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Our purpose 
To check that healthcare services are provided 

in a way which maximises the health and 

wellbeing of people  

 

Our values 
We place people at the heart of what we do. 

We are: 

• Independent – we are impartial, 

deciding what work we do and where we 

do it 

• Objective - we are reasoned, fair and 

evidence driven 

• Decisive - we make clear judgements 

and take action to improve poor 

standards and highlight the good 

practice we find 

• Inclusive - we value and encourage 

equality and diversity through our work 

• Proportionate - we are agile and we 

carry out our work where it matters 

most 

 

Our goal 
To be a trusted voice which influences and 

drives improvement in healthcare 

 

Our priorities 
• We will focus on the quality of 

healthcare provided to people and 

communities as they access, use and 

move between services. 

• We will adapt our approach to ensure 

we are responsive to emerging risks to 

patient safety 

• We will work collaboratively to drive 

system and service improvement within 

healthcare 

• We will support and develop our 

workforce to enable them, and the 

organisation, to deliver our priorities. 

 

Healthcare Inspectorate Wales (HIW) is the 

independent inspectorate and regulator of 

healthcare in Wales 
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1. What we did  
 

Full details on how we inspect the NHS and regulate independent healthcare 

providers in Wales can be found on our website. 

 

Healthcare Inspectorate Wales (HIW) completed an unannounced inspection at 

Mynydd Mawr Ward, Prince Philip Hospital, Hywel Dda University Health Board on 

05 and 06 August 2025. The following hospital ward was reviewed during this 

inspection:  

 

• Mynydd Mawr Ward - 15 beds providing elderly care rehabilitation services. 

The ward was providing care for 17 patients at the time of our inspection. 

 

Our team for the inspection comprised of two HIW healthcare inspectors, two 

clinical peer reviewers and one patient experience reviewer.  

 

During the inspection we invited patients or their carers to complete a 

questionnaire to tell us about their experience of using the service. A total of six 

were completed. We also spoke to staff working at the service during our 

inspection. Feedback and some of the comments we received appear throughout 

the report. 

 

Where present, quotes in this publication may have been translated from their 

original language. 

 

Note the inspection findings relate to the point in time that the inspection was 

undertaken. 

 

  

https://hiw.org.uk/inspect-healthcare
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2. Summary of inspection 
 

Quality of Patient Experience 

 

Overall summary:  

Throughout the inspection, staff were consistently observed treating patients with 

respect, kindness, and dignity. Some suitable measures were in place to protect 

patient privacy, however, patients and staff raised concerns regarding the addition 

of two surge beds on the ward. These compromised patient privacy and dignity, 

access, and posed risks to infection prevention and control.  

 

Patients had access to their bedrooms and communal areas, including a day/dining 

room intended for social activities. However, this space was underutilised due to 

excessive clutter and a lack of awareness among patients. The communal garden, 

though secure, was in poor condition and unsafe for independent use, limiting 

opportunities for outdoor and wellbeing activities.  

 

Staff delivered timely and effective care, supported by regular multidisciplinary 

meetings and thorough assessments. Staff promoted patient independence through 

self-care and community engagement. All patients had individualised care plans, 

and initiatives such as ‘This is Me’ were in place, although not consistently 

completed. The ward was supported by Occupational Therapy, and while some 

therapeutic activities were available, there was no structured programme in place. 

However, there was a notable absence of physiotherapists, due to a long-standing 

vacancy, which led to delays in assessments and inconsistent care. 

 

Some health promotion efforts were evident however, improvement is needed in 

providing a variety of information..  

 

This is what we recommend the service can improve: 

 

• Urgently address the garden environmental issues to ensure equitable access  

• Provide a range of appropriate and accessible health promotion information 

• Review the surge bed arrangements to ensure patients’ privacy and dignity 

are protected  

• Ensure ‘This is Me’ documentation is routinely completed 

• Declutter the day room and ensure patients are informed of its availability 

• Urgently review the physiotherapy provision on the ward.  

 

This is what the service did well: 

 

• Staff treated patients with respect and kindness 
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• Patients provided positive feedback on the standard of care received 

• Staff encouraged and supported patient independence  

• Established processes supported timely patient care 

• Most staff members were fluent or learning Welsh, which matched the 

patient language demographic 

• Staff demonstrated a strong commitment to upholding patient rights. 

 

Delivery of Safe and Effective Care 

 

Overall summary:  

Policies, processes and procedures were in place to support risk management and 

safeguard patients, with a suitable governance structure for discussing incidents 

and concerns. Staffing levels aligned with core staffing establishments and were 

generally proportionate to ensure patient safety. However, these were sometimes 

compromised by the addition of surge beds and staff deployment to other wards.  

 

The addition of surge beds in communal bays raised concerns amongst staff and 

patients. Reduced space between patients compromised access to essential 

equipment and hindered hoist use, manual handling, and emergency response. 

Staff highlighted increased pressure and the need to reassess staffing levels. While 

surge bed use was risk assessed and policy-guided, its routine use posed risks to 

patient safety, dignity and care quality. 

 

Information security issues were identified, including an unsecured clinical disposal 

room, Patient Status at a Glance (PSAG) board, and equipment storeroom 

containing confidential patient information. These issues were addressed during 

the inspection.  

 

Emergency equipment was available and regularly checked, but staff compliance 

with Basic Life Support (BLS) and Immediate Life Support (ILS) training was low due 

to limited course availability. Similar concerns were noted in our previous 

inspection of the hospital in 2024. 

 

Infection prevention and control measures were generally effective, with high 

training compliance and regular audits. However, clutter and inappropriate 

storage, such as boxed hand towels on the floor, impacted IPC standards. 

Safeguarding procedures were robust, with staff demonstrating strong 

understanding and high training compliance. 

 

Clinical record keeping was of a good standard, with care plans and patient records 

detailed, comprehensive, and regularly reviewed. Records were securely stored 

and well-organised, accurately reflecting patient needs and risks. Patient care was 

proactive and the documentation was completed appropriately. However, we 
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noted an example where a patient had experienced a missed dressing change due 

to ward acuity and staffing shortages, highlighting a delay in care. 

 

Medicines management processes were generally effective, with well-maintained 

Medication Administration Records (MAR charts) and safe and appropriate 

prescribing of medications. However, ambient clinic room temperatures had not 

been monitored for seven months. 

 

Immediate assurances: 

We reviewed the clinic room’s medication storage arrangements and found that 

ambient room temperature checks had not been recorded for seven months, posing 

a risk to medication efficacy and patient safety. Although a new thermometer was 

installed after the issue was raised, staff were unable to provide evidence of any 

robust actions taken to escalate and address the problem during the preceding 

seven months. 

Additionally, we identified multiple instances of prolonged ambient room 

temperature deviations exceeding the recommended range. During our discussions 

with staff, we were not assured that clear guidance was in place to ensure their 

understanding of the risks associated with clinic room ambient temperature 

deviations, and the appropriate action to take in such circumstances. 

Details of the concerns for patient’s safety and the immediate improvements and 

remedial action required are provided in Appendix B.  

 

This is what we recommend the service can improve: 

 

• Ensure all patients are provided with a means to alert staff when assistance 

is needed 

• Ensure the use of surge beds is risk assessed, time limited and used only 

during high escalation periods  

• Manage the use of surge beds in line with policy, ensuring appropriate 

staffing, oversight, and consideration for patient needs 

• Engage in further discussions with ward staff to review the impact of surge 

capacity on staffing pressures and ensure that safe staffing levels are 

maintained across all areas. 

• Urgently ensure that BLS and ILS training courses are made available to all 

staff and that staff complete mandatory sepsis training 

• Service the ward’s ECG within set timescales to support patient safety 

• Ensure that patient care interventions are delivered in line with clinical 

need and documented care plans 

 

This is what the service did well: 
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• Comprehensive audit activities routinely undertaken 

• Good initiatives in place to support falls prevention and monitoring 

• Good communication and information sharing between staff. 

• Good engagement with partner agencies to ensure timely patient care. 

 

Quality of Management and Leadership 

 

Overall summary:  

There was a clear organisational structure in place, providing defined lines of 

management and accountability. Good teamwork was evident, with staff 

demonstrating a commitment to delivering high-quality patient care. Regular 

audits and meetings were conducted to review findings, incidents and issues 

related to patient care. Processes were in place to identify, investigate, escalate, 

and monitor incidents, ensuring preventive measures were taken to reduce 

recurrence. Staff demonstrated strong engagement with system partners through a 

collaborative and supportive approach. 

 

It was evident that the health board was continuously evaluating the service 

provision to drive quality improvement. Staff highlighted access to training and 

development opportunities, including a robust preceptorship programme. The 

introduction of electronic record keeping and audit systems supported the 

transition towards digital record-keeping. 

 

Complaints were appropriately recorded and investigated, with learning outcomes 

shared across the team to support continuous improvement. However, there was 

an absence of signage on the ward to inform patients or carers regarding the 

complaint’s procedure. Furthermore, a formalised process for systematically 

collecting and responding to patient feedback was not in place.  

 

Staff confirmed they felt supported to raise concerns and that learning from 

incidents was regularly discussed. Duty of Candour (DoC) training had been 

delivered, but we found that staff understanding of its requirements was limited.  

 

All information recorded on the hospital’s electronic health record system was 

password-protected and we found high staff compliance with mandatory 

information governance training. However, some risks to patient privacy and 

confidentiality were identified during the inspection. This needs to be addressed. 

 

This is what we recommend the service can improve: 

 

• Ensure staff meetings are regularly conducted  

• Ensure all outstanding mandatory training is completed and monitored 

• Prominently display ‘Putting Things Right’ guidance on the ward 
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• Implement a structured process to routinely capture patient feedback  

• Ensure staff are compliant with Duty of Candour training. 

 

This is what the service did well: 

 

• High Personal Appraisal and Development Review (PADR) compliance 

• Widely accessible training and development opportunities  

• Staff were receptive and responsive to our findings and recommendations. 
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3. What we found 
 

Quality of Patient Experience 
 

Patient Feedback 

 

During the inspection we used paper and online questionnaires to obtain views and 

feedback from patients and carers. A total of six were completed. Patients were 

generally positive about the care provided. All rated the care they received as 

‘good’ or very good’ and agreed that staff treated them with dignity and respect, 

listened to their concerns, and provided care when needed. They felt involved in 

decisions about their care, and that care was provided in a sensitive manner. 

Patient comments included:  

 

“Can't fault them they are wonderful.”  

 

“Good.”  

 

“They are brilliant and can’t fault anyone. Lovely atmosphere on the 

ward. Staff (have) a sense of humour and are super supportive.” 

 

All respondents confirmed that measures were undertaken to protect their privacy. 

However, only half felt able to speak to staff without being overheard by others. 

Additionally, patients who completed our questionnaire and who we spoke with 

during the inspection felt strongly that the addition of two extra surge beds on the 

ward compromised privacy, dignity and accessibility. 

 

Patient comments described the ward as “cluttered” and “cramped”, with 

repeated references to the impact of the extra beds on the overall environment 

and patient experience. Further findings related to these issues are explored later 

in this report. 

 

Person-centred 

 

Health promotion 

We reviewed four patient records and found that patients received appropriate 

physical assessments on admission and regular monitoring of their progress. Staff 

demonstrated a good understanding of the needs of the patients in their care. 

 

Patients had access to their individual or shared bedrooms areas and the communal 

areas of the ward. Some self-directed activities were available, including games, 
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puzzles, books and a gymnasium. The ward had a secure communal garden area for 

patients; however, it was in poor repair and not safe for patient use in its current 

condition. Due to the potential risks to patient safety, patients could only access 

the garden when sufficient staff were present to monitor them. 

 

During our discussions with staff, they agreed that the garden required immediate 

refurbishment and advised that a new garden area was at the final stage of the 

NHS tendering process. We emphasised that this issue must be addressed urgently, 

as patients were being negatively impacted by being unable to use the garden 

safely or independently.  

 

The health board must urgently address the garden environmental issues and 

ensure equitable access to support patients’ physical and mental well-being. 

 

We observed staff actively engaging with patients and attending to their needs in a 

caring and professional manner. Staff promoted patient independence by 

encouraging self-care and supporting family visits and community outings. The 

ward was supported by an Occupational Therapist (OT), and we noted that some 

therapeutic activities took place on the ward, but there was no structured 

programme of therapeutic activities to support patient care.  

 

The health board must implement a structured programme of therapeutic 

activities on the ward, to ensure patients’ social, cultural and wellbeing needs 

are met. 

 

We saw some examples of information displayed on the ward to support patients’ 

health and wellbeing, including notices reminding patients of the importance of 

washing their hands regularly. However, we found a general lack of other relevant 

and accessible health promotion information available for patients/carers such as 

sepsis, smoking cessation, and support services. 

 

The health board must ensure patients are provided with a range of 

appropriate and accessible information to support their health promotion and 

improvement and help them understand their care. 

 

Dignified and respectful care 

The ward provided a calm and welcoming environment of care. We observed staff 

engaging with patients appropriately and treating them with dignity and respect 

throughout the inspection, with attentiveness to individual patient needs. Patients 

we spoke with and who completed our questionnaire expressed high levels of 

satisfaction with their care, describing the staff as “brilliant”, “fantastic,” and 

“super supportive.” 
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We saw strong evidence that patient dignity and respectful care was prioritised. 

Patients were clean, dressed in their own clothes, and appeared well cared for. 

Staff were discreet when administering personal care, with additional screens and 

curtains provided where necessary to maintain privacy. Patient continence needs 

were thoroughly assessed and suitably managed, with staff responding promptly to 

call bells and providing appropriate support. Suitable arrangements were in place 

to ensure Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) discussions and 

decision making were undertaken appropriately and sensitively. 

 

Patients were accommodated in individual bedrooms and two communal four-

bedded bays. During the inspection, we found that each bay had an additional bed 

added to accommodate an extra surge patient, resulting in three beds on one side 

of each bay and reducing the space between patient areas to less than two metres.  

 

Despite the high standard of care provided by staff, the surge bed arrangement 

undermined the ward’s ability to maintain patient privacy, dignity and safety. 

Some patients reported feeling cramped, particularly when visitors were present. 

Further findings on the utilisation of surge beds can be found in the Risk 

Management section of this report. In addition, do the proximity of patients, this 

may pose a risk to infection prevention and control. 

 

The health board must review the surge bed arrangements on the ward, to 

ensure patients’ privacy and dignity are protected and infection prevention and 

control is maintained.  

 

Staff demonstrated understanding of the importance of discretion when discussing 

personal patient information. However, the Patient Safety at a Glance (PSAG) 

board was located in the main corridor of the ward and displayed confidential 

patient-identifiable information. The board lacked a locking mechanism to prevent 

unauthorised access and was easily accessible, posing a risk to patient privacy and 

confidentiality. During the inspection, the board was secured and staff advised 

that a new electronic board would soon be introduced to address these concerns. 

 

Individualised care 

We saw evidence that all patients had individualised care plans which reflected 

their needs and risks. Staff confirmed that initiatives, such as ‘This is Me’ were in 

place and actively used on the ward to allow patient to communicate their needs 

and preferences to healthcare professionals. However, upon reviewing patient 

records, we observed that the ‘This is Me’ section had not been completed for the 

four records we reviewed. 

 

The health board must ensure ‘This is Me’ documentation is completed to 

support personalised, person-centred care. 
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Patients who benefitted from social interaction and visual stimulation were seated 

in corridors outside their rooms to reduce isolation. The ward included a dedicated 

day/dining room for social activities and communal meals. However, the room 

contained unnecessary clutter, including garden furniture, equipment for the 

unusable garden, and a laundry storage trolley. These obstructed access to the 

ward computer and bookshelf. We saw little evidence that the room was routinely 

used by patients, and one patient we spoke with was unaware of its existence. 

 

The health board must declutter the patient day room and ensure patients are 

informed of its availability and purpose to improve access, encourage social 

interaction, and support wellbeing. 

 

There was a strong focus on patient rehabilitation within the ward. An 

Occupational Therapist (OT) was consistently present, working closely with 

patients and maintaining thorough documentation of treatment plans and 

outcomes. The ward was equipped with a wide range of medical devices and 

mobility aids, and staff supported their mobility and engagement.  

 

During the inspection, there was no dedicated physiotherapist based on the ward, 

due to a long-standing staff vacancy. We were told that physiotherapy assessments 

were conducted remotely, and ward-based staff were not qualified to prescribe or 

provide physiotherapy. This arrangement led to inconsistent care and delays in 

assessments, posing a potential risk to patient safety, their recovery, and the 

overall quality of care. However, staff told us a dedicated physiotherapist was 

expected to start in November 2025, maintaining a critical gap in the interim 

period. 

 

The health board must urgently review the physiotherapy provision on the 

ward, to ensure patients receive timely and appropriate assessments, along 

with suitable therapeutic support during the interim period.  

 

Timely 

 

Timely care 

Patients received timely and appropriate care and support in line with their 

individual needs. Staff were consistently attentive and compassionate, responding 

promptly to physical pain, discomfort, and emotional distress. Our review of 

patient records and direct observations confirmed that urgent care needs were 

prioritised effectively.  

 

Established processes supported timely patient care, including daily 

multidisciplinary board rounds to discuss bed occupancy, patient needs, and 
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discharge arrangements. We attended a board round meeting and saw that staff 

demonstrated a strong understanding of the individuals in their care, with 

discussions focused on patient well-being and care requirements. 

 

We were informed that concerns and incidents were routinely discussed during 

clinical governance meetings, enabling the identification of trends and 

opportunities for wider organisational learning. We found that staff provided 

timely and effective care in accordance with clinical need. 

 

Equitable 

 

Communication and language 

Clear signage was in place to help patients and relatives navigate to and from the 

ward. Suitable signage was also used to orientate patients with sensory or 

cognitive difficulties, including pictorial prompts on room doors. However, we 

found a general lack of relevant information available for patients. Some 

information boards were outdated or incomplete, while others displayed 

information which was not suitable or accessible for the patient group. There was 

no ‘who’s who’ pictorial board to help patients and visitors recognise staff 

members. 

 

The health board must ensure that all patient information boards provide 

relevant, accessible, and up-to-date information.  

 

The health board should introduce a clear and pictorial ‘Who’s Who’ board to 

support patient and visitor awareness of staff roles and identities. 

 

Staff demonstrated an understanding of the importance of speaking with patients 

in their preferred language. We saw examples of bilingual signage, posters and 

reading material on the ward. We were informed that Welsh language training was 

available to staff and that Welsh language requirements formed part of 

recruitment and workforce planning.  

 

Many patients spoke Welsh as a first language, and staff who spoke Welsh were 

identifiable by ‘Iaith Gwaith’ badges or uniform embroidery. We were told that 18 

of 27 staff members were either fluent or learning Welsh, and translation services 

were also used to support patients when needed. Welsh-speaking patients told us 

they felt comfortable speaking Welsh with staff, with one stating that it made a 

significant difference to their care experience.  

 

Rights and Equality 

We found appropriate arrangements in place to promote and protect patient 

rights, with staff demonstrating 92% compliance with mandatory Equality and 
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Diversity training. Policies were in place to ensure equitable access to the same 

opportunities and fair treatment.  

 

Reasonable adjustments were made to ensure that individuals with protected 

characteristics could access and use services on an equal basis. The ward was 

located on the ground floor and featured wide doorways and corridors, making it 

accessible for patients with mobility issues. A wide range of mobility aids and 

medical equipment were available to meet patients’ physical needs, including 

wheelchairs, walking frames, hoists, and pressure-relieving mattresses.  

 

Patients confirmed that friends and family were involved in their care where 

appropriate, and that they were encouraged to meet visitors off the ward when 

able. Appropriate visiting arrangements were in place; however, there were 

limited suitable areas for patients to meet with family and friends in private.  

 

The health board must review the ward visiting arrangements to ensure 

appropriate facilities for patients and visitors to meet in private.  

 

During our discussions with staff, they demonstrated a strong commitment to 

upholding patient rights and shared examples of how they respected individual 

preferences. We were told that a transgender patient had recently been cared for 

on the ward. Staff showed sensitivity and respect by using the patient’s preferred 

pronouns and accommodating their needs by caring for them in an individual 

bedroom to support privacy and dignity. 
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Delivery of Safe and Effective Care 
 

Safe  

 

Risk management   

There were established policies, processes and audits in place to support the 

management of risk, enabling staff to provide safe and clinically effective care. 

We reviewed the processes in place to manage risks and maintain the health and 

safety of patients, staff and visitors, and found the following suitable measures in 

place: 

 

• The ward entrance was secured throughout the inspection to prevent 

unauthorised access or egress  

• The ward was generally clean and well maintained, with suitable equipment 

and appliances and furniture for the patient group 

• Cleaners’ cupboards were secured to prevent unauthorised access 

• General and more specific clinical audits and risk assessments were being 

undertaken on a regular basis to reduce the risk of harm to patients, staff, 

and visitors 

• Regular audits were conducted to ensure emergency resuscitation 

equipment was present and in date 

• Patient therapeutic observation records were being appropriately and 

contemporaneously completed. 

 

However, our inspection of the patient and clinical areas identified several 

environmental and health and safety risks that required improvements to maintain 

the safety of patients, staff and visitors.  

 

Staff and patients expressed concerns regarding the addition of an extra surge bed 

in each of the four-bedded communal bays. This arrangement reduced the space 

between patients to less than two metres and compromised access to essential 

equipment such as call bells, wall-mounted oxygen, and suction. While patients in 

surge beds were provided with hand bells, the lack of call bell access for patients 

in surge beds could impact their ability to request assistance promptly. 

 

Staff advised that this arrangement also limited space for hoist use, complicated 

manual handling, restricted access for emergency response, and required the use 

of unstable portable screens between patients. Staff also told us that the 

increased patient numbers increased their workload, highlighting the need to 

reassess staffing levels to maintain safe and effective care. 
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We were informed that the surge beds had been in continuous use over the past 

year for extended patient stays and saw evidence that their use had increased. 

Their use was recorded on the risk register, with a policy in place to guide their 

use, supported by appropriate risk assessments. While we were assured that 

patients received safe and effective care, we emphasised that the routine use of 

surge beds should not be normalised. This arrangement compromised patient 

safety, dignity, and the overall quality of patient care, and posed an infection 

prevention and control risk. 

 

The health board must:  

 

• Ensure all patients, including those in surge beds, are provided with a 

reliable means to alert staff when assistance is needed, to maintain 

patient safety and uphold standards of responsive care 

• Review the environmental and safety issues associated with the use of 

the surge beds on the ward to uphold patient safety and quality of care 

• Ensure the use of surge beds is risk assessed, time limited, and used only 

during high escalation periods 

• Continue to manage the use of surge beds in line with policy, ensuring 

appropriate staffing, oversight and consideration for patient needs whilst 

actively working toward eliminating their use. 

 

During the inspection we noted some internal areas of the ward were unsecure. 

The clinical disposal room connected to the main communal corridor of the ward 

was unsecure due to a faulty lock. As a result, it was freely accessible to staff, 

patients and visitors, posing a risk to both staff and patient safety. We also found 

that the equipment storeroom was unlocked and contained boxes of confidential 

patient information. These areas were appropriately secured during the 

inspection. 

 

We found that emergency equipment was available and checked regularly. 

However, staff compliance with mandatory Basic Life Support (BLS) and Immediate 

Life Support (ILS) training was low, at 53% and 69% respectively. Staff explained 

that they were unable to access training  due to limited availability within the 

wider health board. Similar concerns were noted during our previous inspection at 

the hospital in 2024. 

 

The health board must ensure that BLS and ILS training courses are made 

available to all staff as a matter of urgency. Staff compliance must be improved 

promptly to maintain patient safety. 
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Infection, prevention and control and decontamination 

Suitable Infection Prevention and Control (IPC) policies, procedures, staff training 

and governance arrangements were in place to maintain the safety of staff, 

patients and visitors. Staff compliance with mandatory IPC training was 96%, and 

all staff spoken to demonstrate an understanding of their roles and responsibilities 

in upholding IPC standards. 

 

The patient and clinical areas were generally clean and tidy, with housekeeping 

staff observed cleaning the ward regularly. However, limited storage space 

resulted in examples of unnecessary clutter and inappropriate storage of items, 

which impacted IPC standards.  

 

Personal protective equipment (PPE) was readily available to support infection 

control measures, and appropriate hand hygiene facilities were in place throughout 

the ward. Staff were observed washing and sanitising their hands between tasks 

and patients. However, we found boxed hand towels stored on the floor in the 

housekeeping storeroom, which posed an IPC risk.  

 

The health board must ensure boxed hand towels are stored correctly to 

maintain effective IPC standards. 

 

Shared equipment and reusable medical devices were visibly clean and 

appropriately labelled. Sharps management was appropriate, with safer sharp 

devices in use and disposal bins correctly labelled. Staff demonstrated awareness 

of correct procedures following a needle stick injury. 

 

A range of audit processes supported effective IPC. Monthly IPC audits were 

completed by ward staff, covering domestic services, estates, and nursing. The 

most recent audit, conducted on 24 July 2025, achieved an overall score of 97%. 

Unannounced monthly quality walkarounds were conducted by senior staff, and 

quarterly audits were carried out by the IPC team. We saw evidence of high 

compliance with recent hand hygiene and “bare below the elbow” audits. 

 

Staff confirmed that there were no current outstanding IPC estates requests. We 

were told that the ward was rated “green” for estates issues, with all previously 

identified concerns now resolved.  

 

Safeguarding of children and adults 

Appropriate safeguarding measures were in place to protect vulnerable adults and 

children, with staff able to access the health board’s safeguarding policy and 

Wales safeguarding procedures via the intranet. Staff confirmed that support was 

available during working hours from the adult safeguarding team, and out of hours 

via Careline. 
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Staff demonstrated high compliance with mandatory safeguarding training. Our 

staff discussions highlighted a strong understanding of safeguarding procedures and 

reporting arrangements. Safeguarding incidents and concerns were recorded on the 

Datix electronic incident reporting system and were regularly reviewed to identify 

themes and lessons learned.  

 

Staff reported that they were supported by the health board’s Deprivation of 

Liberty Safeguards (DoLS) team. While there were no patients subject to DoLS at 

the time of inspection, staff demonstrated a good understanding of DoLS, the 

Mental Capacity Act (MCA), and consent. Compliance with consent and DoLS 

training was 81%, and MCA training stood at 85%. 

 

Staff described how less restrictive options were considered to avoid the need for 

DoLS authorisations. These included providing reassurance, reorientating patients 

to their environment, engaging in meaningful activities such as Reminiscence 

Interactive Therapy Activities (RITA), and therapeutic interventions.  

 

Blood management 

We found suitable systems and practices in place to supply, store and administer 

blood to patients when required. Staff confirmed that transfusions were infrequent 

on the ward, with the last recorded transfusion taking place in June 2025. The 

hospital had an on-site blood bank, which ensured readiness and adequate supply 

when needed. 

 

Patient identification and blood component checks were conducted in line with the 

All-Wales Blood Transfusion pathway processes. Monitoring of the safe and 

appropriate use of blood was carried out internally by the Transfusion Coordinator, 

with regular audits in place to ensure practices remained compliant with safety 

standards. 

 

We were informed that blood transfusion training was integrated into the nursing 

staff mandatory training programme, with audit processes in place to ensure staff 

were fully trained and competent. 

 

Reporting arrangements for transfusion-related incidents were clearly defined. 

Incidents were recorded internally via Datix and escalated to Serious Hazards of 

Transfusion (SHOT) by the Transfusion Coordinator, enabling appropriate follow-up 

and oversight. 

 

 

 

 



21 
 

Management of medical devices and equipment 

We found appropriate systems in place to support the maintenance and safe use of 

clinical equipment. The ward was equipped with sufficient resources to meet 

patient needs, and shared equipment was routinely cleaned following use. 

Medical equipment was clearly labelled with service dates to ensure that servicing 

was tracked and scheduled appropriately. These devices were generally found to 

be in date. However, we noted that the ward’s electrocardiogram (ECG) machine 

was due for calibration on 27 July 2025.  

 

The health board must ensure the ward’s echocardiogram (ECG) is serviced 

within set timescales to support patient safety. 

 

Staff highlighted that faults with equipment could be reported directly to the 

estates department by telephone, with response times typically within one to two 

hours.  

 

Medicines management 

We reviewed the ward’s clinic arrangements and found robust procedures in place 

for the safe management of medicines. Relevant policies were in place and were 

accessible to staff. The clinic room was tidy and well-organized, with all 

medications, controlled drugs and intravenous fluids securely and appropriately 

stored.  

 

We were informed that portable oxygen cylinder training was completed as part of 

induction for all registered nurses, with compliance reported at 100%. Staff 

explained that only nursing staff were required to complete this training due to 

the low frequency of oxygen use or long-term oxygen therapy on the ward. 

At the time of inspection, no patients on the ward were prescribed oxygen.  

 

We observed appropriate auditing and management of medication, supported by 

strong pharmacy involvement. The ward was supported by a dedicated pharmacist, 

shared with Ward 9, and there were suitable arrangements in place to access 

medicines out of hours.  

 

We reviewed patient Medication Administration Records (MAR charts) and found 

that they were maintained to a good standard. Patient identifiers were suitably 

recorded throughout, ensuring traceability and accuracy. All patients wore 

identification bands, which were checked prior to medication administration. MAR 

charts were consistently signed and dated when medication was prescribed and 

administered, with reasons clearly recorded when medication was not given. We 

observed safe and appropriate prescribing of medications in accordance with 

patient needs. 
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Clinic room fridge temperatures were appropriately monitored and were in range. 

However, we found that ambient clinic room temperature checks had not been 

recorded for seven months since 07 January 2025, following the removal of a faulty 

thermometer. This prolonged lack of monitoring posed a risk to medication 

efficacy and patient safety. Although a new thermometer was installed after the 

issue was raised, staff were unable to provide evidence of any robust actions taken 

to escalate and address the problem during the preceding seven months. 

 

Additionally, we identified multiple instances of prolonged ambient room 

temperature deviations exceeding the recommended range, between 12 December 

2024 and 1 January 2025. During our discussions with staff, we were not assured 

that clear guidance was in place to ensure their understanding of the risks 

associated with clinic room ambient temperature deviations, and the appropriate 

action to take in such circumstances. 

 

These issues were dealt with under our immediate assurance process. This meant 

that we wrote to the health board immediately following the inspection requesting 

urgent remedial action to be taken. Further information on the improvements we 

identified, and the actions taken by the health board, are provided in appendix B.  

 

Preventing pressure and tissue damage 

During the inspection, we found that pressure and tissue damage prevention 

measures were generally in place and consistently followed. Patients were 

assessed for pressure ulcer risk on admission, with care planning aligned to risk 

assessment scores, and frequent repositioning both day and night. Ongoing 

monitoring of pressure areas was evident, and we were informed that referrals to 

the tissue viability nurse were made where appropriate.  

 

Overall, the approach to tissue care was proactive and the documentation we 

reviewed was completed appropriately. However, we noted an example where one 

patient had experienced a missed dressing change due to ward acuity and staffing 

shortages. The dressing was changed the following day. 

 

Falls prevention 

A range of suitable initiatives were in place to support falls prevention and 

monitoring. The ward promoted the ‘Baywatch’ observation model to help monitor 

patients at risk of falling. The use of bed alarms was successfully trialled on the 

ward before being rolled out across all wards. A specialist falls service was 

available within the hospital to provide guidance and support to staff. We were 

informed that all recently recorded falls had resulted in no harm, and that the 

overall number of falls had reduced across the health board. 
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We saw evidence of appropriate recording and escalation of falls incidents through 

the DATIX system. Standardised falls scrutiny templates had been introduced to 

support consistency and promote shared learning. The patient records we reviewed 

demonstrated positive outcomes, including one individual who had been immobile 

on admission but was independently mobilising with minimal supervision at the 

time of our visit. 

 

Monthly falls scrutiny meetings were held to identify themes, share learning, and 

implement preventative actions. These meetings were attended by a designated 

representative from each ward, who was responsible for cascading information and 

sharing learning with staff. 

 

Effective  

 

Effective care 

During the inspection, we found that staffing levels generally met the core 

establishment and were proportionate to ensure patient safety. At the time of our 

visit, there were no nursing staff vacancies, although three staff members were on 

long-term sick leave. These absences were covered through overtime and bank 

staff, with no reliance on agency staff. We were told that shifts were planned six 

weeks in advance, and cover was consistently arranged, with only rare occasions 

where a shift was not filled. 

 

However, we were told that no additional staffing was allocated to accommodate 

the extra surge patients, increasing pressure on staff. In addition, staff reported 

being regularly redeployed to support other wards. Senior staff advised that any 

redeployment decisions were made with careful consideration to ensure safe 

staffing levels on other wards were maintained. 

 

The health board must engage with ward staff to review the impact of surge 

capacity on staffing pressures and ensure that safe staffing levels are 

maintained across all areas. 

 

While we noted a lack of dedicated physiotherapy provision, we found that the 

multidisciplinary team (MDT) was well established, with clinical decisions made 

collaboratively. Structured meetings were in place to support governance and 

quality assurance processes related to effective patient care. Relevant policies 

were available and accessible to staff. 

 

Comprehensive audit activities were routinely undertaken on the ward, supported 

by strong governance oversight. We were informed that any risks identified 

through these processes were appropriately escalated and raised via the Datix 

system. The Datix system was used effectively to record, manage and monitor 
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incidents. A clear incident sign-off hierarchy was in place, and regular reports 

were produced to identify themes and trends. We reviewed a sample of incidents 

and found they were appropriately recorded, investigated and monitored. Senior 

staff confirmed that learning from incidents was shared with the team both 

verbally and electronically. 

 

Staff demonstrated a good understanding of sepsis and were able to describe how 

they would respond to suspected cases. Posters and guidance were displayed on 

the ward to reinforce awareness. We were told that sepsis training was delivered 

alongside mandatory ILS training; however, as highlighted earlier in this report, 

staff compliance with mandatory ILS training was reportedly low. 

 

The health board must ensure that all staff are up to date with mandatory sepsis 

training to support safe and effective clinical care. 

 

Nutrition and hydration 

Our review of patient records found that patients were supported to meet their 

individual dietary needs and provided with diets in accordance with their medical 

needs. A nutritional risk assessment was completed for all patients within 24 hours 

of admission, and food and fluid intake were monitored as appropriate. Nutritional 

care plans were developed, and referrals to dieticians or Speech and Language 

Therapy (SALT) were made when necessary.  

 

Suitable systems were in place to identify and support patients who required 

assistance with eating. Information boards clearly outlined specific patient dietary 

needs and restrictions for staff awareness. Coloured trays and plates were 

observed in use to support patients with dementia.  

 

Patients were able to choose what to eat and drink from a two-week rotating 

menu offering a wide range of options. All patients had access to water, with jugs 

placed within reach. Meals were served hot and promptly, supported by mealtime 

coordinators. The food appeared appetising, and patients expressed high 

satisfaction with the quality and variety of meals served. 

 

Patient records 

During the inspection, we reviewed four patient records stored within the 

electronic Welsh Nursing Care Record (WNCR) system. The records were well-

organised, securely stored, and easy to navigate.  

 

Overall, we observed a good standard of clinical record keeping that accurately 

reflected the needs and risks of the patients. The care plans and patient records 

were detailed and comprehensive, with regular assessments undertaken and 
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clearly documented. Each record contained evidence of suitable assessments and 

risk evaluations, including appropriate physical assessments. 

 

We saw evidence that care plans were regularly reviewed, with clear 

documentation of MDT involvement. Where relevant, patient and family 

involvement were also recorded, demonstrating a person-centred approach to care 

planning and decision-making. 

 

Efficient  

 

Efficient 

We observed staff striving to provide patients with efficient and responsive care 

throughout our inspection. The ward accommodated a mix of patients, including 

those with mental health needs due to dementia, individuals with high physical 

care requirements, and patients assessed as suitable for discharge who were 

awaiting appropriate care home placement or community care packages. 

 

Staff demonstrated awareness of the varying needs of patients and were 

responsive in their approach. Communication between staff was effective, with 

daily meetings and information sharing across the team. Services were arranged to 

support movement through care pathways, and we found evidence of timely MDT 

discussions prior to discharge. 

 

Staff outlined how they actively engaged with the discharge planning team, 

housing services, and local authorities to reduce delays in securing care packages 

or nursing home placements. The discharge planning team regularly met with 

external partners to facilitate timely coordination. Additionally, a de-escalation 

panel was in place, supporting partnership working with social services and 

contributing to ongoing efforts to promote care closer to home. 
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Quality of Management and Leadership 
 

Leadership  

 

Governance and leadership 

The ward operated within a clearly defined organisational structure, with strong 

lines of management and accountability. Teamworking was consistently evident, 

with staff demonstrating a clear commitment to delivering high-quality patient 

care. Staff described a collaborative environment, supported by the ward 

manager, deputy ward manager, and team leaders. Feedback gathered during the 

inspection was positive, highlighting a supportive team culture and strong 

relationships with immediate managers. Although senior managers were reported 

to visit the ward regularly, views on their visibility and engagement varied. The 

health board may wish to consider ways to enhance senior leadership visibility and 

engagement with ward staff. 

 

The governance arrangements supported risk management through regular audits 

and meetings. Communication between staff was described as effective, with 

information shared verbally and electronically, and clear escalation processes in 

place for incidents and staffing shortages. Staff were clear about their roles and 

responsibilities, and multidisciplinary collaboration was well-established. 

 

Workforce 

 

Skilled and enabled workforce 

There appeared to be sufficient, appropriately trained staff to meet the assessed 

needs of patients throughout the inspection. Staff retention was reportedly high, 

reflecting a supportive work environment. While no vacancies were reported and 

reliance on temporary staff was low, some pressures were noted, particularly the 

need for a dedicated physiotherapist on the ward. Additionally, staff redeployment 

to other wards occasionally impacted the ability to retain dedicated rehabilitation 

staff.  

 

We were told that informal, day-to-day supervision and support mechanisms were 

in place, supported by an open-door policy that encouraged staff to raise concerns 

freely. Formal supervision meetings between senior nurses and their line managers 

were held monthly. Overall annual Personal Appraisal and Development Review 

(PADR) compliance stood at 88% at the time of our inspection.  

 

A monthly staff meeting process was reportedly in place to capture feedback and 

address concerns; however, we were told that no meetings had taken place in the 

three months prior to the inspection due to workload and staff absences.  
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The health board must ensure that staff meetings are conducted regularly to 

encourage staff engagement and feedback. 

 

Suitable processes were in place for senior staff to monitor compliance with 

mandatory training. Overall, compliance rates were generally high at 94%.  

However, improvements were required in specific areas, including Basic Life 

Support (53%), Immediate Life Support (69%), and Manual Handling (62%). 

 

The health board must implement measures to ensure all outstanding 

mandatory training is completed, regularly monitored, and that staff receive 

appropriate support to complete the training in a timely manner. 

 

Staff informed us that a robust preceptorship programme was in place, and 

training and development opportunities were widely accessible. These included e-

learning modules, face-to-face sessions, and attendance at external conferences. 

Leadership development was actively supported, with staff able to participate in 

study days, management courses, and clinical training. Recruitment strategies 

included internal development pathways, supporting staff to progress from 

healthcare support worker roles to qualified nurse positions. 

 

Culture 

 

People engagement, feedback and learning 

An established process was in place for patients to escalate concerns through the 

NHS Wales ‘Putting Things Right’ (PTR) process. Staff confirmed that formal 

complaints were recorded on the Datix system and were monitored by senior 

managers throughout the investigation. Our staff discussions evidenced that both 

informal and formal complaints were appropriately recorded and investigated, 

with learning outcomes shared across the team to support continuous 

improvement. 

 

We were told that PTR leaflets were available on request, however, this 

information was not readily accessible or displayed on the ward. Additionally, a 

‘Knowing How We Are Doing’ board was present on the ward, but there was no 

structured process to routinely capture patient feedback and use this to inform 

improvements in patient care. 
 

The health board must: 

 

• Ensure Putting Things Right guidance is prominently displayed 

• Implement a structured process to routinely capture patient feedback 

and use this to inform improvements in patient care. 



28 
 

 

Staff confirmed that they felt supported to raise concerns about patient care or 

other issues at the hospital. We were told that learning from incidents was 

regularly discussed with staff, with various organisational support systems in place 

to support them. We were told that staff had received Duty of Candour (DoC) 

training to support them in their roles. However, our staff engagement identified a 

limited understanding of the DoC requirements.  

 

The health board must ensure that all staff are compliant with Duty of Candour 

training and are appropriately supported to understand and apply its principles 

in their roles. 

 

Information 

 

Information governance and digital technology 

We considered the arrangements for maintaining patient confidentiality and 

adherence to information governance and the General Data Protection Regulation 

2018 (GDPR) within the ward. Staff demonstrated understanding of their roles and 

responsibilities in managing personal and sensitive information. Compliance with 

mandatory information governance training was notably high at 96%. 

 

All information recorded on the hospital’s electronic health record system was 

password-protected, with access restricted to relevant staff. Established processes 

were in place to ensure safe and secure information sharing with partner agencies. 

Paper records and data were generally stored securely, supporting confidentiality 

and protection. However, some breaches to patient privacy and confidentiality 

were identified during the inspection.  

 

The health board must strengthen its approach to information governance by 

ensuring all patient-identifiable information is securely stored in accordance 

with GDPR requirements. 

 

Learning, improvement and research 

 

Quality improvement activities 

It was evident through our staff discussions that the health board was continuously 

reviewing the provision of patient care to drive quality improvement. The existing 

governance arrangements supported continuous improvement and shared learning 

from incidents. Staff confirmed that regular audits and meetings were held to 

review findings, incidents, and patient care issues. Processes were in place to 

identify, investigate, escalate, and monitor incidents, with preventive measures 

implemented to reduce recurrence. 
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Staff spoke positively about efforts to improve the quality of ward-based 

documentation and patient records. The introduction of electronic systems, such 

as Welsh National Care Records (WNCR) and Synbiotix promoted digital record-

keeping over paper-based methods. We were told that the upcoming 

implementation of e-prescribing and e-patient flow boards would further 

strengthen governance and operational oversight. 

 

Falls prevention remained a key focus, with the introduction of standardised 

templates and shared learning across ward meetings. The EQUIP project was also 

underway to support quality improvement and prevent patient deconditioning at 

the point of admission.  

  

Staff told us that the most significant improvement initiative underway was the 

awaited development of the therapeutic garden. This project had been in planning 

for several years and was expected to commence by the end of the year. 

 

Throughout the inspection, staff were receptive and responsive to our findings and 

recommendations. While some improvements we identified were rectified during 

the inspection, further action is required from the health board to address the 

recommendations highlighted in this report, and to sustain the improvements 

made. 

 

Whole-systems approach 

 

Partnership working and development 

Staff demonstrated strong engagement with system partners through a 

collaborative and supportive approach. Multidisciplinary working was clearly 

evident, with the service maintaining close links with discharge planning teams, 

local authority housing, and social services, as well as OTs, dieticians, social 

workers, GPs, district nurses, and pharmacists to deliver holistic, person-centred 

care. Staff showed awareness of the wider system impact of their actions, 

particularly in relation to delayed discharges caused by the availability of care 

packages or nursing home placements. 
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4. Next steps  
 

Where we have identified improvements and immediate concerns during our 

inspection which require the service to take action, these are detailed in the 

following ways within the appendices of this report (where these apply): 

 

 Appendix A: Includes a summary of any concerns regarding patient safety 

which were escalated and resolved during the inspection 

 Appendix B: Includes any immediate concerns regarding patient safety 

where we require the service to complete an immediate improvement 

plan telling us about the urgent actions they are taking  

 Appendix C: Includes any other improvements identified during the 

inspection where we require the service to complete an improvement 

plan telling us about the actions they are taking to address these areas. 

 

The improvement plans should: 

 

 Clearly state how the findings identified will be addressed 

 Ensure actions taken in response to the issues identified are specific, 

measurable, achievable, realistic and timed 

 Include enough detail to provide HIW and the public with assurance that 

the findings identified will be sufficiently addressed 

 Ensure required evidence against stated actions is provided to HIW within 

three months of the inspection.  

 

As a result of the findings from this inspection the service should: 

 

 Ensure that findings are not systemic across other areas within the wider 

organisation 

 Provide HIW with updates where actions remain outstanding and/or in 

progress, to confirm when these have been addressed. 

 

The improvement plan, once agreed, will be published on HIW’s website. 

 

https://hiw.org.uk/
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Appendix A – Summary of concerns resolved during the 

inspection 
The table below summaries the concerns identified and escalated during our inspection. Due to the impact/potential impact on 

patient care and treatment these concerns needed to be addressed straight away, during the inspection.   

Immediate concerns Identified Impact/potential impact 

on patient care and 

treatment 

How HIW escalated 

the concern 

How the concern was resolved 

The clinical disposal room, 

connected to the main communal 

corridor of the ward, was not 

secure due to a faulty lock. As a 

result, it was freely accessible to 

staff, patients, and visitors.  

This posed a risk to staff 

and patient safety. 

 

We raised these issues 

with staff. 

This was addressed during the inspection in 

that the room was secured. 

 

The equipment storeroom was 

unlocked and contained boxes of 

confidential patient information. 

This posed a risk to staff 

and patient safety and 

confidentiality. 

We raised these issues 

with staff. 

This was addressed during the inspection in 

that the room was secured.  

 

The Patient Safety at a Glance 

(PSAG) board located in the main 

corridor of the ward displayed 

confidential patient-identifiable 

information.  

This posed a risk to 

patient safety and 

confidentiality. 

We raised these issues 

with staff. 

During the inspection, the board was 

secured, and staff advised that a new 

electronic board would soon be introduced 

to address these concerns. 
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Appendix B – Immediate improvement plan 

Service:    Mynydd Mawr Ward, Prince Philip Hospital 

Date of inspection:  05 and 06 August 2025 

The table below includes any immediate concerns about patient safety identified during the inspection where we require the 

service to complete an immediate improvement plan telling us about the urgent actions they are taking.  

Findings: 

HIW was not assured that medication management processes were sufficiently robust and safe. We reviewed the clinic room’s medication 

storage arrangements and found that ambient room temperature checks had not been recorded for seven months since 07 January 2025, 

following the removal of a faulty thermometer. This prolonged lack of monitoring poses a risk to medication efficacy and patient safety. 

Although a new thermometer was installed after the issue was raised, staff were unable to provide evidence of any robust actions taken to 

escalate and address the problem during the preceding seven months. 

 

Additionally, we identified multiple instances of prolonged ambient room temperature deviations exceeding the recommended range, 

including: 

 

• 12 December 2024 to 14 December 2024 

• 16 December 2024 to 18 December 2024 

• 21 December 2024 to 24 December 2024 

• 29 December 2024 to 01 January 2025. 

 

During our discussions with staff, we were not assured that clear guidance was in place to ensure their understanding of the risks associated 

with clinic room ambient temperature deviations, and the appropriate action to take in such circumstances. 
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Improvement needed Standard/ Regulation Service action Responsible 

officer 

Timescale 

 

The health board must:  

 

• Ensure that ambient 

clinic room temperatures 

are monitored and 

recorded daily.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Delivery of Safe and 

Effective Care 

 

- Air-handling unit (For heating & 

cooling) being repaired by 

Estates department. 

 

- Awaiting costing for air-con for 

clinical room. 

 

- Thermometer now in place and 

messaging reinforced to ward 

staff/pharmacy re daily room 

temperature checks. Daily 

compliance checks to be 

monitored by Charge 

Nurse/Sister (as well as via SNM 

Medication Audit) 

 

- Email sent to all ward/clinical 

areas to ensure thermometers 

(temperature) are monitored 

and recorded between 12noon 

and 3pm.   

 

- Treatment Room & Fridge 

Temperature Monitoring chart 

 

Estates Manager 

 

 

 

Estates Manager 

 

 

Charge Nurse 

 

 

 

Deputy Head of 

Nursing   

 

 

 

Deputy Head of 

Nursing   

 

 

 

 

 

14th August 2025 

 

 

 

15th September 

2025 

 

6th August 2025 

Completed. 

 

 

15/08/25 

Completed  

 

 

 

14/08/2025 

Completed 

 

 

 

 

30/09/2025 
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• Implement robust 

measures to maintain 

clinic room temperatures 

within recommended 

guidelines for safe 

medication storage. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

requires amending to capture 

the escalation actions in the 

event of high temperature. This 

action has been requested and is 

underway.  

 

- The monitoring chart link 

requires to be embedded within 

the medicine policy for ease of 

access. This action has been 

requested and is underway. 

 

- The requirement of the daily 

treatment room temperature 

check process and compliance 

will be reviewed and amended 

within a Quality Improvement 

Health Board Wide Task and 

Finish group. ToR being devised. 

Dates being arranged.  

 

- Six Monthly Medication audit, 

conducted by Senior Nurse 

Managers, has been amended to 

include the daily clinical room 

temperatures monitoring (This 

was not part of the audit 

Senior Medicines 

Management 

Nurse  

 

 

 

Senior Medicines 

Management 

Nurse 

 

 

 

Assistant 

Director of 

Nursing for 

Quality 

Improvement 

 

 

 

 

Senior Nurse 

Manager 

 

 

 

 

 

 

 

 

 

 

 

30th September 

2025 

 

 

 

 

31st Oct 2025 

 

 

 

 

 

 

 

 

12th August 2025 

Completed 
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• Provide clear guidance 

and additional training to 

staff to ensure their 

understanding of the 

risks associated with 

temperature deviations, 

and the appropriate 

action to take in such 

circumstances. 

previously. This will be on AmAT 

by September).  

       

- Ensure staff are aware of the 

Medicines Policy. Disseminate 

and discuss within Ward 

meeting, ensuring they are 

aware of the escalation plan 

within the Ward Medicines 

Storage policy if temperatures 

go above recommended level. 

 

- Review the Medication Safety 

Study Day content – presentation 

to be updated to include 

medication storage and room 

temperature monitoring 

requirements.  

 

- Review Medicines 

Administration, Recording, 

Review, Storage & Disposal e-

learning module content. 

 

- Review training attendance and 

requirements of staff for 

Medication Safety & e-learning 

module.  

 

 

 

Deputy Head of 

Nursing  

 

 

 

 

 

 

 

Senior Medicines 

Management 

Nurse  

 

 

 

 

Senior Medicines 

Management 

Nurse  

 

 

Deputy Head of 

Nursing 

 

 

 

 

 

28th August 2025  

 

 

 

 

 

 

 

 

30th September 

2025 

 

 

 

 

 

30th September 

2025 

 

 

 

1st September 2025 
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- Communicate to wider site 

within Professional Nurse forum 

(PNF), Medication Scrutiny and 

Assurance meeting.  

 

- Further sharing and 

dissemination of learning within 

wider Health Board forum – 

Community & Integrated 

Medicine Clinical Care Group, 

Integrated Governance Group 

(Quality, Health & Safety); 

Senior Nurse Management Team 

(SNMT), and Medication Events 

Review Group (MERG). 

 

- Medicines Policy currently being 

reviewed and updated to 

capture the requirements in 

relation to the treatment room 

and fridge temperature 

monitoring. Policy is out of date 

but has been agreed an 

extension pending completion of 

review.  

 

Deputy Head of 

Nursing  

 

 

 

Deputy Head of 

Nursing /  

Head of Nursing  

 

 

 

 

 

 

 

 

Senior Medicines 

Management 

Nurse  

 

28th August 2025 

 

 

 

SNMT 18th August 

2025 

CCG Quality & 

Safety 21st August 

2025 

MERG 19th Sept 

2025 

 

 

 

 

 

10th October 2025.  
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The following section must be completed by a representative of the service who has overall responsibility and accountability for 

ensuring the improvement plan is actioned.  

Service representative:   

Name (print):  Menir Williams  

Job role:   Deputy Head of Nursing      

Date:   15/08/2025 
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Appendix C – Improvement plan  

Service:    Mynydd Mawr Ward, Prince Philip Hospital 

Date of inspection:  05 and 06 August 2025 

The table below includes any other improvements identified during the inspection where we require the service to complete an 

improvement plan telling us about the actions they are taking to address these areas. 

Risk/finding/issue Improvement needed Standard / 

Regulation 

Service action Responsible 

officer 

Timescale 

 

1. 

 

We noted that some 

therapeutic activities 

took place on the ward, 

but there was no 

structured programme of 

therapeutic activities to 

support patient care.  

 

 

The health board must 

implement a structured 

programme of 

therapeutic activities 

on the ward, to ensure 

patients’ social, 

cultural and wellbeing 

needs are met. 

 

 

Health and care 

quality 

standards – 

Health 

promotion 

 

To embed a robust and 

structured approach to 

patient rehabilitation on the 

ward. 

 

To undertake a spot check 

audit of the documentation 

and documented 

physiotherapy plans which to 

enable Rehabilitation Support 

Workers to continue 

delivering therapy 

interventions in the absence 

of full registrant staffing.  

 

 

Physiotherapy 

Service Lead 

 

 

 

Head of 

Physiotherapy 

 

 

3oth 

November 

2025 

 

 

31st 

December 

2025 
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To note: the recruitment 

process to fill the 3.5 

vacancies commenced in June 

2024.  Initial attempts at 

recruitment in July 2024 were 

unsuccessful and, alongside 

the increased site pressures 

to support patient flow, this 

impacted on the ability to 

deliver consistent 

rehabilitation.   

 

In December 2024, three band 

6 physiotherapists were 

appointed, however start 

dates were delayed due to 

notice periods, completion of 

band 5 rotations and 

maternity leave.  

  

Recruitment in March 2025 

and June 2025 has been 

successful. Further 

recruitment is to commence 

in October and November 

2025.  
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2. 

 

The garden required 

immediate refurbishment 

and advised that a new 

garden area was at the 

final stage of the NHS 

tendering process. We 

emphasised that this 

issue must be addressed 

urgently, as patients 

were being negatively 

impacted by being 

unable to use the garden 

safely or independently.  

 

 

The health board must 

urgently address the 

garden environmental 

issues and ensure 

equitable access to 

support patients’ 

physical and mental 

well-being. 

 

 

Health and care 

quality 

standards - 

Health 

promotion 

 

The Garden Project has 

received formal support from 

the Board, with work 

scheduled to commence in 

February 2026. A dedicated 

Task and Finish Group has 

been established to oversee 

planning, implementation, 

and delivery of the 

refurbishment of the new 

garden area. 

 

Project team 

 

July 2026 

 

3. 

 

We found a general lack 

of other relevant and 

accessible health 

promotion information 

available for 

patients/carers such as 

sepsis, smoking 

cessation, and support 

services. 

 

 

The health board must 

ensure patients are 

provided with a range 

of appropriate and 

accessible information 

to support their health 

promotion and 

improvement and help 

them understand their 

care. 

 

 

Health and care 

quality 

standards - 

Health 

promotion 

 

With involvement of ward 

staff, develop a visual display 

board which includes the use 

of health promotion posters 

and signposting information. 

This will be within a 

communal area to share key 

health messages.  

 

To remind staff of that every 

contact counts principles and 

remind them to discuss health 

 

Senior Ward 

Manager 

 

 

 

 

 

 

 

Senior Ward 

Manager 

 

Complete 

 

 

 

 

 

 

 

 

Complete 
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promotion topics during 

routine care interactions. 

 

 

4. 

 

The surge bed 

arrangement undermined 

the ward’s ability to 

maintain patient privacy, 

dignity and safety. Some 

patients reported feeling 

cramped, particularly 

when visitors were 

present. Further findings 

on the utilisation of 

surge beds can be found 

in the Risk Management 

section of this report. In 

addition, do the 

proximity of patients, 

this may pose a risk to 

infection prevention and 

control. 

 

 

The health board must 

review the surge bed 

arrangements on the 

ward, to ensure 

patients’ privacy and 

dignity are protected 

and infection 

prevention and control 

is maintained.  

 

 

Health and care 

quality 

standards - 

Dignified and 

respectful care 

 

Surge capacity has been 

recorded on the risk register 

and is currently reviewed 

monthly. 

 

Strengthened Patient Flow 

meeting takes place twice 

daily at 8:30am and 3pm.  

This includes RTDC to 

promote discharge before 

12pm with any issues 

escalated to Manager of the 

Day, which is communicated 

on the Health Board calls 

which take place twice daily 

at 10am and 4pm. 

 

The Ward Manager is 

responsible for Identifying 

patients suitable for the surge 

area taking into account 

infection control status, 

mobility and patient’s needs. 

 

 

Deputy Head 

of Nursing 

 

 

 

Deputy Head 

of Nursing 

 

 

 

 

 

 

 

 

 

 

Senior Nurse 

Manager  

 

 

 

 

 

 

Complete 

 

 

 

 

Complete 

 

 

 

 

 

 

 

 

 

 

 

Complete 
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Deep Dive of patient’s takes 

place weekly with all Ward 

Sisters re patients estimated 

date of discharge to ensure 

forward planning of any 

requirements to enable a safe 

and prompt discharge.  This 

meeting is chaired by the 

Discharge Liaison Senior Nurse 

Manager. 

Carmarthenshire System 

Escalation meeting twice 

weekly to highlight delays in 

Discharge Planning (MDT 

approach – community, Social 

services, LTCT, Therapy, 

Acute). 

 

DLN is assigned to MMRU, also 

working alongside community, 

to ensure any unforeseen 

issues regarding discharge are 

dealt with promptly to avoid 

unnecessary admissions or 

delayed discharges. 

 

The Health Board has an 

established boarding 

Senior Nurse 

Manager  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Assistant 

Director of 

Nursing, 

Quality and 

Patient 

Experience 

(Community 

and Integrated 

Care Clinical 

Care Group) 

Complete 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

31st 

January 

2026 
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protocol, which is currently 

under review to implement a 

standardised patient boarding 

risk assessment across all 

wards. 

 

 

 

5. 

 

Staff confirmed that 

initiatives, such as ‘This 

is Me’ were in place and 

actively used on the ward 

to allow patient to 

communicate their needs 

and preferences to 

healthcare professionals. 

However, upon reviewing 

patient records, we 

observed that the ‘This is 

Me’ section had not been 

completed for the four 

records we reviewed. 

 

 

The health board must 

ensure ‘This is Me’ 

documentation is 

completed to support 

personalised, person-

centred care. 

 

Health and care 

quality 

standards - 

Individualised 

care 

 

 

To discuss the 'What Matters 

to Me' initiative during a ward 

meeting and provide all staff 

with a copy of the 

presentation.  

 

Through the WNCR monthly 

audit, undertake a check of 

compliance. 

 

 

Senior Ward 

Manager 

 

 

 

 

Senior Nurse 

Manager 

 

Complete 

 

 

 

 

 

30th 

November 

2025 

 

 

 

6. 

 

The dedicated day/dining 

room contained 

unnecessary clutter, 

including garden 

 

The health board must 

declutter the patient 

day room and ensure 

patients are informed 

 

Health and care 

quality 

standards - 

 

In collaboration with the ward 

team, undertaken a thorough 

decluttering of the day room. 

This will involve the removal 

 

Senior Ward 

Manager 

 

 

 

Complete 
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furniture, equipment for 

the unusable garden, and 

a laundry storage trolley. 

These obstructed access 

to the ward computer 

and bookshelf. We saw 

little evidence that the 

room was routinely used 

by patients, and one 

patient we spoke with 

was unaware of its 

existence. 

 

of its availability and 

purpose to improve 

access, encourage 

social interaction, and 

support wellbeing. 

 

Individualised 

care 

 

of unnecessary items, 

ensuring appropriate storage 

of essential equipment, and 

reorganisation of the space to 

enhance safety, accessibility, 

and the overall environment 

for patients and staff. 

 

 

To establish a practice of 

daily environmental checks to 

ensure that the day room and 

dining area remain clutter-

free, promoting a safe, 

welcoming, and therapeutic 

environment for patients, 

staff, and visitors. 

 

To ensure that, following the 

monthly Synbiotix audits the 

targeted actions are recorded 

and actions completed. 

 

To continue to review the 

findings from Synbiotix audits 

at each monthly 

Carmarthenshire System 

Infection Prevention and 

 

 

 

 

 

 

 

 

 

Senior Ward 

Manager 

 

 

 

 

 

 

 

Senior Ward 

Manager / 

Senior Nurse 

Manager 

 

Deputy Head 

of Nursing 

 

 

 

 

 

 

 

 

 

Complete 

 

 

 

 

 

 

 

 

30th 

November 

2025 

 

 

31st 

December 

2025 
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Control Locality Meeting and 

quarterly Hospital Patient 

environment meeting.  

The Hotel Services Manager 

will ensure audit outcomes 

are submitted at least 3 

working days in advance, and 

any identified issues will be 

discussed with agreed actions 

recorded and monitored for 

progress at subsequent 

meetings. 

 

 

7. 

 

Physiotherapy 

assessments were 

conducted remotely, and 

ward-based staff were 

not qualified to prescribe 

or provide physiotherapy. 

This arrangement led to 

inconsistent care and 

delays in assessments, 

posing a potential risk to 

patient safety, their 

recovery, and the overall 

quality of care. However, 

staff told us a dedicated 

 

The health board must 

urgently review the 

physiotherapy provision 

on the ward, to ensure 

patients receive timely 

and appropriate 

assessments, along with 

suitable therapeutic 

support during the 

interim period.  

 

 

Health and care 

quality 

standards - 

Individualised 

care 

 

 

See action and notes for 

recommendation 1 
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physiotherapist was 

expected to start in 

November 2025, 

maintaining a critical gap 

in the interim period. 

 

 

 

8. 

 

We found a general lack 

of relevant information 

available for patients. 

Some information boards 

were outdated or 

incomplete, while others 

displayed information 

which was not suitable or 

accessible for the patient 

group.  

 

 

The health board must 

ensure that all patient 

information boards 

provide relevant, 

accessible, and up-to-

date information.  

 

 

Health and care 

quality 

standards - 

Communication 

and language 

 

 

To ensure staff are aware 

how to access to materials in 

other languages as required 

by the local population. 

 

See also action for 

recommendation 3 

 

Senior Ward 

manager 

 

7th October 

2025 

 

9. 

 

There was no ‘who’s 

who’ pictorial board to 

help patients and visitors 

recognise staff members. 

 

 

The health board should 

introduce a clear and 

pictorial ‘Who’s Who’ 

board to support 

patient and visitor 

awareness of staff roles 

and identities. 

 

 

Health and care 

quality 

standards - 

Communication 

and language 

 

 

To seek clarification from the 

Information Governance Team 

regarding the use of pictorial 

board. 

 

 

 

 

 

Senior Ward 

Manager 

 

 

 

 

 

 

 

7th October 

2025 - 

Staff 

photographs 

are 

classified as 

personal 

data under 
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To remind staff of the 

requirement to wear 

identification badges.  The 

Senior Ward Manager or a 

designated team member will 

conduct a daily check that all 

staff have they’re 

identification badges. 

 

A poster is displayed on the 

ward notice board outlining 

staff uniform colours and 

corresponding staff grades. 

To promote clarity and 

reassurance for those 

accessing the ward 

 

 

 

 

 

Senior Ward 

Manager 

 

 

 

 

 

 

 

Senior Ward 

Manager 

data 

protection 

legislation. 

 

7th October 

2025 

 

 

 

 

 

 

 

7th October 

2025  

 

 

10. 

 

Appropriate visiting 

arrangements were in 

place; however, there 

were limited suitable 

areas for patients to 

 

The health board must 

review the ward visiting 

arrangements to ensure 

appropriate facilities 

for patients and visitors 

to meet in private.  

 

Health and care 

quality 

standards - 

Rights and 

Equality 

 

 

See actions for 

recommendation 6 
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meet with family and 

friends in private.  

 

 

 

11. 

 

Staff and patients 

expressed concerns 

regarding the addition of 

an extra ‘surge’ bed in 

each of the four-bedded 

communal bays. This 

arrangement reduced the 

space between patients 

to less than two metres 

and compromised access 

to essential equipment 

such as call bells, wall-

mounted oxygen, and 

suction. While patients in 

‘surge’ beds were 

provided with hand bells, 

the lack of call bell 

access for patients in 

surge beds could impact 

their ability to request 

assistance promptly. 

 

Staff advised that this 

arrangement also limited 

 

The health board must:  

 

• Ensure all 

patients, including 

those in surge beds, are 

provided with a reliable 

means to alert staff 

when assistance is 

needed, to maintain 

patient safety and 

uphold standards of 

responsive care 

• Review the 

environmental and 

safety issues associated 

with the use of the 

surge beds on the ward 

to uphold patient safety 

and quality of care 

• Ensure the use of 

surge beds is risk 

assessed, time limited, 

 

Health and care 

quality 

standards - Risk 

Management 

 

See notes and action for 

recommendation 4 

 

To remind the Senior Nurse 

on duty that they are 

responsible for ensuring that 

all patients within the surge 

area are provided with a 

manual call bell to maintain 

safety and facilitate 

communication.  Additionally, 

members of staff are 

allocated to the area to 

provide continuous 

supervision and support. 

'Baywatch' monitoring is 

implemented to ensure 

visibility and oversight of 

patient activity, promoting 

prompt response to patient 

needs and enhancing overall 

safety within the environment 

 

 

 

 

Senior Ward 

Manager 

 

 

 

 

7th October 

2025  
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space for hoist use, 

complicated manual 

handling, restricted 

access for emergency 

response, and required 

the use of unstable 

portable screens 

between patients. Staff 

also told us that the 

increased patient 

numbers increased their 

workload, highlighting 

the need to reassess 

staffing levels to 

maintain safe and 

effective care. 

 

We were informed that 

the surge beds had been 

in continuous use over 

the past year for 

extended patient stays 

and saw evidence that 

their use had increased. 

Their use was recorded 

on the risk register, with 

a policy in place to guide 

their use, supported by 

and used only during 

high escalation periods 

• Continue to 

manage the use of 

surge beds in line with 

policy, ensuring 

appropriate staffing, 

oversight and 

consideration for 

patient needs whilst 

actively working toward 

eliminating their use. 
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appropriate risk 

assessments…. This 

arrangement 

compromised patient 

safety, dignity, and the 

overall quality of patient 

care, and posed an 

infection prevention and 

control risk. 

 

 

12. 

 

Staff compliance with 

mandatory Basic Life 

Support (BLS) and 

Immediate Life Support 

(ILS) training was low, at 

53% and 69% 

respectively. Staff 

explained that they were 

unable to access training 

due to limited 

availability within the 

wider health board. 

Similar concerns were 

noted during our previous 

inspection at the hospital 

in 2024. 

 

 

The health board must 

ensure that BLS and ILS 

training courses are 

made available to all 

staff as a matter of 

urgency. Staff 

compliance must be 

improved promptly to 

maintain patient safety. 

 

 

Health and care 

quality 

standards – Risk 

Management 

 

To review the training records 

to ensure that they are 

accurate and current and to 

develop a clear trajectory to 

improve staff compliance 

rates where all staff will be 

compliant by March 2026. 

This will be monitored 

through the assurance 

scrutiny meetings. 

 

Senior Ward 

Manager 

 

Complete  
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13. 

 

We found boxed hand 

towels stored on the 

floor in the housekeeping 

storeroom, which posed 

an IPC risk.  

 

 

The health board must 

ensure boxed hand 

towels are stored 

correctly to maintain 

effective IPC standards. 

 

 

Health and care 

quality 

standards - IPC 

 

To ensure boxed hand towels 

are stored correctly in 

accordance with the Health 

Board’s infection prevention 

and control (IPC) standards.  

 

Senior Ward 

Manager 

 

Complete 

 

14. 

 

We noted that the ward’s 

electrocardiogram (ECG) 

machine was due for 

calibration on 27 July 

2025.  

 

 

The health board must 

ensure the ward’s 

echocardiogram (ECG) 

is serviced within set 

timescales to support 

patient safety. 

 

 

Health and care 

quality 

standards - 

Management of 

medical devices 

and equipment 

 

 

To ensure that the ward’s 

echocardiogram (ECG) is 

serviced within the required 

timescales, in line with the 

health board’s commitment 

to supporting patient safety 

 

Senior Ward 

Manager  

 

7th October 

2025 - 

complete 

 

15. 

 

We were told that no 

additional staffing was 

allocated to 

accommodate the extra 

surge patients, increasing 

pressure on staff. In 

addition, staff reported 

being regularly 

redeployed to support 

 

The health board must 

engage with ward staff 

to review the impact of 

surge capacity on 

staffing pressures and 

ensure that safe 

staffing levels are 

maintained across all 

areas. 

 

Health and care 

quality 

standards - 

Effective care 

 

Strengthened Patient Flow 

meeting takes place twice 

daily at 8:30am and 3pm.  

This includes RTDC to 

promote discharge whilst also 

recording staffing on all ward 

areas.  

 

 

Deputy Head 

of Nursing 

 

 

7th October 

2025 
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other wards. Senior staff 

advised that any 

redeployment decisions 

were made with careful 

consideration to ensure 

safe staffing levels on 

other wards were 

maintained. 

 

 Acuity is being monitored 

through reporting on safe 

care 

 

NSL discussions which 

incorporates surge staffing 

discussions. 

 

A monthly scrutiny meeting to 

be arranged to review and 

address any reported staffing 

issues, with a dedicated 

agenda item focused on 

infrastructure, ensuring that 

appropriate actions are 

identified and implemented.  

 

 

16. 

 

We were told that sepsis 

training was delivered 

alongside mandatory ILS 

training; however, as 

highlighted earlier in this 

report, staff compliance 

with mandatory ILS 

training was reportedly 

low. 

 

 

The health board must 

ensure that all staff are 

up to date with 

mandatory sepsis 

training to support safe 

and effective clinical 

care. 

 

 

Health and care 

quality 

standards – 

Effective care 

 

See action for 

recommendation 12 
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17. 

 

A monthly staff meeting 

process was reportedly in 

place to capture 

feedback and address 

concerns; however, we 

were told that no 

meetings had taken place 

in the three months prior 

to the inspection due to 

workload and staff 

absences.  

 

 

The health board must 

ensure that staff 

meetings are conducted 

regularly to encourage 

staff engagement and 

feedback. 

 

 

Health and care 

quality 

standards - 

Skilled and 

enabled 

workforce 

 

To reinstate the monthly 

ward meeting via teams and 

forward plan dates for the 

meeting 

 

Senior Ward 

Manager 

 

 

Complete 

 

 

18. 

 

Suitable processes were 

in place for senior staff 

to monitor compliance 

with mandatory training. 

Overall, compliance rates 

were generally high at 

94%.  However, 

improvements were 

required in specific 

areas, including Basic 

Life Support (53%), 

Immediate Life Support 

(69%), and Manual 

Handling (62%). 

 

The health board must 

implement measures to 

ensure all outstanding 

mandatory training is 

completed, regularly 

monitored, and that 

staff receive 

appropriate support to 

complete the training in 

a timely manner. 

 

 

Health and care 

quality 

standards - 

Skilled and 

enabled 

workforce 

 

See action for 

recommendation 12 

 

Monthly scrutiny meetings to 

be scheduled, where key 

performance areas, including 

mandatory training 

compliance, will be reviewed. 

These meetings provide an 

opportunity to monitor 

progress, identify areas for 

improvement, and ensure 

that staff remain up to date 

 

 

 

 

Deputy Head 

of Nursing 

 

 

 

 

 

 

 

 

 

 

 

 

 

7th October 

2025 

 

 

 

 

 

 

 

 

 



54 
 

 with essential training 

requirements. 

 

 

 

 

 

 

19. 

 

We were told that 

Putting Things Right 

leaflets were available 

on request, however, this 

information was not 

readily accessible or 

displayed on the ward. 

Additionally, a ‘Knowing 

How We Are Doing’ board 

was present on the ward, 

but there was no 

structured process to 

routinely capture patient 

feedback and use this to 

inform improvements in 

patient care. 

 

 

The health board must: 

 

• Ensure Putting 

Things Right guidance is 

prominently displayed 

• Implement a 

structured process to 

routinely capture 

patient feedback and 

use this to inform 

improvements in 

patient care. 

 

 

Health and care 

quality 

standards - 

People 

engagement, 

feedback and 

learning 

 

 

 

See action for 

recommendation 3 

 

 

To explore mechanisms for 

capturing patient feedback 

with the Patient Experience 

Team 

 

 

 

 

 

 

 

 

Senior Ward 

Manager 

 

 

 

 

 

 

 

Complete 

 

 

20. 

 

We were told that staff 

had received Duty of 

Candour (DoC) training to 

support them in their 

roles. However, our staff 

 

The health board must 

ensure that all staff are 

compliant with Duty of 

Candour training and 

are appropriately 

 

Health and care 

quality 

standards - 

People 

engagement, 

 

To ensure staff are aware 

that information is available 

about Duty of Candour on the 

Hywel Dda intranet resources 

within the Quality, Assurance 

 

Senior Ward 

Manager 

 

 

 

 

7th October 

2025 
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engagement identified a 

limited understanding of 

the DoC requirements.  

 

supported to 

understand and apply 

its principles in their 

roles. 

 

feedback and 

learning 

and Safety information. This 

includes the duty of candour 

staff training video. 

 

To undertake a weekly (for a 

period of four weeks) 

validation of manager’s 

interim harm assessment for 

patient safety incidents 

reported on Mynydd Mawr 

This will be in addition to the 

established monthly 

validation of all patient 

safety incidents closed in the 

month. 

 

 

 

 

Patient Safety 

and Assurance 

Manager / 

Patient Safety 

Team 

 

 

 

 

 

 

 

 

 

 

 

30th 

November 

2025 

 

 

21. 

 

Paper records and data 

were generally stored 

securely, supporting 

confidentiality and 

protection. However, 

some breaches to patient 

privacy and 

confidentiality were 

identified during the 

inspection.  

 

 

The health board must 

strengthen its approach 

to information 

governance by ensuring 

all patient-identifiable 

information is securely 

stored in accordance 

with GDPR 

requirements. 

 

 

Health and care 

quality 

standards - 

Information 

governance and 

digital 

technology 

 

To remind all clinical areas 

the requirement to store 

patient records in locked as 

per Record Keeping policy. 

This will be reinforced 

through staff meetings. 

 

To review training attendance 

and requirements of staff for 

Information Governance e-

learning. Training compliance 

 

Senior Ward 

Manager 

 

 

 

 

 

Senior Ward 

Manager 

 

 

 

7th October 

2025 

 

 

 

 

 

7th October 

2025 
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will be monitored via 

Carmarthenshire Integrated 

Performance and Business 

Management Care Group. 

 

To include in the daily 

environmental checks, 

verification that patient 

records are stored securely 

and appropriately, in line 

with information governance 

standards. Any breaches will 

be reported to the Ward 

Manager immediately and 

addressed within 24 hours. 

Compliance will be reviewed 

weekly by the Ward Manager, 

with 100% adherence 

expected. 

 

 

 

 

 

 

Senior Ward 

Manager 

 

 

 

 

 

 

7th October 

2025 

 

 

The following section must be completed by a representative of the service who has overall responsibility and accountability for 

ensuring the improvement plan is actioned.  

Service representative Meinir Williams   

Job role:  Deputy Head of Nursing   

Date:  09/10/2025 


