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Healthcare Inspectorate Wales (HIW) regulate 
and inspect NHS services and independent 
healthcare providers in Wales against a range of 
standards, policies, guidance and regulations to 
highlight areas requiring improvement.  Staff can 
access inspection reports/improvement plans 
and find out more about HIW  https://hiw.org.uk 

 

 

 

            

                                                                      

 

This newsletter provides an overview of the 
inspections carried out in 2018/19 and the 
learning/improvements made. 

External Inspections can be an anxious time for 
staff, and we need to support staff during these 
times while fully engaging in the process to 
improve the services we provide. 

 

 

 

         

                                

 

Number of HIW Inspections 2018-2019 

Dental Practices GP Surgeries  Acute Hospitals Mental Health  Total 

13         3              2                            2                  20 
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The Learning from the Practice inspections has 
been shared with other practices across the 
Health Board.   

Main issues identified by HIW included:  

• gaps in checking emergency trollies; 
• safety certificates and training certificates 

were not always available for inspection or in 
date; and  

• the record of maintenance of equipment was 
not always available for review. 

Action has been taken to learn from the 
inspections. The Primary Care & Community 
Services Unit Quality Assurance visiting program 
has been revised to support practices more 
ahead of inspections. 

Are checks for equipment, safety certificates, 
training certificates checked and up to 
date/completed in your Practice/Ward/ 
Department/Service?  

 

 

 

 

 

 

 

 

 

 

 

 

Dental & GP Practices  

Mental Health Inspection  

 

 

 

Two mental health inspections were carried out, 
one in Cefn Coed Hospital and the other in 
Community Mental Health Team Service which 
resulted in an immediate improvement notice. 

The improvement notice related to the availability 
of risk assessments.  Immediate action was taken 
which strengthened the completion and 
sharing/discussions of the risk assessments within 
the Community Teams.  
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All Units have been reminded of the standard 
risk assessment to be used for VTE. 

 

 

 

 

 

Are your safety checks being carried out in your 
Ward/Department/ Service/Practice? 

Have you read the VTE Policy and are you 
familiar with the risk assessment to be used?  If 
not the policy and form can be found here LINK 
TO COIN 

 

 

 

 

 

 

 

MIU have completed a Patient/Staff Story 
following the inspection and the improvement 
made which was shared with the Quality & 
Safety Committee and demonstrated the 
improvements made as a result of which, no 
formal complaints were received for the service 
during April – June 2019 

. 

 

  

 

 

 

 

 

Do you know where your Ward/Department/ 
Service/Practice Risk Assessments are and do 
you discuss them with your team and take 
action to manage the risk? 

 

 

 

 

 

 

 

 

 

 

 

 

Two inspections were carried out, one in Minor 
Injuries Unit (MIU) in Neath Port Talbot Hospital 
and the other in Surgical Services in Morriston 
Hospital.  Both inspections resulted in 
immediate improvement notices being issued 
relating to: 
 
MIU 
• Resuscitation equipment/medication 

checks to be consistently undertaken; 
• Portable electrical equipment to be 

routinely tested for safety; and 
• Delay in routine referral for patients to 

fracture clinic. 
 
Immediate action was taken in respect of the 
above findings 

Surgical Services 

HIW were not assured that a safe and 
consistent approach to Venous 
Thromboembolism “VTE” risk assessment and 
associated prophylaxis was being used by 
medical and nursing staff. 

 

 

 

 

  

 

http://howis.wales.nhs.uk/sites3/search.cfm?searchtext=vte&orgid=926
http://howis.wales.nhs.uk/sites3/search.cfm?searchtext=vte&orgid=926
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Review of the Handling of the 
Employment of Kris Wade 

HIW published their review of the former 
Abertawe Bro Morgannwg University Health 
Board’s handling of the employment and 3 
allegations of sexual assault.  HIW considered 
a wide range of evidence and concluded that 
there was nothing in Mr Wade’s training, 
supervision or occupational Health records 
which would have indicated he was unsuitable 
to work in a care setting. 

24 recommendation were made from the 
report which mainly related to safeguarding 
and HR processes.  The Health Board 
developed an improvement plan and out of the 
74 individual actions 67 have been completed 
with plans on target to complete the  
remaining 7. 
 

HIW raised an all-Wales issue for Welsh 
Government to consider in relation to how the 
renewal of Disclosure and Barring services 
(DBS) checks for NHS staff can be facilitated 
across Wales as an important part of 
Safeguarding. 


