 
	A response was submitted to HIW on 22/05/2024 in response to its request for assurance.

· HIW Assurance Request CAS-INVES-10331 
HIW wrote on 23/05/2024 seeking assurance in relation to the arrangements for the triage of patients attending the ED via ambulance. 
A response was submitted to HIW on 30/05/2024.

· HIW Assurance Request (associated with inspection reference 03707)
Following closure of fieldwork in respect of the HIW inspection within Nuclear Medicine at Morriston Hospital, HIW wrote to the Health Board highlighting three delays identified in the notification of accidental / unintended exposure incidents (one in 2022 and two in 2024) where radiopharmaceuticals had been administered ahead of surgery, but where theatre sessions had been subsequently cancelled.
As the notifications did not relate to incidents reportable at Morriston Nuclear Medicine Department HIW wrote outside of the normal inspection process requesting assurance in respect of systems for communication between teams, the reporting of incidents correctly on Datix, and the training of staff.
A response was submitted on 30/07/2024.

· HIW Assurance Request CRM:0006710
HIW wrote on 22/08/2024 forwarding a letter of concern sent by a patient’s family to the health board, and copied to HIW, in relation to mental health service provision and leave granted to their family member. HIW indicated that it had responded to the complainant and informed them that they should seek response via the PTR process, but asked the Health Board for assurance in relation to this matter.
A response was sent to HIW on 30/08/2024.

· HIW Assurance Request CRM:0006721
HIW wrote on 29/08/2024 seeking assurance in relation to the matters raised by the family of a patient regarding conditions at Cefn Coed Hospital. 
An interim response was provided on 30/08/2024, and fuller, final response submitted to HIW on 11/09/2024 (recognising that the family had also written to the Health Board and that a response would be provided under PTR in due course also).

· IRM(ER) Incident CAS-INVES-11235
This HIW request was previously highlighted to QSC as received on 09/05/2024. The final response was sent subsequently on 28/05/2024.

· IRM(ER) Incident CAS-INVES-10069
This HIW request was previously highlighted to QSC as received on 09/05/2024. The final response was sent subsequently on 04/06/2024.

· IRM(ER) Incident CAS-INVES-10070
This HIW request was previously highlighted to QSC as received on 09/05/2024. The final response was sent subsequently on 14/06/2024.

· IRM(ER) Incident CAS-INVES-10844
Following the notification to HIW by the Health Board of an IR(ME)R incident in the Diagnostic Imaging department at Morriston Hospital on 01/06/2024, HIW has requested that a detailed investigation be conducted and outcome reported by 30/09/2024. Submission will be reported in due course.

· IRM(ER) Incident CAS-INVES-11290
Following the notification to HIW by the Health Board of an IR(ME)R incident in the Nuclear Medicine department at Singleton Hospital on 29/07/2024, HIW has requested that a detailed investigation be conducted and outcome reported by 14/11/2024. Submission will be reported in due course.

· IRM(ER) Incident CAS-INVES-11291
Following the notification to HIW by the Health Board of an IR(ME)R incident in the Radiotherapy department at Singleton Hospital on 10/08/2024, HIW has requested that a detailed investigation be conducted and outcome reported by 14/11/2024. Submission will be reported in due course.


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:
· REVIEW the update in relation to external reviews and the health board responses to issues raised.

· CONSIDER & COMMENT where appropriate on 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 for the Committee.

	Appendices
	Annex 1: Progress Against Action Previously Agreed
Annex 2: HIW 03645 Maternity Singleton Published Report July 2024
Annex 3: HIW 03429 IRMER NM PET-CT June 2024 Update
Annex 4: 03609 CLDT Joint Review - Update Jun 2024 
Annex 5: HIW MH Crisis in Community Update April 2024
Annex 6: HIW Patient Flow Review - IP Update June 2024
Annex 7: HIW Review of DNACPR for Adults in Wales May 2024
Annex 8: HFEA Interim Report – WFI (Neath)
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