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INSPECTION REPORT

1. INTRODUCTION

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

2. BACKGROUND

2.1	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. 

2.2	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. 

2.3	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, where provided to the Risk & Assurance team.



3. GOVERNANCE AND RISK ISSUES

	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 Activities

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:
	
	SUBJECT AREA
	STATUS / COMMENTS

	Final Report Stage

	HIW Inspection 04081: 
Caswell Clinic MHLD
	· HIW inspection of Caswell Clinic at Glanrhyd Hospital was undertaken on 23-25 February 2026.
· No immediate assurances were requested of Swansea Bay UHB. However, HIW wrote to Cwm Taf Morgannwg UHB, seeking assurances on environmental / estate matters.
· The HIW draft report was received on 08/05/2026. The Health Board’s improvement plan was submitted on 29/05/2026 and accepted by HIW.
· The final report was published on 11/06/2026- copy attached at Annex 2.


	HIW Inspection 03923: Ward D Morriston
	· HIW inspection of Ward D at Morriston was undertaken on 17-18 March 2026.
· Immediate assurances were requested on several areas: 
· The use of patient identification bands.
· The use of surge beds (noting privacy & IPC implications); maintaining consistency of staffing levels; the use of student nurses; and risk assessments to manage overcrowding. 
· The timeliness of rectification of environmental matters; the disposal of PPE equipment; the review of bed capacity & spacing; and the use of housekeeping staff to clean the ward.
· The completion of patients’ needs assessments and secure storage of records. 
· An Immediate Improvement Plan was submitted by the Health Board and accepted by HIW.
· The HIW draft report was received on 05/05/2026. The Health Board’s improvement plan was submitted on 02/06/2026 and accepted by HIW.
· The final report was published on 18/06/2026 – copy attached at Annex 3.


	Joint Assurance Check 04622: NPT CBC & SBU - Community Learning Disabilities Team (CLDT)
	· The Health Board received a letter from HIW on 27/04/2026, announcing an upcoming joint assurance check by Care Inspectorate Wales and Healthcare Inspectorate Wales of the care and support for adults with learning disabilities in the Neath Port Talbot area. 
· Onsite activity was undertaken on 9-11 June 2026, and the inspection bodies worked across the Health Board and Neath Port Talbot Local Authority
· The approach to the review included advance preparations including:
· Set-up meeting 
· Provision of advance documentation and record samples 
· Surveys of staff, people, carers and stakeholders
· The assurance check included: detailed record review; discussions with individuals; focus groups.
· A draft letter setting out the review findings and improvement plan template were received by the Health Board on 02/07/2026. 
· Factual accuracy was confirmed with the inspectors. An improvement plan was submitted on 16/07/2026.
· HIW wrote on 21/07/2026 accepting the plan.
· The final report is scheduled for publication on 30/07/2026. A copy will be included in papers for the next Committee meeting.


	HIW Inspection 04617: Ward 3 Singleton Hospital
	· A HIW unannounced inspection was undertaken on Ward 3 of Singleton Hospital on 12-13 May 2026.
· Immediate assurance was requested in respect of:
· Nurse call system
· Needs and risk assessments
· An immediate Improvement plan was submitted on 21/05/2026 and accepted by HIW.
· The draft report was received on 25/06/2026. The Health Board’s improvement plan was submitted on 10/07/2026 and accepted by HIW.
· The final report is scheduled for publication on 13/08/2026. A copy will be included in papers for the next Committee meeting.


	Draft Report Stage

	HIW Inspection 04607: Low Secure Unit, Glanrhyd
	· A HIW unannounced inspection was undertaken at the Rowan and Cedar wards of the Low Secure Unit at Glanrhyd Hospital on 18-20 May 2026.
· There were no immediate assurance points.
· The draft report was received on 01/07/2026. The Health Board’s improvement plan was submitted on 21/07/2026.
· The improvement plan has not been accepted (24/07/2026). HIW has set out areas to address to support its acceptance. This is with the service currently for action.


	Ongoing & Upcoming

	HIW National Review: Child Safeguarding
	· The Health Board received a letter from HIW on 14/05/2026, announcing a national focused review into child safeguarding arrangements in health boards and trusts, which will align with Section 5 of the Wales Safeguarding Procedures (WSP) relating to allegations or concerns about practitioners or people in positions of trust.
· The review has been undertaken in stages:
· Evidence gathering exercise (by 27 May 2026)
· Interviews (originally 10-17 June)
· Only one item of information remains to be provided; all other documents have been submitted. The last item is being considered at Director level.
· HIW has held its interview with the Health Board Safeguarding leads and Workforce attended in support.

A further update will be provided to the next meeting.


	HIW Inspection 04542 (Upcoming): 
Nuclear Medicine, Singleton
	· SBU received a letter from HIW on 01/07/2026 providing notification and details of a planned IR(ME)R inspection within this service on 6-7 Oct 2026.
· The Head of Nuclear Medicine Physics has been nominated as service lead to support HIW in preparation.
· A self-assessment and supporting information are required to be submitted to HIW by 11/09/2026. An internal target of 28 August has been set.
· Full details of the inspection are included at Annex 4a-e.




3.2 	HIW Final Reports – Summary Findings

3.2.1 HIW Inspection 04081:
Caswell Clinic, Glanrhyd Hospital (23-25 Feb 2026)

HIW Summary of Findings:
	Quality of Patient Experience

Overall summary:
Patients at Caswell Clinic generally reported positive experiences of care and felt supported by staff who treated them with dignity, kindness and respect. Staff appeared knowledgeable and we observed staff responding to individual needs in a timely manner. Patients reported feeling safe on the wards and were aware of how to raise concerns or provide feedback.

Patients were involved in decisions about their care and aspects of daily living, promoting autonomy and recovery‑focused practice where possible.

Patients spoke positively about the range of therapeutic activities available, including occupational therapy sessions, access to gym facilities and opportunities to access the community. These activities were viewed as supporting recovery, structure and wellbeing. Food provision was also viewed favourably, with patients reporting satisfaction with the choice and quality of meals available.

There was also a clear focus on supporting patients’ physical health and wellbeing, with access to routine health assessments, GP and nursing support and preventative screening.

However, the inspection identified issues that affected the overall quality and consistency of care. Ongoing environmental challenges, although managed by staff, detracted from the therapeutic setting. In addition, the inspection identified inconsistency in observation practices, including the obscuring of bedroom door observation panels, which reduced staff visibility of patients and assurance that observations were applied consistently and safely across wards.

This is what we recommend the service can improve:
• Develop guidance to clarify safe and consistent observation practices which do not compromise patient safety
• Ensure timely repair and restoration of adapted facilities, including the communal bathroom on Cardigan Ward, to maintain appropriate access for patients who require mobility support and to support dignity and independence
• Review restrictions, such as mobile phone access, to ensure they are proportionate and tailored to individual need.

This is what the service did well:
• The on‑site dental suite provided a high‑quality and timely service
• Good access to advocacy services and clear information about patient rights which supported patient involvement and safeguarded individual rights.


	Delivery of Safe and Effective Care

Overall summary:
The inspection found that the physical environment at Caswell Clinic is not of an acceptable standard for a medium secure mental health service. Despite sustained efforts by staff to manage and mitigate risk, the environment did not reliably support safe, dignified and therapeutic care. Environmental deterioration, both internally and externally, continued to limit therapeutic activity, increase infection prevention risks and place additional pressure on staff. This must be addressed as a priority to restore a safe, dignified and therapeutic environment.

The condition of the estate required ongoing risk‑management measures, including restricted access to unsafe areas and escorted access to outdoor spaces. These arrangements increased workload for staff and reduced assurance that risks were being managed in a sustainable way. It is not acceptable that several of these long‑standing issues have persisted since our previous inspection and continued to be identified through other external reviews.

Since the inspection, there has been improved clarity of roles and responsibilities between Swansea Bay University Health Board, which operates the clinic, and Cwm Taf Morgannwg University Health Board, which owns the estate. This clarification, along with confirmation of secured capital funding for a planned programme of remedial works, provided some reassurance; however, timely delivery and sustained joint oversight remain essential.

We identified inconsistencies in the application of security and risk management arrangements, particularly out of hours. While checks were undertaken during staffed daytime hours, they were not consistently applied at night, reducing assurance that expected controls in a medium secure setting were maintained at all times.

Areas of good practice were also identified. Care and treatment planning was generally comprehensive and aligned with the requirements of the Mental Health (Wales) Measure 2010, supported by multidisciplinary input and regular review. Nutritional and hydration needs were comprehensively assessed and recorded, with clear care plans in place when patients required additional support or intervention. Mental Health Act monitoring arrangements were robust, supported by clear documentation, effective administrative oversight and appropriate access to advocacy.

Medicines management was well overseen, with secure storage, appropriate governance arrangements and strong pharmacy integration supporting safe prescribing and administration. Restrictive practices were used infrequently and as a last resort, with a clear emphasis on prevention, de‑escalation and least‑restrictive approaches.

This is what we recommend the service can improve:
• Improve the reliability and assurance of routine safety, security and monitoring processes
• Address environmental and infrastructure issues that impact infection prevention and control, including laundry provision and the condition of ward areas
• Strengthen medicines governance arrangements by ensuring monitoring practices are consistent and contemporaneous across all wards
• Improve efficiency and support staff workload by reviewing reliance on paper‑based records and reducing unnecessary duplication
• Ensure care and treatment planning clearly identifies and reviews unmet needs, in line with the requirements of the Mental Health (Wales) Measure 2010.


	Quality of Management and Leadership

Overall summary:
Staff described positive working relationships with their immediate line managers and reported that ward‑level leadership was approachable, supportive and accessible. Local management arrangements supported day‑to‑day oversight, decision‑making and escalation of concerns.

However, staff feedback highlighted less positive experiences in relation to senior leadership and organisational culture. Staff described limited visibility of senior leaders and inconsistent communication, which contributed to uncertainty during periods of service change. This was particularly evident following the repurposing of Ogmore Ward after the fire at Taith Newydd in November 2024, with staff reporting a lack of clarity about longer‑term plans and the future direction of the service.

Staff reported feeling encouraged to raise concerns, including through incident reporting systems, and described an open culture at local level. However, concerns raised did not always appear to be followed by clear communication about outcomes, learning or actions taken. This reduced staff confidence that issues raised would consistently lead to visible improvement at service level.

Quality improvement activity was evident through audit processes, safety forums and clinical oversight meetings. The introduction of the All‑Wales Audit Management Tool (AMAT) was a positive development, with the potential to improve coordination and oversight of audit activity. Workforce arrangements demonstrated high compliance with mandatory training and performance development reviews. Partnership working with external organisations also supported patient pathways, despite wider system pressures.

This is what we recommend the service can improve:
• Strengthen senior leadership visibility and communication to provide clearer direction and reassurance to staff during periods of service change
• Ensure that learning from incidents, reviews and service changes is clearly communicated to staff
• Strengthen access to role‑specific training, structured local induction and protected learning time.

This is what the service did well:
• Ward‑level leadership was accessible and supportive, enabling effective day‑to‑day management and escalation.




3.2.2 HIW Inspection 3923:
Ward D, Morriston Hospital (17-18 Mar 2026)

HIW Summary of Findings:
	Quality of Patient Experience

Overall summary:
Compassionate care and staff commitment were evident. However, improvements were required to address environmental constraints, strengthen person-centred care and improve communication, privacy and inclusion to ensure a consistently positive patient experience.

Feedback from patients and carers was generally positive, with all respondents rating the service as good or very good. Patients consistently described staff as kind, respectful and compassionate, and we observed patient‑centred interactions throughout the ward, including with people living with dementia.

Staff were seen to prioritise patients with urgent or time-critical needs and medicines were generally administered in a timely manner. Patients also reported good standards of cleanliness within bed spaces and were reassured by practices such as daily bedding changes.

Despite these positive findings, environmental pressures significantly impacted aspects of patient experience. The ward was operating above its intended capacity, with additional beds reducing space between patients. This constrained environment adversely affected privacy, dignity and safe access around bed spaces. Patients and carers reported difficulty having conversations with staff without being overheard and we observed confidential discussions often took place at the bedside or in areas that did not support privacy. Some patients did not consistently have access to call bells, particularly those cared for in additional or unallocated bed spaces, which reduced assurance that support could be summoned promptly when required.

There were also gaps in the provision of person-centred care and supportive information. Tools intended to promote individualised care, such as ‘This is Me’, were not used consistently and care planning relied heavily on generic templates. Limited resources were available to support health promotion, communication needs and inclusion, including a lack of patient‑friendly information, minimal bilingual signage and no hearing loop on the ward. In addition, patients and relatives were generally unaware of the formal complaints process.

Staff demonstrated awareness of equality and diversity principles and made reasonable adjustments where possible. However, environmental and resource limitations reduced assurance that all patients consistently received a fully personalised and inclusive experience.

This is what we recommend the service can improve:
• Reviewing additional bed arrangements to reduce overcrowding, improve space between beds, ensure patients are dressed appropriately and safeguard confidentiality during conversations
• Ensure tools such as ‘This is Me’, personalised care planning and catheter documentation are consistently completed, supported by appropriate signage and space for physiotherapy and occupational therapy
• Improve access to call bells and alarms, provide health promotion and bilingual patient information, ensure access to a hearing loop, support Welsh language visibility through ‘iaith gwaith’ badges and display information on Llais clearly.
This is what the service did well:
• Staff consistently treated patients with kindness, dignity and respect, including during challenging interactions with people living with dementia
• Patients with urgent or time-critical needs were prioritised, with timely medicines administration and responsive care for infection control and end-of-life needs
• Reasonable adjustments were evident, staff demonstrated awareness of protected characteristics and equality, diversity and dementia training supported inclusive practice.


	Delivery of Safe and Effective Care

Overall summary:
The ward environment presented significant risks to patient safety, primarily due to damaged flooring, overcrowding and cluttered spaces. Corridors and areas around the nurses’ station were worn, torn and unable to be cleaned effectively, creating slips, trips, falls and infection prevention and control (IPC) risks. Although bed spaces were clean and patients reported good hygiene, the wider environment appeared tired and unkempt, limiting effective cleaning and safe movement.

The ward routinely operated above its designated capacity, increasing from 25 to 29 beds. As a result, additional beds placed in already crowded bays restricted movement, reduced privacy and dignity and increased the risk of falls. While some risk assessments had been undertaken, concerns remained about the safety implications of surge bed use, including shared access to oxygen and suction equipment, insufficient space around beds, and inconsistent access to call bells. These issues were managed through the immediate assurance process.

Limited storage resulted in a lack of bedside lockers, inadequate seating for visitors and reliance on corridor storage for equipment such as hoists, further compromising safe access, particularly for patients living with dementia.

IPC arrangements were negatively impacted by overcrowding, damaged flooring, poor equipment labelling and insufficient personal protective equipment (PPE) disposal facilities. While hand hygiene compliance and PPE use were strong, the proximity of beds increased the risk of cross‑contamination. The lack of PPE doffing receptacles, unresolved estates issues and shortages of linen and continence products also reduced assurance. Additional concerns included inconsistent cleaning of medication trolleys and incomplete adherence to infection control procedures for patients with infectious conditions.

Safeguarding systems were in place and patients reported feeling safe. However, significant delays and expired documentation relating to deprivation of liberty safeguards (DoLS) were identified, reducing assurance that legal requirements were met in a timely manner.

Immediate assurances:
• The ward was operating above its designated capacity, with additional beds placed in bays. This reduced space for safe access, compromised privacy and dignity, increased the risk of falls and involved shared access to oxygen and suction equipment
• Flooring throughout the ward was damaged, lifted and unable to be cleaned effectively, creating IPC risks and increasing the likelihood of slips, trips and falls
• There was a lack of suitable receptacles for the safe removal and disposal of PPE. Given the presence of infectious patients, this increased the risk of cross-contamination
• Several environmental and IPC concerns had previously been reported to the estates department but had not been resolved
• Several patients, including those with cognitive impairment, were not wearing identification bands, increasing the risk of harm associated with medicines administration, treatment delivery and allergy identification
• Pressure ulcer risk assessments were not consistently completed on admission, with delays of up to three days identified
• Falls risk assessments were not completed in a timely manner for several patients, with delays of up to eighteen days noted. This significantly reduced assurance that patients at risk of falling were being adequately protected
• Patient records were observed left unattended in unlocked trolleys and communal areas, presenting confidentiality and data protection risks.

This is what we recommend the service can improve:
• Some bed spaces did not have sufficient room for bedside lockers, resulting in patients’ belongings being stored under chairs. Visitors and relatives often lacked appropriate seating and frequently sat on patients’ beds
• The ward did not have access to a dining room, day room, activity resources, televisions or designated rehabilitation areas, limiting opportunities to promote mobility and reduce the risk of patient deconditioning
• Ongoing shortages of linen, towels and incontinence pads were reported, which affected staff ability to consistently meet patient care needs
• Medication trolleys were not always cleaned when moving between infected and non-infected areas. Some equipment in storage was not clearly labelled as clean, creating uncertainty about readiness for use
• Information on infection rates was not displayed on the ward for staff, patients or carers, limiting transparency and opportunities to reinforce infection prevention awareness.

This is what the service did well:
• Despite environmental constraints, patients and relatives consistently reported good standards of cleanliness in bed spaces, including daily bedding changes
• Risks and incidents were consistently reported through DATIX, reviewed by senior staff and escalated to appropriate governance meetings when required, with learning shared across the ward
• Staff demonstrated strong hand hygiene technique and appropriate use of PPE, supported by good knowledge of IPC principles, adequate supplies and high audit compliance
• A structured audit programme was in place, including monthly IPC audits and additional reviews during periods of increased infection risk, with feedback shared during handovers
• Staff demonstrated a clear understanding of safeguarding responsibilities and reported using less restrictive approaches, such as conversation and diversion, where appropriate. Patients spoken with reported feeling safe on the ward.


	Quality of Management and Leadership

Overall summary:
The service demonstrated structured governance and leadership arrangements supported by regular morning and evening handovers, band six discussion groups and clinical risk meetings. Information was routinely shared with staff through ward managers, safety briefings, emails, online communication platforms and ward meetings. Leadership presence was visible, and staff reported feeling engaged, informed and supported. Ward management also felt supported by senior leaders, including access to on‑call senior managers, and staff demonstrated a clear understanding of their roles, responsibilities and escalation processes for staffing shortages and serious incidents. Inspectors observed a strong team culture, with staff supporting one another while working under sustained pressure.

Despite this, the service experienced ongoing workforce challenges. Staffing levels were consistently below establishment, with registered nurses and healthcare support workers frequently redeployed to support other areas. The ward was unable to use agency staff and relied on redeployment and bank cover, which affected continuity of care. Although skill mix was generally appropriate and patient acuity was considered when allocating care, staff reported they did not always have sufficient time to meet all care needs.

Staff supervision and appraisal systems were in place although appraisal completion rates were below expected levels at the time of inspection, improving shortly thereafter. Mandatory training compliance was high, but staff often completed training in their own time due to a lack of protected time. A wide range of development opportunities was available, including leadership progression, vocational qualifications and Welsh language training. However, staff were unable to demonstrate awareness of oxygen cylinder safety requirements, with no evidence of completed British Oxygen Company (BOC) training.

The ward culture was described as friendly, open and no-blame, with staff confident raising concerns through Datix and Duty of Candour arrangements understood and applied appropriately. While systems supported information governance, audit and quality improvement, low visibility of patient feedback and limited evidence of recent patient or family feedback being gathered, displayed and acted upon reduced assurance of sustained improvement.

This is what we recommend the service can improve:
• Staffing levels were consistently below establishment, with registered nurses and healthcare support workers frequently redeployed to other wards, affecting continuity and consistency of care
• Staff were unable to demonstrate awareness of governance and training requirements relating to oxygen cylinder safety and there was no evidence of completed BOC training
• Information on providing feedback was not clearly visible on the ward and there was no evidence of recent patient or family feedback being gathered, displayed or acted upon.

This is what the service did well:
• Structured governance processes were in place, including regular handovers, clinical risk meetings and clear escalation pathways, with visible and supportive leadership at ward and senior levels
• Staff were described as proud to work on the ward, with a strong team connection observed and a supportive, no-blame culture encouraging openness and collaboration
• Staff had access to a wide range of training and development, including leadership progression routes, vocational qualifications for HCSWs and support for students
• Electronic systems supported data collection, reporting and audit activity, with regular quality and safety meetings, review of performance measures and learning shared across the service.





3.3	Progress Against Action Agreed Following HIW Reviews

3.3.1	Health Board Directly Managed Services Action Status
This report presents the position following receipt of updates and approved changes evident in AMAT up to 10/07/2026. The table below summarises the overall status of actions:

	
	Inspection Plans Open
	Improvements Required
	Actions Agreed
	Actions Complete
	Actions Ongoing
	Actions Overdue[footnoteRef:1] [1:  Actions overdue at the point of the most recent reporting period.] 


	Last Meeting
	12
	256
	500
	290
	210
	199

	This Meeting
	14
	289
	574
	358
	179
	140



The table at Annex 1 provides further detail on individual inspections. 

Supporting notes:

· Inspections Added:
· HIW Inspection 03938 Rowan House (Jan 2026)
· HIW Inspection 03972: Radiotherapy Singleton
These final reports received in April were set up on the AMAT system ready for tracking of progress. Following approval and submission of recent progress updates to HIW, the inspections are now added to the figures above for ongoing monitoring & reporting.

· HIW Inspection 03879: Maternity Services, Singleton 
This inspection (final report received end of April) has been set up on the AMAT system ready for tracking of progress (this is not included in the above figures but will be added when the service signs off the first 3-month update).

As noted in our last report, the accuracy of assurance is reliant on the timely and consistent updating of actions within AMAT. While other formats eg updated improvement plan documents, have been accepted where necessary to meet external reporting timescales, this has led to some variation between the position reported to HIW and that reflected in AMAT. 

AMAT will be used as the primary system for maintain and reporting inspection progress, providing a single, consistent position for both internal oversight and external reporting.  Work is continuing with Service Groups to promote improvements to the timeliness and effectiveness of AMAT updates. This is reinforced through the monthly Executive Performance Review process and reported via the Quality & Safety Group inspections reports. 

3.3.3	Progress Updates to HIW

Updates on improvement plan actions recently submitted to HIW, and next steps for those due for submission shortly are set out below:

	SUBJECT AREA
	UPDATE TIMESCALES

	SUBMITTED
	

	HIW Inspection 03938: Rowan House, Cefn Coed

	HIW published this report on 09/04/2026. 

An update was provided to HIW on 15/06/2026. A copy is attached at Annex 5. Further detail will be provided when HIW provides feedback.


	HIW Inspection 03972: Radiotherapy, Singleton
	The final report was issued by HIW on 10/04/2026, with a request for an update on progress within 3 months.

An update was submitted to HIW on 09/07/2026 and accepted by HIW. A copy is attached at Annex 6.


	UPCOMING
	

	HIW Inspection 3879: 
Maternity Services Singleton
	The final report was issued by HIW on 01/05/2026. Arrangements have been made to provide an update to HIW by 30/09/2026.


	HIW Inspection 03923:
Ward D Morriston
	The final report was issued by HIW on 30/04/2026. Arrangements have been made to provide an update to HIW by 17/09/2026.


	HIW Inspection 04617:
Ward 3 Singleton
	The final report was issued by HIW on 17/07/2026. Arrangements have been made to provide an update to HIW by 16/10/2026.





3.3.2 Other HIW Reviews Including National/Joint Reviews 

No updates have been sought on previously published national reviews for this report. 

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. Any correspondence sent to contractors by HIW and copied to the health board has been shared with colleagues within the Primary, Community & Therapies Service Group for information. A more detailed update on matters shared will provided in the report to the next meeting.




3.4 UPCOMING & RECENT REVIEWS BY OTHER EXTERNAL BODIES

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

	REVIEW/INSPECTION
	FURTHER INFORMATION

	Natural Resources Wales Radioactive Substances Regulations Compliance Inspection - Morriston hospital - 4 June 2026
	This visit took place on 4 June. Its purpose was to inspect compliance with Radioactive Substances Regulations (which form part of the wider Environmental Permitting (England and Wales) Regulations 2016).
The inspection took place in the nuclear medicine facility within the Radiology Department. 

A draft report has been received. Further details will be reported when this has been considered. 





3.5 OTHER MATTERS FOR INFORMATION

3.5.1	Assurance Request CAS-INVES-16343 
	HIW wrote to the Health Board on 01/04/2026, requesting assurance following receipt of concerns in relation to governance, leadership and culture at the Welsh Fertility Institute. The response was submitted on 10/04/2026.

	HIW has written requesting further information following our first response. A second letter responding to that request was submitted to HIW on 27/04/2026.

	HIW wrote back to the health board on 17/06/2026, indicating that the earlier responses provided partial assurance, noting that much of the information previously submitted related to actions planned rather than implemented and effective. Further information was therefore requested to provide stronger assurance. The response was submitted on 01/07/2026.



3.5.2 Assurance Request CAS-INVES-16445 (IR(ME)R incident)
	HIW wrote to the Health Board on 26/01/2026, acknowledging the notification of an IR(ME)R incident that took place in the Radiology Department at Morriston Hospital on 13/02/2026, and requesting submission of a detailed investigation. The response was submitted on 01/06/2026.

3.5.3	Assurance Request CAS-INVES-16812 (IR(ME)R incident)
	HIW wrote to the Health Board on 14/04/2026, acknowledging the notification of an IR(ME)R incident that took place in the Radiotherapy department at Singleton Hospital on 08/04/2026, and requesting submission of a detailed investigation. The response was submitted on 24/06/2026.

3.5.4	Assurance Request CAS-INVES-16985 
	HIW wrote to the Health Board on 18/05/2026, requesting information and assurance following receipt of concerns in relation to an external company providing services from Neath Port Talbot Hospital. The response was submitted on 02/06/2026.

3.5.5	Assurance Request CAS-INVES-17272
HIW wrote to the Health Board on 01/06/2026, indicating concerns it had received from a patient regarding incidents she reported took place during her care. HIW requested a fuller account of the events, and further information regarding the learning identified following the incidents, and assurances on actions taken to prevent similar occurrences affecting other patients in future. The response was submitted on 15/06/2026.

3.5.6	Assurance Request CAS-INVES-17124
	HIW wrote to the Health Board on 05/06/2026, requesting information and assurance following receipt of concerns in relation to loss of availability to mental health computer systems in May. The response was submitted on 05/06/2026.

3.5.7	Assurance Request CAS-INVES-17171
HIW wrote to the Health Board on 11/06/2026, in respect of concerns raised in relation to the blood test department at Morriston Hospital. HIW requested information on actions taken to investigate the issues raised, as well as ongoing arrangements in place to monitor the service. The response was submitted on 22/06/2026.

3.5.8	Assurance Request CAS-INVES-17327
HIW wrote to the Health Board on 11/06/2026, in respect of concerns raised in relation to Cardiac surgery services (primarily utilisation of operating theatre capacity) at Morriston Hospital. HIW requested clarity on whether concerns had been raised to the health board directly and any changes to the way the service is being utilised. The response was submitted on 22/06/2026.

3.5.9	Assurance Request CAS-INVES-17414 
HIW wrote to the Health Board on 18/06/2026, in respect of concerns raised in relation to Smoking Near Emergency Department Entrance Morriston. The response was provided on 25/06/2026.

HIW made a supplementary request on 23/06/2026 for information on patient feedback. This was provided on 14/07/2026.

3.5.10 Assurance Request CAS-INVES-17756 (IR(ME)R incident)
	HIW wrote to the Health Board on 15/07/2026, acknowledging the notification of an IR(ME)R incident that took place in the Radiology Department at Morriston Hospital, and requesting submission of a detailed investigation by 07/10/2026. Action is in hand to respond.

3.5.11 Assurance Request CAS-INVES-17431
HIW wrote to the Health Board on 25/06/2026, in respect of concerns raised in relation to the staffing levels and redeployment practices at Morriston Hospital. HIW requested the concerns be investigated and for information on any findings and learning arising. The response was submitted on 13/07/2026.

	In respect of each of the assurance requests received above, further updates will be reported here should further enquiries be made by HIW.




4. OPEN AUDIT RECOMMENDATIONS 

4.1	There are no open internal audit actions in relation to the management of inspections. The health board has received a draft internal audit report for review and considering its response. Further information will be provided at the next meeting.


5. FINANCIAL IMPLICATIONS

5.1 	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. 


6. RECOMMENDATION

Members are asked to:

· RECEIVE FOR ASSURANCE the update in relation to external reviews and the health board responses to issues raised.
· CONSIDER any areas requiring further assurance.

	Governance and Assurance

	Strategic Objectives

	Strategic Objectives
(please choose which is impacted)
	People of Swansea Bay live healthier, fairer and more prosperous lives
	☒
	
	Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships  
	☒
	
	Care is delivered in partnership with our communities in safe and appropriate setting, supported by innovation
	☒
	
	The health board is a great place to work where staff feel valued and work together towards a common goal
	☒
	
	The health board is a resilient, sustainable and responsible organisation
	☒
	Health and Care Standards

	Standards (please choose which applies)
	Safe Care
	☒
	
	Timely Care
	☒
	
	Effective Care
	☒
	
	Efficient Care
	☒
	
	Equitable care
	☒
	
	Person-centred Care
	☒
	
	Staff and Resources
	☒
	Enablers (please choose which applies)
	Whole Systems Approach
	☒
	
	Leadership
	☒
	
	Workforce
	☒
	
	Culture
	☒
	
	Information 
	☒
	
	Learning, Improvement and Research
	☒
	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 report 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 report aims to provide assurance on actions taken to address issues.

	Staffing Implications

	HIW inspections may identify issues related to the staffing of services e.g. staffing numbers, or staff training/competency, or the solutions to other issues raised may have implications in terms of staff resources. This report 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 to prevent them from re-occurring.

	Report History

	This is an update of the report received in June 2026.

	Appendices

	Annex 1: Progress Against Action Previously Agreed
Annex 2: HIW 04081 Final Report: Caswell Clinic
Annex 3: HIW 03923 Final Report: Maternity 
Annex 4: Upcoming IRMER Inspection: Nuclear Medicine Singleton
Annex 5: Progress Update: HIW 03938 Rowan House
Annex 6: Progress Update: HIW 03972 Radiotherapy
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