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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) and other external inspections and reviews, and to provide assurance regarding action to address issues raised. 


	Key Issues



	Key highlights for information:
· Final HIW reports have been published in relation to:
· Laurels & Briary Complex Care Unit (visit Apr 2025)
· Minor Injury Unit, NPT Hospital (visit May 2025)
· Community Mental Health Team (Swansea North) at Ty Einon, Gorseinon (joint inspection with Care Inspectorate Wales on 15&16 July).
· HIW has visited Tawe Clinic, Cefn Coed Hospital. Immediate assurance was requested – an immediate improvement plan has been accepted by HIW. The draft report is now awaited.
· Three improvement plan updates have been accepted by HIW:
· Emergency Department, Morriston (Nov 2024 ref 03716) 
· Diagnostic Services, Singleton Hospital (Feb 2025 ref 03653) 
· Birth Centre, NPT Hospital (Feb 2025 ref 03750)
· An update has been provided to Llais in response to its enquiries regarding improvements made within Maternity & Neonatal services.
· Reports have been received for action following Joint Commissioning Committee review of Caswell Clinic Medium Secure Mental Health Facility and following Medicines & Healthcare products Regulatory Agency inspection of Radiopharmacy and Pharmacy Support Services at Singleton Hospital.

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

	
	☐



	☐
	☒
	☐

	Recommendations


	Members are asked to:
· RECEIVE 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
	

	HIW Inspection 04072:
Laurels & Briary Complex Care Unit (MHLD)
(April 2025)
	· HIW undertook an unannounced inspection at Laurels & Briary Complex Care Unit on 29 & 30 April 2025.
· An immediate assurance letter was received from HIW highlighting actions required to address issues in relation to:
· Environmental, security and health and safety risks 
· Control of substances hazardous to health
· Security of access to patient records
· HIW accepted the immediate improvement plan submitted by SBU.
· A report was subsequently issued setting out further areas for improvement. 
· The improvement plan submitted by SBU was accepted by HIW and on 30 July 2025 the final report was published incorporating agreed improvement actions. See Annex 2

	HIW Inspection 03903:
Minor Injury Unit, NPTH 
(May 2025)
	· HIW undertook an unannounced inspection at the Minor Injury Unit (MIU) NPTH on 20 & 21 May 2025.
· No immediate assurances were required.
· The draft report was issued by HIW on 10 July and SBU submitted its improvement plan on 31 July. 
· This was accepted and a Final report published on 28 August 2025. See Annex 3.
(See later section on progress update requirements)

	Joint Inspection 03871: Community Mental Health Team (Swansea North) at Ty Einon, Gorseinon 
(15 & 16 July 2025)

	· HIW and the Care Inspectorate Wales (CIW) undertook a joint inspection of this service in July 2025.
· HIW requested immediate assurance in three areas: the environment; access controls to substances potentially hazardous to health; and security of access to patient records.
· An immediate improvement plan was submitted on 24 July 2025 and accepted by HIW.
· The Draft report was received 8 September 2025.
· Factual accuracy comments were returned to HIW on 29 September 2025 and improvement plan submitted on 3 October 2025.
· This was accepted by HIW and a Final report published on 15 October 2025. See Annex 4.

	Draft Report Stage
	

	No reports at this stage currently
	

	Ongoing & Upcoming
	

	HIW Inspection 03641:
Tawe Clinic, Cefn Coed
	· HIW unannounced inspection took place on Fendrod & Clyne Wards of Tawe Clinic, at Cefn Coed Hospital on 6-8 October 2025.
· Immediate assurances were required in relation to seven areas: key management; arrangements to prioritise and resolve immediate safety risks (such as keys); laundry facilities; improvements to Immediate Life Support (ILS) training compliance & rostering; information on how the health board ensures bank & agency staff are compliant with ILS & other necessary training; how ILS training will be monitored & escalation arrangements; information on action taken to confirm the manager’s hearing for one patient to ensure compliance with the Mental Health Act, and the support to be provided to the patient.
· The immediate improvement plan was submitted on 20 October 2025 and has been accepted by HIW.
· The formal draft report is now awaited.






3.2 HIW FINAL REPORTS – SUMMARY FINDINGS

The summarised findings of the most recent final inspection reports are presented in the following sections:

3.2.1 HIW Inspection 04072:
Laurels & Briary, Complex Care Unit (29-30 April 2025)

HIW Summary of Findings:
	Quality of Patient Experience

Overall summary:
Feedback from patients, families and carers indicated that staff at the Laurels and Briary provide good holistic care, treating patients with dignity and respect. However, the environment needs significant refurbishment as a priority.

All resident patients were registered with a local general practice (GP) surgery and received annual health checks, although dental check-ups have been lacking since the COVID-19 pandemic and needs addressing promptly.

Monthly multidisciplinary team (MDT) meetings were held to discuss patient health conditions. Care plans were comprehensive and were reviewed monthly, however, staff must ensure that care plans reflect patient needs accurately, are dated and signed by relevant team members.

Patients had access to community facilities and activities. Staff supported them in various daily tasks, promoting independence and skill-building. However, regular planned activities and a systematic approach to engagement was lacking.

Patients received information tailored to their understanding, with methods like cards and pictures used alongside verbal communication. Staff were generally effective in their communication, with some speaking different languages, including Welsh.

Equality and diversity were promoted, with reasonable adjustments for accessibility. Staff were trained in equality diversity and they respected religious requirements. Food was tailored to patient dietary needs and preferences.

This is what we recommend the service can improve:
• Ensure patients receive regular dental check-ups
• Implement regular, timetabled activities and document these in care plans.

This is what the service did well:
• Care plans were comprehensive
• Patients were treated with dignity
• Staff supported patients with daily activities.


	Delivery of Safe and Effective Care

Overall summary:
The unit aimed to deliver safe and effective care by creating a calm environment and using positive behavioural strategies to minimise restrictive practices. The unit did not typically admit patients with complex behavioural needs and none were present during the inspection. Staff were trained in positive behaviour support (PBS) and care plans were developed for any patients requiring physical intervention. There had been no restraints reported in the last 12 months, although restrictive practices had been used six times for one patient. Incident reporting and review systems were in place.

Several significant environmental and health and safety risks were identified at the unit. These included water damage, untidy external areas, broken equipment and security issues. Although some of these issues had been reported to the estates department, the repairs were not always carried out promptly. Consequently, the unit environment was not fully safe or well-maintained and there was a need for better processes to ensure timely remedial work. Immediate assurance measures were taken to address these issues.

The inspection highlighted issues with infection prevention and control (IPC) at the unit. Although staff understood their roles and responsibilities in IPC and there were policies and audits in place, there were lapses in labelling clean equipment.

Several hazardous substances were found in unlocked cupboards within laundry rooms, posing health and safety risks. These substances must be securely stored in locked areas to ensure patient safety.

There was high compliance with safeguarding training and staff were knowledgeable about safeguarding procedures and reporting. Safeguarding policies and flowcharts were in place and accessible.

The medicines management was found to be effective. Controlled drugs were secured and medication administration followed legal and policy guidelines. Staff were knowledgeable in medication administration. Protocols for as required medication were in place. A system was in place for electronic medication management and patient medications were reviewed monthly. There was an emphasis on individualised medication plans and patient understanding, although easy-read documents were recommended for better patient comprehension.

Patients' nutritional and hydration needs were generally met, with training provided for percutaneous endoscopic gastrostomy (PEG) feeding and there was a good awareness of food preferences. Meals were prepared by staff without a set menu, allowing patients to choose what to eat. The Adult Nutritional Risk Screening Tool was used and input from the speech and language therapy (SALT) team and dietetic referrals were available as needed.

The admission and discharge processes were efficient, with respite beds available for short-term use. However, occasionally patients with behavioural or mental health needs were admitted without other healthcare needs due to bed pressures elsewhere. Draft procedures for admission criteria and medication reconciliation were noted. Regular transition meetings with other healthcare departments and patient participation were held. The availability of respite beds was highlighted as positive.

Immediate assurances:
• There were environmental and health and safety risks, which meant we could not be assured that the health, safety and welfare of patients, staff and visitors was being actively promoted and protected
• Control of Substances Hazardous to Health (COSHH) substances were not kept securely in a locked cupboard or in a locked room, to maintain the safety and wellbeing of patients and other individuals in the unit.
This was addressed under our immediate assurance process.

This is what we recommend the service can improve:
• Clearly label cleaned equipment to ensure IPC standards
• Develop easy-read materials to help patients understand their medications.

This is what the service did well:
• The environment was calm, reducing the need for restrictive practices
• IPC policies were in place and staff were trained
• Staff were knowledgeable about safeguarding procedures and reporting
• Patient records were accurate, up-to-date and well-maintained.


	Quality of Management and Leadership

Overall summary:
Staff feedback highlighted that patient care was a top priority and concerns were addressed promptly. Staff were satisfied with safety measures for both patients and themselves, but felt the environment must be improved. Some suggestions for improvement included better-equipped units, more space, upgraded bathrooms, functional patient beds and better laundry facilities.

The unit demonstrated a strong commitment to high-quality, person-centred care, supported by a friendly, professional and knowledgeable staff team. Staff were confident in their roles, well-trained and supported through supervision, preceptorships and personal development plans.

Leadership at the unit was strong, with knowledgeable and committed staff providing high-quality care to patients. The governance and reporting structures were effective, with accessible support from senior management. Regular performance and quality meetings ensured continuous improvement and most policies were up-to-date and reviewed promptly.
The unit had an appropriate number of skilled and trained staff, including student nurses who were well-supported and training compliance overall was good. Newly qualified nurses underwent a structured induction and supervision process.

The unit encouraged feedback through quick response (QR) codes and verbal complaints, although formal complaints were logged via DATIX. There was a culture of openness and learning, supported by the Duty of Candour policy and regular quality and safety meetings. Staff were familiar with safeguarding procedures and training compliance was high.
We found that paper patient records stored in the manager’s office in an unlocked cabinet and the office was often unattended and unlocked. We were therefore not assured that patient records were always stored securely. This was addressed under our immediate assurance process.

The unit demonstrated efficient multi-disciplinary team (MDT) working, with support from psychiatrists, GPs and community teams. Established procedures for collecting feedback were tailored to individual communication needs. While patient meetings were not held due to the complexity of needs, individual communication methods ensured patient voices were heard.

Immediate assurances:
• Patient records were not always stored securely. Paper patient records were stored in the manager’s office in an unlocked cabinet. Although this was in the manager’s rooms, the rooms were often unattended and unlocked.

This is what the service did well:
• Provided a safe, well-governed and compassionate environment
• A focus on continuous improvement, staff development and patient-centred care
• Good mandatory training compliance.





3.2.2 HIW Inspection 03903:
Minor Injuries Unit, Neath Port Talbot Hospital (20-21 May 2025)

HIW Summary of Findings:
	Quality of Patient Experience

Overall summary:
The inspection found that patients at the Minor Injury Unit received kind, respectful, and dignified care, evidenced by both direct observations and positive feedback from patients. Patients and carers provided positive feedback via questionnaires, with high ratings for the overall service and standard of care. However, the limited waiting room capacity was highlighted as a concern, although, privacy measures were in place and successfully maintained, despite the small waiting area.

Patients received personalised care and were involved in treatment decisions. The presence of a multidisciplinary team, including physiotherapists, was noted as a positive aspect. The MIU operated daily from 8am to 9pm daily. Timeliness of care was mostly good, with many patients seen within four hours, though increasing patient numbers and staffing shortages were causing delays.

Bilingual (Welsh and English) information was well-promoted, and translation services were accessible. However, incorrect road signage indicating emergency services were provided at the hospital could lead to confusion and inappropriate patient attendance. In addition, communication challenges were noted, particularly around public understanding of the MIU’s scope.

Patients at the MIU sometimes lacked access to services that would be available at Morriston Hospital, such as certain pain relief procedures for hip fractures and older persons’ assessments. The health board was advised to improve communication to ensure that patients are empowered and informed to choose the right clinical environment for their needs.

Overall, while the MIU provided compassionate and effective care, improvements in communication, infrastructure, and equitable access were recommended to enhance patient experience and safety.

This is what we recommend the service can improve:
• Review the waiting area
• Develop and refine options for timely transfer of patients
• Liaise with other authorities to improve signage to the unit
• Develop and implement a communication plan
• Review access to services to ensure equitable care.

This is what the service did well:
• Treating people quickly
• High levels of patient satisfaction
• Emergency care
• Kindness and compassion.


	Delivery of Safe and Effective Care

Overall summary:
The unit had appropriate systems for recording and managing incidents, and staff felt comfortable raising concerns. Compliance with infection prevention and control procedures was commendable, and the environment was maintained to a high standard of cleanliness and organisation. Safeguarding procedures for children and adults are clearly defined, and staff were well-trained in these areas. However, there is a need to enhance oversight in the paediatric waiting area and improve security measures in response to an increase in violence against staff.

Medical devices and equipment were generally in good working order, though improvements were warranted in the management of sterile materials and the removal of outdated items. Medication management systems were effective, and provisions for nutrition and hydration for patients were adequate.

The unit faced challenges due to increasing patient numbers, complexity of cases, and staff vacancies. Collectively, this affected patient flow and timely care, which was impacted further by delays in ambulance transfers to other clinical environments, such as Morriston Hospital. The health board must improve transfer processes and ensure timely access to appropriate care settings.

Patient records were generally well-maintained, although some inconsistencies needed to be addressed. Staff had established effective working relationships for patient care referrals, including collaborative interactions with hospital-based mental health staff to assist patients experiencing mental health crises. However, concerns had been raised regarding the limited number of paediatric nurses and the need for enhanced medical support for paediatric patients.

Overall, while the unit demonstrated good clinical standards, improvements in staffing, transfer protocols, and equitable service access were necessary to maintain safe and effective care under increasing demand.

This is what we recommend the service can improve:
• Review, update and mitigate the risks on the risk register
• Consider improvements to the Paediatric waiting area
• Review and improve arrangements for security
• Implement a robust system for the management of sterile materials.

This is what the service did well:
• Clean, tidy and well organised unit with good Infection prevention and control
• Medication management
• Effective communication
• Incident reporting.


	Quality of Management and Leadership

Overall summary:
The inspection found strong and committed leadership at the Minor Injury Unit. Staff expressed high satisfaction with the care they provide and praised the supportive team environment. Unit managers were described as visible and approachable. A new leadership structure was in place as were governance systems, including a live dashboard for monitoring attendances and trends.

Despite positive staff feedback and their high level of satisfaction regarding the quality of care, concerns were raised pertaining to the department's size, the necessity for enhanced public communication, and the visibility of senior management.

The MIU had a skilled and dedicated workforce with high compliance in mandatory training. However, concerns were noted regarding the lack of time allocated for professional development, staff vacancies, and the increasing complexity of patient cases.

Overall, there were good partnership efforts, such as collaboration with local services and the Out of Hours GP service. It is acknowledged that some improvements required higher-level discussions and agreements with the wider health board and external stakeholders. While the MIU benefits from a skilled and dedicated workforce, improvements in strategic planning, communication, and workforce development are essential to sustain high-quality leadership and ensure safe, effective care under increasing pressure.

This is what we recommend the service can improve:
• Update Service Level Agreements
• Improve visibility of senior leadership
• Consider and act on staff feedback
• Review and improve availability of clinical development time
• Full workforce review.

This is what the service did well:
• Multidisciplinary team working
• Strong unit leadership
• Data Dashboard.





3.2.3 HIW/CIW Joint Inspection 03871:
Community Mental health Team (Swansea North) (15-16 July 2025)

HIW Summary of Findings:
	Quality of Patient Experience

Overall summary:
Only a small number of service users who completed the questionnaire said that staff provided them with sufficient time to discuss their needs and treatment, and even fewer felt that staff listened to them attentively during their meetings. Although advocacy services were made available, less than half of respondents reported being offered advocacy support.

There was evidence through discussion and observation that the staff team supported service users’ rights to dignity and respect, demonstrating a commitment to upholding rights and equality. Capacity assessments for decision-making were conducted where necessary, yet outcomes were not consistently documented within care records.

Access to services could be gained through the NHS 111 option 2 service, enabling people of all ages to contact a mental health professional at any time, day or night, seven days a week.

There was a central Single Point of Access (SPOA) service in place, which as the name suggests, enables service users and their carers to access support and advice in a timely and effective way without the inconvenience of being re-directed. However, service users told us that it was difficult to access support when they needed it, and that they did not know who to contact in a crisis.

This is what we recommend the service can improve:
• Ensure that the physical health service it is effective in meeting the needs of all service users and that communication between staff and service users is improved
• Ensure that all service users and their carers are aware of how to access support and advice outside of normal office opening hours
• Consider ways of better managing ADHD referrals to ensure that service users receive timely and effective intervention and to reduce the pressure on other aspects of the service
• The health board must ensure that service users have timely access to psychiatry and psychology services
• Ensure that service users are offered the option of receiving service through the medium of Welsh and that this is consistently recorded within care records
• The health board and local authority must ensure that service users are given enough time to discuss their needs and treatment.

This is what the service did well:
• Single point of access to services
• Service user involvement in the assessment and care planning process.


	Delivery of Safe and Effective Care

Overall summary:
The inspection found that care records relating to the Mental Health Act were generally well maintained. In each record, Community Treatment Orders (CTOs) were deemed legally valid, with conditions clearly articulated and all supporting documentation completed correctly.

An effective system was established to ensure all aspects of CTO administration functioned efficiently, as evidenced through documentation, timely notifications to professionals, clear correspondence with patients and relatives, and the provision of information regarding patient rights and advocacy services. However, care documentation did not always reflect the person centred and empowering approach to care planning and provision.

The care records reflected all domains of the Mental Health (Wales) Measure, encompassing emotional, psychological, and physical health needs. Emphasis was placed on enabling service users to take ownership of their care, with relative involvement where appropriate. However, the service users’ voice and preferences were not consistently recorded within care and treatment plans, and there was limited evidence of planned therapeutic interventions, which impeded the capacity to deliver proactive, person-centred support.

Although care and treatment plans were reviewed by practitioners in most records, the documentation of these reviews was not consistently informative, timely, or well-co-ordinated. Formal reviews tended to be logged as case notes by the care coordinator, with limited evidence of input from the broader multidisciplinary team. Additionally, review records did not reference outcomes from care and treatment plans. It is therefore essential that the health board and local authority ensure that all records are comprehensive, promptly maintained, well-coordinated, and accurately reflect the outcomes specified in the care and treatment plan.

Immediate assurances:
• Medication storage refrigerator and room temperatures were not consistently recorded daily.
• There were no notices attached to the door of the duty room indicating that an oxygen cylinder was stored there.
• Staff working at the service had not received training on the safe administration of oxygen in the event of an emergency.

This is what we recommend the service can improve:
• Some aspects of risk management
• Ensure that the person centred and empowering approach to the provision of care and support is fully embedded across the service and that care documentation consistently reflects service users' views on how they wish to be cared for
• Ensure that the service user’s wishes are always reflected in the care and support documentation
• Review the administrative support available
• Ensure that care and treatment plans and ongoing support arrangements are reviewed within specified timeframes and that all relevant professionals are involved.

This is what the service did well:
• Multidisciplinary approach to the provision of care
• Mental Health Act administration
• Infection prevention and control
• Pharmacy support.


	Quality of Management and Leadership

Overall summary:
Health and social care staff were integrated and co-located. This enhanced joint working and day to day communication between the health board staff and local authority team members. Staff were striving to provide a seamless service and overall, there were good, informal and formal working relationships between the local authority and health board staff. 

The inspection found ongoing efforts towards learning, improvement, and research within the service, highlighting quality improvement activities and partnership development. Audit processes were in place for care records, but were not regular, though joint digital care plan audits are in development. Team Managers participate in meetings where quality-related issues and themes are escalated and reviewed, ensuring that any actions or learning are communicated to staff.

A whole-systems approach was demonstrated through partnership working, with timely interventions helping to avoid hospital admissions, smooth transfers of care between teams, and collaboration with third sector agencies and local GPs supporting service users.

Overall, staff views on the culture of the CMHT were generally positive, with most staff telling us that they were generally satisfied with the working environment and conditions.

This is what we recommend the service can improve:
• Remain focused on staff recruitment and retention to establish a permanent staff team and ensure continuity of care
• Review the roles and responsibilities of reception staff to ensure that they are employed in sufficient numbers, are treated fairly and that lone working risks are properly managed
• Undertake a comprehensive staff training needs analysis to identify any gaps in current provision and to support staff development by ensuring that staff have time to complete training
• The health board must develop a more robust general auditing and reporting framework for quality assurance and to facilitate service development.

This is what the service did well:
• Staff striving to provide a seamless service
• Good staff support, supervision and appraisal processes in place
• Mandatory training completion rates.





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 12 services[footnoteRef:2] with improvement plans remaining open – detail is provided at Annex 1: [2:  Action plans delivered with partners or in response to national reports are covered at section 3.3.2.] 


TABLE 2: IMPROVEMENT PLAN PROGRESS 
	Number of Recommendations
	Number of Actions Agreed
	Number of Actions Completed
	Number of Actions Ongoing
	Number of Actions Overdue[footnoteRef:3] [3:  Reflect actions overdue at the point of the most recent updates received on each improvement plan.] 


	200
	360
	275
	85
	69



The figures above now include the progress update provided to HIW in respect of Laurels & Briary inspection (ref 04072). 

Additionally, since generating the above, the improvement plan agreed following the HIW/CIW Inspection of Community Mental Health Services (Swansea North) (ref 03871) has been set up on the AMAT system and will be included the next update. The Risk & Assurance team are working with colleagues in Morriston Service Group to include the improvement plan agreed following the HIW Inspection Minor Injury Unit at NPT Hospital (ref 03903) also.

The requirement to confirm progress on open inspection plans on a bi-monthly basis as a minimum has been agreed at the Quality & Safety Group to improve the timeliness of reporting.

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

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

	HIW Inspection: Emergency Department (ED), Morriston
(Nov 2024 visit)
	Following publication of the final report on 05/03/2025, an update on progress was provided to HIW on 09/06/2025.

HIW accepted the update on 11/08/2025 (with a request for supporting information).


	HIW IR(ME)R Inspection:
Diagnostic Services Singleton Hospital
(Feb 2025 visit)

	A final report for this inspection was published in May 2025. A three-month progress update was submitted to HIW on 01/08/2025. See Annex 5.

HIW has accepted this update on 06/08/2025.

	HIW Inspection: 
Birth Centre NPTH
(Feb 2025 visit)

	The final report for this inspection was published in May 2025. A three-month progress update was submitted to HIW on 04/08/2025. See Annex 6.

HIW accepted the update on 07/08/2025.


	HIW Inspection: 
Laurels & Briary Complex Care Unit (MHLD)
(April 2025 visit)

	A final report for this inspection was published at the end of July 2025. 
MHLD presented progress to Management Board on 13/09/2025.
The final update position was submitted to HIW on 30/09/2025. See Annex 7.

HIW accepted the update on 02/10/2025.


	HIW Inspection: 
Minor Injury Unit, NPTH
(May 2025 visit)
	Following publication of the final report on 28/08/2025, HIW has requested an update on progress by 07/11/2025. Arrangements have been agreed with the Service Group to provide this.


	HIW/CIW/Estyn Joint Review: Children & Young People’s Mental Health
	HIW, CIW and Estyn issued a joint national report entitled ‘How are healthcare, education, and children’s services supporting the mental health needs of children and young people in Wales?’ in November 2024.

Following this, organisations were requested to submit improvement plans indicating actions taken and planned within their services, and jointly with partners. In January 2025, SBU submitted an action plan of improvements for which it was solely responsible, and another agreed jointly with West Glamorgan Regional Partnership Board partners, of actions required by partnership members in response to matters raised.

HIW has written to the Health Board and its partners seeking an update on progress, for submission by 14/11/2025. See Annex 8.

Arrangements have been made with leads in SBU services to seek updates, liaising as appropriate with partners for the same, in order to ensure appropriate review & sign off and submission in accordance with this deadline.




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

3.3.2 Other HIW Reviews Including National/Joint Reviews 

Updates are being sought in November for all open improvement previously reported in relation to national reviews and those requiring a joint response with partners which are not included in sections above. Updates will be brought to the next Committee meeting. 

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 table presents for information, reports shared with the Health Board by HIW following visits to independent contractors (up to beginning of October 2025, with current status updated):
 
TABLE 4: INDEPENDENT CONTRACTORS
	INDEPENDENT CONTRACTOR
	COMMENTS

	04041 Gower Medical Practice 
	· Inspection took place 10/07/2025.
· A final report including improvement plan was issued 15/08/2025 and published on 10/10/2025.


	03568 MyDentist, Baglan Bay Retail Park, Port Talbot

	· Inspection was undertaken 02/09/2025
· There were no immediate assurance points reported.
· The report is awaited.


	04031 Killay Surgery
	· Inspection took place 23/09/2025
· Immediate assurance was requested
· The practice provided an immediate improvement plan which was accepted by HIW on 26/09/2025.
· The report is awaited.


	04043 London Road Dental
	· Inspection originally planned for 16/10/2025 has been postponed by HIW to 27/11/2025.




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 REVIEWS/INSPECTIONS
	REVIEW/INSPECTION
	FURTHER INFORMATION

	Office of Nuclear Regulation inspection
Singleton Hospital 14/04/2025

	The Office of Nuclear Regulation (ONR) visited Singleton hospital on Wednesday 14/05/2025 to inspect compliance with regulations governing the transport of radioactive materials. This mostly relates to radiopharmacy and the inspection was coordinated by the nuclear medicine team, supported by the SBU Radiation Protection Advisor. The ONR has a wide remit as health and safety regulators and inspections can extend to cover other radiation safety legislation.

Feedback on the day of the inspections did not highlight any findings of critical importance. The draft report highlighted a ‘green rating assigned, but indicated three areas, not classed as significant, for action.

The service developed an action plan to address these and confirmed completion of actions on 11/07/2025.


	Pharmacy (Cefn Coed Hospital): Medicines & Healthcare Products Regulatory Agency (MHRA) Inspection 22/05/2025
	Previously reported to QSC:
The MHRA conducted an inspection in respect of The Human Medicines Regulation 2012 at the Pharmacy Department, Cefn Coed.

We previously reported that the report and covering letter issued on 29/05/2025 indicated “serious deficiencies in [health board] operations which could provide grounds under Regulation 26 of the Human Medicines Regulations 2012 for the Licensing Authority to take formal action against [the health board] licence and to require the issue of a Statement of non-compliance with GDP.”
(Guidelines on Good Distribution Practice of Medicinal Products for Human Use)

A letter of reply and action plan were submitted on 04/06/2025. 

The inspector referred matters to the Licensing Authority. Following inspector referral, the health board received a further letter from the Licensing Authority indicating that the action plan did not adequately address issues 

The Licensing Authority letter proposed the suspension of the licence for the 9 months 04/08/2025-01/05/2026, indicating representations could be made by 01/08/2025. 

SBU submitted a letter of representation on 18/07/2025.

Update: 
· Letter was received 8th August from MHRA indicating acceptance and decision not to proceed with suspension.
· A further site inspection will be undertaken in the next 12 months.


	Welsh Risk Pool Decision Making and Consent Assessment 2025-26

	The Welsh Risk Pool (WRP) wrote to Chief Executives across NHS Wales on 01/05/2025 notifying of an upcoming review of progress made in organisations in relation to Decision Making & Consent (letter previously shared).  

The format of the WRP Consent Assessment is a two-fold process, which commences with a self-assessment and evidence collation by each health body. Deadline for this was 31/07/2025. A process of analysis by the WRP Safety & Learning Team is then undertaken, which may involve follow-up questions to health bodies and requests for additional evidence.

The response to the self-assessment and evidence provision has been coordinated by the Clinical Audit & Effectiveness Manager. The assessment and evidence were reviewed and scored by the new Chair of the Decision Making and Consent Committee and submitted online as requested. 


	Welsh Risk Pool: PTR Assessment 2025-26
	Following the 2024 programme, the Welsh Risk Pool (WRP) Committee has commissioned the 2025 round of WRP Assessments of Concerns Management across all health bodies.

A letter sets out the timetable of assessment activity:

· Deadline for confirmation of organisational contact: 12/09/2025
· Deadline for additions to Datix Cymru Active Directory: 30/09/2025
· Provision of information (policies): 01/10/2025
· Provision of information (case info): 31/10/2025
· Commencement of virtual case scrutiny: 01/10/2025
· Planned Site Visits (as required): 01/11/2025 to 31/01/2026
· Conclusion of evidence gathering: 31/01/2026


	Llais Representation: Maternity & Neonatal Services – Request for Information


	A request was received from Llais on 18/09/2025 seeking information on improvements made in response to the findings of the publications: 

· Having a Baby in Neath Port Talbot and Swansea report (Llais, May 2025) and 
· Independent Review of Maternity and Neonatal Services (July 2025)

In addition to the request for an action plan to address the above and an outline of plans to implement the All-Wales Perinatal Engagement Framework, the request listed 15 specific areas of enquiry under three headings:

· Communication & Consent
· Patient Experience & Support
· Staffing & Governance

The Health Board responded on 22/10/2025. 
See Annex 9.


	JCC Service Review Report: Caswell Clinic Medium Secure Mental Health Facility (Oct 2025)
	A site visit of the Caswell Clinic Medium Secure Mental Health Facility by NHS Wales Joint Commissioning Committee (JCC) members in July 2025 identified significant concerns with safety and quality issues. This was reported to the JCC in September 2025 and it was agreed a full service review would be undertaken. 

The service review took place between 15th September and 3rd October 2025, assessing service delivery against the recognised quality standards for Medium Secure Units and reviewing individual patients.

The report has been received and is being considered firstly for factual accuracy to feedback to the JCC. Following that, the service will work with the JCC in respect of the implementation of improvements.





	MHRA Inspection 
14-16/10/2025


	On 14-16/10/2025, MHRA visited Singleton Hospital Radiopharmacy and Pharmacy Support Services, to carry out an inspection under the Human Medicines Regulations 2021 (as amended).

The MHRA reported on 23/10/2025. No ‘critical’ findings have been reported. While that is the case the report indicated a number of areas of non-compliance with Good Manufacturing Practice classed as ‘major’ and ‘other’. 

Major findings related to deficiencies in the following:
· Sterility assurance and cross-contamination controls.
· Management oversight and control of Pharmaceutical Quality System (PQS).

Other issues were reported in respect of:
· Premises & equipment
· Quality control measures within the Quality Control laboratory and Radiopharmacy testing areas
· Documentation
· Batch release in response to an order
· Labelling

The Health Board is required to submit its response (highlighting corrective actions for each deficiency and target dates for completion) by 20/11/2025.





3.5 OTHER MATTERS FOR INFORMATION

3.5.1	HIW: NHS Wales Engagement Process – Guidance for Health Boards and NHS Trusts

	HIW wrote to Chief Executives & Chairs of NHS Wales health boards and trusts introducing a new NHS Engagement process which came into effect from 6th October 2025. The letter and guidance are attached at Annex 10. Extracts in respect of expectations and meeting arrangements are presented below:



	Expectations for Health Boards and NHS Trusts

Strategic and routine engagement 
HIW maintains clear expectations for engagement with NHS Wales organisations, whether through in-person visits or remote interactions. 

Joint meetings 
Health Board and NHS Trusts are expected to engage with HIW through structured meetings as requested. These meetings will vary across HIW’s teams and will focus on HIW’s intelligence regarding ongoing or emerging risks, findings and follow-up from HIW’s assurance activity, governance and leadership, quality of care, fragility of services, and strategic planning. 

Transparency and evidence sharing 
Health Boards and NHS Trusts must provide HIW with timely, accurate, and comprehensive data to support all HIW assurance work. They must also provide relevant documentation to HIW when requested and by any set deadlines, respond to assurance requests for information and evidence and participate in thematic discussions as required. 

Duty of Quality 
The Health and Social Care (Quality and Engagement) (Wales) Act 2020 expands the duty on NHS bodies in relation to quality. Health Boards and NHS Trusts are required to engage with Healthcare Inspectorate Wales (HIW) to demonstrate their effectiveness, safety, and care experience improvements. In meeting their quality responsibilities, NHS bodies should consider the Health and Care Quality Standards 2023 when making healthcare service decisions. Organisations are also advised to incorporate HIW’s findings into quality reporting and ensure consistency with the Health and Care Quality Standards in service delivery decisions. 

Continuous improvement and learning 
Engagement with HIW should foster a culture of continuous improvement, including acting on inspection findings, sharing learning across the system, and demonstrating leadership and accountability. NHS bodies are expected to apply quality management systems and use feedback for service improvements. Health Boards and NHS Trusts should also escalate concerns through agreed channels and contribute to resolution processes. 


Co-production and stakeholder engagement 
HIW expects Health Boards and NHS Trusts to demonstrate how stakeholder views, including those of patients and staff, inform service design and improvement. This co-production approach includes listening to lived experiences and feedback, ensuring inclusive and bilingual communication, and maintaining a focus on equality, diversity and inclusion. 

Authority to enter and inspect 
When conducting assurance work, NHS Wales organisation must be aware and respect that HIW staff are authorised to: 
· Enter and inspect premises 
· Interview people 
· Inspect, take copies of and remove documents or records 
· Take measurements, photographs and make recordings 
· Gain access to any computer and associated apparatus 
Take other action, in accordance with the following legislation: 
· Health and Social Care (Community Health and Standards) Act 2003 
· Care Standards Act 2000 
· Health and Safety at Work Act 1974. 


	Planned Engagement Meetings with HIW

The minimum required engagement meetings per year and key attendees are presented in Table 1 below:
	HIW Team 
	Health Board or Trust staff  
	Frequency 

	Chief Executive  
Director of Assurance 
Head of NHS Assurance 
	P Chief Executive 
P Chair  
(joint meeting)
	Six months 

	Head of NHS Assurance 
	P Chief Operating Officer  
	Six months 

	
	P Selected Independent Members 
	Six months 

	Acute Clinical Team 
	P Director of Nursing  
P Medical Director 
P Director of Allied Health and Therapies  
(joint meeting) 
	Four months 

	Mental Health (MH) & Learning Disabilities (LD) Clinical Team 
	P Directors of MH & LD  
P Clinical Leads for MH & LD  
P MHA Administrators  
(joint meeting)  
	Four months 


 



3.5.2	In addition to the above, the Health Board has received assurance requests and correspondence from HIW on several other matters[footnoteRef:4]: [4:  Following the reporting of responses to HIW assurance requests, they will be removed from the list of requests until further correspondence is received from HIW.] 


· IR(ME)R Incident CAS-INVES-13482
Following the notification to HIW by the Health Board of an IR(ME)R incident in the Nuclear Medicine department at Singleton Hospital on 07/02/2025, HIW requested that a detailed investigation be conducted, and outcome reported. This was submitted on 22/07/2025.

· Assurance Request CAS-INVES-13689
HIW wrote on 01/07/2025 seeking information in respect of the awareness, investigation and action/learning within the health board of concerns regarding access of staff accounts within the NHS 111 Adastra system, and IT security measures in place.  A response was submitted on 10/07/2025 indicated IT security measures in place and confirmed that access outlined by HIW had been appropriate. 

· Death In Custody Report (received 05/08/2025)
The Health Board has received a final Death in Custody investigation report from HIW in relation to a patient death in HMP Swansea, with a request that an action plan be submitted to address recommendations – this was submitted on 02/09/2025. 

· HIW Patient Safety Concern (received 18/08/2025)
HIW wrote highlighting concerns expressed by a patient in respect of her experience of accessing mental health services. HIW asked that:
(i) The matter be investigated immediately by the relevant service manager, to ensure that the patient was receiving the required level of care, treatment and support with their mental health.
(ii) Assurances be provided that the concerns outlined by the patient regarding the responses received from the service would be investigated to identify any learning and/or improvements required.  

A response was sent to HIW same day and further on 29/08/2025.
Following conclusion of the detailed investigation further information was shared on 20/10/2025 in respect of learning identified and action taken and planned to address. 

· Assurance Request CAS-INVES-13114
Further to earlier correspondence in respect of this assurance request, submitted by SBU on 23/05/2025, HIW wrote again on 08/09/2025 asking:
(i) For a copy of the final investigation report, following the incident of potential self-harm at Morriston Hospital on 26/02/2025.
(ii) Copy of an updated table presenting the status of ligature assessments across MHLD Service group (such a table was previously received summarising the position across each Service Group at the Quality & Safety group).

A response was sent on 15/09/2025. It included the investigation report and the ligature risk assessment table presenting the status across all four service groups (indicating assessments were complete for all clinical areas).

HIW subsequently enquired whether an action plan has been put in place to address the recommendations arising from the investigation. A response was submitted on 24/10/2025 indicating action already taken within Morriston and setting out steps taken and remaining to develop an action plan within the Mental Health & Learning Disabilities (the service to which most of the incident investigation recommendations are directed). 



· Assurance Request CAS-INVES-14682 (received 26/09/2025)
HIW has written indicating it has received information relating to staffing levels at a ward managed at Tonna Hospital within MHLD Service Group, which it had been informed presented serious patient safety concerns. 
HIW requested:
(i) Assurances on the actions taken to investigation the concerns, as well as any learning or actions implemented as a result. 
(ii) Within the response, information regarding current staffing levels for the ward (day and night) to meet the patient needs.

The Health Board identified four areas requiring assurance and responded in full in relation to two of those on 08/10/2025. Within that response the need to undertake a more detailed investigation to address the two remaining areas was highlighted and action is in hand to respond in respect of those by 31/10/2025.

· Assurance Request CAS-INVES-14411
HIW wrote on 15/08/2025 seeking assurance in respect of anonymous concerns it had received relating to Gorseinon Hospital, asking the Health Board to outline actions to be taken to investigate the concern and any subsequent actions taken as a result.

The Health Board replied on 22/08/2025, including an action plan.
Additionally, the press statement issued on 11/09/2025 was shared and the Executive Director of Nursing & Patient Experience met with HIW to answer any further queries. 

· Assurance Request CAS-INVES-14530
HIW wrote on 27/08/2025 to acknowledge receipt of the reporting of an IRMER incident that took place on 12/08/2025 within the Nuclear Medicine Department at Singleton Hospital. 
As is routine, HIW has requested a detailed investigation be completed and submitted by 14/11/2025. 
A further update will be provided in respect of submission in due course.

· Assurance Request CAS-INVES-14636
HIW wrote on 09/09/2025 seeking assurance in respect of an NMC concern that a student nurse had been assaulted by an individual posing as a doctor.
HIW asked for further information in relation to the incident as well as all actions taken. It also requested confirmation that the incident was being investigated and an estimated timescale for completion of the investigation.
The Health Board replied on 12/09/2025 providing details on the incident and action taken already, noting that the internal investigation was progressing and anticipated to complete by 31/10/2025.

· IRMER Assurance Request CAS-INVES-14718
Following two incidents (29/08/2025 and 12/09/2025) within the Radiology Service at Neath Port Talbot Hospital, the Health Board submitted its Accidental or Unintended Exposure Internal Investigation Report to HIW on 02/10/2025.

· Assurance Request CAS-INVES-14961
HIW wrote on 20/10/2025 seeking assurance in respect information it had received relating to the treatment of a patient under the Mental Health Act at Cefn Coed Hospital. This has been investigated within Mental Health & Learning Disabilities, and the Health Board aims to respond by 24/10/2025.

· Assurance Request CAS-INVES-15011
HIW wrote on 21/10/2025 seeking assurance in respect of an information it had received in relation to Rowan House. This has been investigated within Mental Health & Learning Disabilities, and the Health Board aims to respond by 28/10/2025.

· HIW Operational Plan 2025-26
HIW published its Operational Plan 2025-16 on 08/05/2025. A copy is attached for information at Annex 11.

· HIW Annual Report 2024-25
HIW published its Operational Plan 2025-16 on 08/05/2025. A copy is attached for information at Annex 12.

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

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:
· RECEIVE 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 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 report is based on the June 2025 inspections report to Quality & Safety Group, with updates where appropriate.

	Appendices
	Annex 1: Progress Against Action Previously Agreed
Annex 2: HIW Final Report: Laurels & briary
Annex 3: HIW Final Report: MIU Neath Port Talbot Hospital
Annex 4: HIW/CIW Joint Report: CMHT (Swansea North)
Annex 5: Progress Update: Diagnostic Imaging, Singleton Hospital
Annex 6: Progress Update: Birth Centre, Neath Port Talbot Hospital
Annex 7ab: Progress Update: Laurels & Briary
Annex 8ab HIW Update Request: CYP Mental Health
Annex 9: SBU Response to Llais Maternity Neonatal update request
Annex 10abc: New HIW Engagement Process
Annex 11ab: HIW Operational Plan
Annex 12abc: HIW Annual Report 2024/25
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