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Healthcare Inspectorate Wales (HIW) is the
independent inspectorate and regulator of

healthcare in Wales

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:

e Independent - we are impartial,
deciding what work we do and where we
do it

e Objective - we are reasoned, fair and
evidence driven

e 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

e 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

e We will work collaboratively to drive
system and service improvement within
healthcare

e We will support and develop our
workforce to enable them, and the
organisation, to deliver our priorities.
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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
Princess of Wales Hospital, Cwm Taf Morgannwg University Health Board from 18 to
20 August 2025. The following hospital wards were reviewed during this inspection:

* Maternity triage

* Labour ward

* Antenatal / postnatal ward
* Higher dependency area

* Obstetric theatres.

Our team, for the inspection comprised of two HIW healthcare inspectors, three
clinical peer reviewers and a patient experience reviewer. The inspection was led
by a senior healthcare inspector.

The maternity unit at Princess of Wales Hospital, Bridgend, operated under Cwm
Taf Morgannwg University Health Board, was temporarily closed for essential
repairs Monday, 2nd September 2024, when the maternity and neonatal units at
Princess of Wales Hospital shut for urgent estate work. The unit re-opened for
patients and staff in February 2025. The closure had a significant impact on both
staff and patients. Maternity staff were redeployed to neighbouring Health Boards
at very short notice and for patients, the temporary closure resulted in travelling
to alternative maternity services.

During the inspection we invited women to complete a questionnaire to tell us
about their experience of using the service. We also invited staff to complete a
questionnaire to tell us their views on working for the service. A total of 41
questionnaires were completed by people that had used the service within the last
six months and 54 were completed by staff. 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

2. Summary of inspection

Quality of Patient Experience

Overall summary:

Overall, most maternity service users rated their experience positively, with many
praising the approachability and helpfulness of staff. Comments included
appreciation for the support and information provided by midwives, and the
inspection team observed staff interacting respectfully and sensitively with women
and their families.

Health promotion was a significant focus, with extensive information available
both online and within the unit. This included resources on breastfeeding, smoking
cessation, and healthy lifestyle choices. A notable initiative was the Digital
Inclusion Maternity Databank, which provided SIM cards and data packages to
pregnant women facing digital access challenges.

Maternity service users generally felt treated with dignity and respect and staff
demonstrated a good awareness of patient choice. Most women felt their birth
choices were respected, although some feedback highlighted poor communication
skills among some doctors.

Most people were happy with the care provided, though some noted delays in
postnatal pain medication. Some staff felt they did not have enough time to meet
all demands.

Equitable services were also addressed, with a need to improve the active offer of
Welsh language care and better signage within the unit. Most service users did not
report discrimination, but isolated instances were noted, highlighting the need for
consistent application of equality policies in practice.

This is what we recommend the service can improve:

e Review feedback around communication and address any issues

e Ensure timely pain relief is available postnatally

e Improve Welsh language active offer and ensure Welsh-speaking staff are
easily identifiable

e Improve signage to the department

e Ensure equality policies and training are consistently translated into practice
so that no person using the service suffers discrimination.

This is what the service did well:
e Enabling access to digital information and resources for all using the service



e Providing health information
e Kind and helpful staff, with strong support for individualised care
e Dedicated bereavement facilities and sensitive bereavement care.

Delivery of Safe and Effective Care

Overall summary:

Established processes and audits were in place to manage risk, health, safety, and
infection control, ensuring safe and clinically effective care. Service user records
were of a high standard, and daily care planning promoted patient safety. Twice-
daily handover meetings were observed, with immediate improvements made to
documentation following feedback.

The unit was working towards full implementation of the Birmingham Symptom-
specific Obstetric Triage System (BSOTS) for maternity assessment, but some areas
were not fully compliant. Issues included the lack of a dedicated telephone line for
midwives to provide clinical advice and insufficient BSOTS training for staff. The
health board was advised to review the activity, staffing, location, training, and
processes related to the Maternity Assessment to ensure safe and effective care.

The innovative “flight safety card” for service users was noted as good practice,
empowering women to take steps to ensure their own safety.

Infection prevention and control measures were generally good, but some areas of
the unit appeared tired and in need of updates. Security measures were in place to
protect families and babies, but measures in the newly implemented Higher
Dependency area need a review and update. Safeguarding training compliance was
high for level two, but level three requires improvement. Equipment shortages and
estates issues impacted care delivery and need timely resolution.

Some challenges with medical devices and equipment were noted, including some
broken equipment. The health board was advised to address these issues and
ensure timely resolution. Medicines management processes were reviewed, and
the health board was advised to ensure that controlled drugs are stored alone and
non controlled drugs should stored separately.

This is what we recommend the service can improve:
e Fully implement BSOTS, including dedicated telephone advice lines,
comprehensive staff training, and consistent triage processes
e Ensure timely repair of equipment or resolution of estates issues
e Review and address any outstanding theatre estates concerns and theatre
staffing levels and skill mix
e Review and improve safe storage of patient’s own medication.



This is what the service did well:
e Maternity records were of a consistently good standard
e Risk management audits and processes
e Provided innovative patient safety information (Flight safety card).

Quality of Management and Leadership

Overall summary:

Staff feedback was mixed, with many satisfied with the quality of care and support
they provided to patients and agreeing they would be happy with the standard of
care for themselves or their families. However, fewer staff would recommend the
organisation as a place to work, and concerns were raised about staff shortages,
management approaches, and morale. Staff comments highlighted issues such as
micromanagement, lack of involvement in changes, and a perceived lack of
fairness and support in incident management. Despite these challenges, some staff
described a strong sense of teamwork and pride in their work.

The management structure was clear, and there were efforts to improve morale
and communication after significant disruption due to the unit's temporary closure.
Initiatives included listening exercises, wellbeing events, and compassionate
leadership training. However, staff survey feedback indicated that communication
between senior management and staff was still ineffective. Multidisciplinary team
working was positive, and policies were accessible via QR codes on posters.
Governance systems were in place, but there were inconsistencies in how incidents
were reported and support provided to staff. Staff felt that was a need to improve
the no-blame culture and to ensure effective sharing of learning from incidents.

While staffing rotas complied with Birth Rate Plus requirements, and student
midwives were retained post-qualification, many staff felt there were issues with
low staffing levels, leading to exhaustion and low morale. Mandatory training
compliance was high, and there were plans to improve Performance Appraisal and
Development Review rates. Feedback on the induction programme was mixed, and
there was a need to ensure all new staff received an induction.

Wellbeing initiatives were welcomed, and staff were encouraged to participate in
quality improvement projects. Patient confidentiality and information governance
were maintained, and the digital maternity dashboard was comprehensive.

This is what we recommend the service can improve:
e Review and act on staff feedback themes and implement and monitor
actions to improve staff satisfaction and morale



Review, evaluate and improve communication and engagement between
senior management and staff

Ensure that established investigation processes are implemented
consistently when needed

Ensure effective measures are in place to share learning from incidents
Review and prioritise a plan to address the gaps in CSFMs to provide support
for those involved in incidents.

This is what the service did well:

Mandatory training compliance levels were high
Information governance processes were in place
Established governance and reporting processes
QR codes for policies and procedures.

Details of the concerns for patient’s safety and the immediate improvements and
remedial action required are provided in Appendix B.



3. What we found

Quality of Patient Experience

Patient Feedback

Overall, most of the respondents rated their experience positively, rating the
service as ‘very good’ (27/40) or ‘good’ (6/40).

Patient comments included:

“Our birthing experience couldn’t have been any better. All staff members
including student midwives were very approachable, understanding and
helpful. They listened to us, answered any questions we had and respected
our choices throughout our birth. They provided information to us as we
were going through the birth such as what stage we were at and what
would happen next as we didn’t have our birthing plan appointment due to
delivering early. | can’t thank our midwives enough - they were absolutely
fantastic and a credit to the hospital.”

“Amazing service. Midwives and drs have taken time to listen to me.”

“The services do need improving in terms of more staff and they need more
communication between each other.”

Person-centred

Health promotion

We saw health promotion information displayed within the unit and available
online for women and families. This included posters with QR codes where women
could access the latest health promotion information in their preferred language.
Information included breast feeding, safety for baby sleeping. Notices were
displayed within the unit to indicate the importance of effective handwashing for
infection prevention and control (IPC). There was a wide range of health
promotion leaflets available in antenatal clinic. Leaflets included smoking
cessation, weight management and other health promotion information.

There was a strong online and social media health board presence that unit leaders
told us was used to engage with women accessing maternity services. The online
information provided by the health board was comprehensive. Information
included extensive health promotion information that informed women and
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families how to make healthy life choices before, during and after pregnancy and
detailed support information should they wish to engage further with health
promotion services. This information was available in a wide range of languages.

A notable initiative is the award-winning, health board-wide project designed to
address health inequalities by ensuring maternity service users remain digitally
connected. The Digital Inclusion Maternity Databank seeks to mitigate digital
exclusion among maternity service users, recognising that limited digital access is
a key determinant of health inequality. This programme assists pregnant women
facing digital access challenges by providing SIM cards and data packages to
facilitate connectivity. Access to the initiative begins at the booking appointment,
as the application process has been integrated into the online pregnancy booking
form. As a result, women are empowered to obtain digital information, utilise
maternity resources, and access support throughout both the antenatal and
postnatal periods.

The hospital was a designated no smoking zone, which extended to the use of
vapour/e-cigarettes. Midwives confirmed that smoking cessation support was
offered during the antenatal period.

We reviewed the UNICEF Baby Friendly Initiative (BFI) information for women on
supporting breastfeeding and parent infant relationships to improve standards of
care and outcomes for maternity service users.

Dignified and respectful care

All maternity service users and families that we spoke to during the inspection, and
most questionnaire respondents, felt that staff treated them with dignity and
respect (37/41).

Comments from include:
“Fantastic. Felt supported. Such lovely care. Empathetic staff.”
“All midwives are amazing and supportive. Nothing was too much for them.”
“Bedside manner really good. Happy with care.”

Most staff (50/53) that answered the HIW questionnaire confirmed that, in their
view, patient privacy and dignity was maintained.

The inspection team heard all staff being polite and helpful towards all women and
birthing people and their families. Conversations around care were discreet and
curtains pulled although conversations could sometimes be heard because of the
layout of bay areas.
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We saw women and their families being treated kindly and sensitively throughout
the inspection.

We saw a dedicated bereavement room (Bluebell room) within the unit, this was
separate from the main labour ward and decorated to a high standard to support
families that needed to use this room. Our discussions with staff demonstrated
that bereavement care was provided in a timely, sensitive manner and the
bereavement care lead confirmed that bereavement champions were being
recruited to further support midwives and bereaved families.

Individualised care

Staff we spoke with demonstrated a good awareness of their responsibilities in
protecting and promoting patient choice. Throughout the inspection we heard
staff, at all levels, having supportive and caring conversations with women and
their families around their care and treatment. All women that we spoke with in
the maternity unit were complimentary about their care.

Most maternity service users we spoke with told us that their choices around care
were respected. Birth choices included the use of alongside midwife led labour
room (Daffodil room) in this maternity unit, use of a birth pool on labour ward (for
lower risk obstetric led births). On review of patient records, we saw those
discussions around labour plan, pain relief and feeding were well documented.
Most women confirmed that midwives explained birth options and risks and
provided support. Although we received three in-person comments from maternity
service users around poor communication skills of some doctors. There were some
comments around communication and listening skills within survey. Comments
included:

“Every midwife and HCA has been so lovely. Medical team, for the most
part, have also been kind and supportive of my decisions. One disappointing
interaction with a consultant when | arrived to the ward who | felt was not
listening to me and at the core disagreed with my plan for a slightly early
induction (a plan | had made jointly with another consultant within the
health board) Other than that, | have had a wonderful experience with the
staff, despite it being a difficult journey for me so far.”

“Our birthing experience couldn’t have been any better. All staff members
including student midwives were very approachable, understanding and
helpful. They listened to us, answered any questions we had and respected
our choices throughout our birth. They provided information to us as we
were going through the birth such as what stage we were at and what
would happen next as we didn’t have our birthing plan appointment due to
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delivering early. | can’t thank our midwives enough - they were absolutely
fantastic and a credit to the hospital.”

The health board should review feedback from maternity service users about
doctors' communication and address any emerging patterns.

We spoke with staff members who all confirmed that patient feedback is checked
at different intervals during pregnancy and postnatal care. The feedback was
monitored, and any issues were addressed in a timely way. We met with patient
experience staff members who confirmed that they routinely monitored health
board social media to ensure that if women were unhappy with their care, then
they were able to communicate with a staff member.

A patient experience midwife was in post to coordinate and ensure the patient
voice was heard and represented in decision making. Senior managers told us that
a Birth Reflections service was available to any service user and their partner who
had given birth in the health board area and offered the opportunity to share and
reflect on their experiences of maternity services.

Timely

Timely care

The majority of people completing questionnaires were extremely happy with care
provided. Two maternity service users that we spoke with during the inspection
told us that the service was “amazing”.

Maternity service users we spoke to said that staff would attend to their needs in a
timely manner, and support was usually available. A few service users told us that
there were some delays with pain medication postnatally, however, most
confirmed that pain relief for labour and birth was timely. Most staff respondents
(32/53) to our staff survey said that they did not have enough time to meet the
conflicting demands on their time at work.

We reviewed patient care records that confirmed that patients were regularly
checked for personal, nutritional and comfort needs.

The health board should ensure that appropriate pain relief is given in a timely
manner postnatally.
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Equitable

Communication and language

We noted few staff spoke Welsh and whilst many maternity service users were not
Welsh speaking, one Welsh speaking woman that we spoke with told us that she
had been looking for a staff member with a “laith Gwaith” logo on and was not
able to find one. Welsh speaking staff members wore the “laith Gwaith” logo to
identify themselves. Not all posters and information displayed through the unit was
displayed in English and Welsh, however, the QR codes did link through to
information available in both English and Welsh.

The health board must improve the active offer of Welsh language care for
maternity service users.

Staff members told us that they used translation services for women and families
where English / Welsh was not fluent.

We found that the maternity unit was not clearly signposted from the main car
park, the main entrance of the hospital, or throughout the hospital buildings. This
could make it difficult for people to locate the appropriate place to attend for
care and cause a delay to their care.

The health board must improve maternity unit sighage at the hospital (including
from the car park and main entrance) to ensure that the maternity unit it is
easy to find for all patients and visitors to the hospital.

There were engaging and eye catching boards displaying with names of staff on
wards so that women and families could identify those delivering their care.

Rights and Equality
We reviewed the health board's online information, including the Strategic Equality
Plan for 2023-2027, confirming their commitment to equity in health.

Most maternity service users who answered the questionnaire, and those that we
spoke with told us that that had not faced discrimination when accessing or using
this health service on grounds of any protected characteristics under the Equality
Act (2010). Although two told us that they had faced discrimination due to a
disability and two due to sexual orientation.

The health board must ensure that equality and diversity are embedded into
practice and any negative feedback from service users in relation to
discrimination is used to improve services.
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The staff that we spoke with were all aware of Equality Act (2010) and provided
examples where reasonable adjustments were in place, or made, so that everyone,
including individuals with protected characteristics, could access and use the
service.

We met a diverse staff team and noted that diversity and equality training was
mandatory for all staff, with compliance levels more than 85%.

The unit had level access and accessible rooms, bathrooms and wide corridors to
enable easy access for all.

We spoke with the midwife responsible for equality, diversity and inclusion who
told us that the unit are about to submit a Diverse Cymru application to recognise
the work in this area that is currently in place and to identify improvements. We
saw that there is a Trans policy in place. Evidence of working to improve the
equality of those living in deprivation was seen via the mobile databank project
work (mentioned previously).
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Delivery of Safe and Effective Care

Safe

Risk management

There were established processes and audits in place to manage risk, health and
safety and infection control. This enabled staff to provide safe and clinically
effective care.

Service user records we reviewed were of a high standard and confirmed daily care
planning promoted patient safety.

We saw that handover meetings took place twice daily, at shift change over, with
the intention of maintaining continuity of care. Whilst we noted positive practice
in the thoroughness of the handover, we noted that a signed attendance sheet for
each handover was not routinely documented. Feedback was shared with the
obstetric leads, and this change was implemented immediately.

Senior managers confirmed that the unit was working towards full implementation
of the Birmingham Symptom-specific Obstetric Triage System (BSOTS) as a
standardised formal triage system. We reviewed some systems and processes for
maternity triage and spoke to staff members. Several areas were identified that
were not fully compliant with BSOTS. This included:

e No dedicated and separate telephone line for midwives to provide clinical
advice for those telephoning. Whilst a phone was available in the maternity
triage area, it was not separate to the patient area, meaning there would
be a risk of distraction, delays in timely care or conflicting priorities. There
is also a lack of privacy and risk of a breach of confidential information

e Whilst staff working in this area confirmed that paperwork is in use, the
BSOTS method of triaging patients had not been fully implemented

e Some staff told us that allocated staffing within Maternity Assessment were
often moved to support the Day Assessment Unit in a different area of the
unit, leaving them feeling unsafe

e Some staff confirmed that the BSOTS training received was in the form of a
short video and felt that this was insufficient.

The health board must fully review the activity, staffing, location, training, and

processes related to the Maternity Assessment to ensure safe and effective care
for all women that contact the service.
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We reviewed an Escalation policy that was available to all staff to always access.
All staff that we spoke with confirmed the details of this policy and told us how
they would escalate if needed. There is a manager on-call rota in place, and the
details of those on-call are available to staff for escalation, this information is
available as part of the daily huddle. Labour ward staff that we spoke with
highlighted the good communication between areas in this unit and the other units
regarding escalation when labour ward or neonatal unit is amber or red.
Community midwives are on call to address staffing shortages and are typically
assigned to the post-natal ward rather than high-risk areas.

There were two theatres on the labour ward for obstetric cases.

We reviewed effective completed checklists, systems and processes in place in
relation to the delivery of safe and effectively theatre based obstetric care. We
witnessed effective multidisciplinary working. We saw that women and their
partners were supported and communicated with effectively in theatre. As part of
the inspection, we reviewed departmental risk information that confirmed that the
health board had logged some issues with the safe functioning of the obstetric
theatre doors, this issue was also mentioned in staff feedback.

The health board must ensure that risks in relation to the safety of the
obstetric theatre doors are mitigated and remedial action is taken to ensure
that safety of the obstetric theatre environment is prioritised.

Anaesthetist staffing of obstetric theatres was considered. Out of hours consultant
obstetrician and consultant anaesthetists are on call from home, and junior
clinicians are available on site. This may cause some delays in timely care should
two obstetric theatre emergencies take place.

The health board must review obstetric theatres staffing to ensure that
appropriately trained staff are available for obstetric emergencies 24 hours a
day.

The health board must ensure that the processes related to any required
obstetric theatre team out of hours have been effectively risk assessed and
mitigations implemented to ensure safe, effective and timely emergency
obstetric theatre care.

We reviewed the recently developed information card for women staying in
maternity at Princess of Wales Hospital. This information is given in the style of a
flight safety card and makes recommendations to those staying in maternity to
keep themselves and their pregnancy / newborn safe. Information includes how to
prevent blood clots, prevent infection, prevent pressure ulcers, report concerns,
monitor baby’s movement, identify you and your baby, take care of your baby and
leaving hospital. This “flight card” empowers users of maternity services to take
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steps to ensure that their care is as safe as possible. We viewed this as notable
practice. The health board confirmed that they will be evaluating any outcomes in
relation the implementation of this.

Infection, prevention and control and decontamination
We found all clinical areas of the maternity units were visibly clean, tidy and free
from clutter.

Some areas of the unit were older, appeared tired and were in need some
improvement and update. Examples included the doors to some labour rooms are
worn around the edges, this would make cleaning difficult. Some shower facilities,
whilst clean, appeared are dated and in need of repair and resealing to allow for
easier cleaning.

The health board must review and update areas of the unit that may provide
challenges for effective cleaning. The environment should be reviewed to
ensure that it remails fit for purpose.

During the inspection, we observed all staff adhering to the standards of being
bare below the elbow and saw good hand hygiene techniques. Hand washing and
drying facilities were available, together with posters displaying the correct hand
washing procedure to follow as a visual prompt for staff. Hand hygiene gels were
available throughout the unit.

Training records confirmed that 87% of staff had completed IPC level two training.
Appropriate documentation for cleaning processes and check lists were seen in
relation to the cleaning of the unit and specific cleaning of the birth pool.

Safeguarding of children and adults

During the inspection we reviewed security measures in place to ensure that
families and babies were safe. Access to all areas was restricted by locked doors,
which were accessible with a staff pass. To protect the safety of babies, they are
labelled with arm/foot band, and a security alarm is a pressure sensor in cots that
women have key for.

The newly implemented Higher Dependency area was in an area outside of the
alarmed area. This represents a possible risk for babies located in this area.

The health board must develop Standard Operating Procedure for the higher
dependency area and detail risk mitigation regarding security.
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The health board need to review and improve the security of any babies within
this higher dependency area.

A baby abduction drill was carried out in August 2025 and there was evidence of
feedback and learning shared to ensure the continued security of babies in the
department.

The health board had policies and procedures in place to promote and protect the
welfare of children and adults who may be at risk. Safeguarding training for staff
was mandatory. Training records confirmed that level two safeguarding (adults and
children) training had been completed by 93% of staff. Level three safeguarding
training compliance was lower at 73%.

The health board must improve the level 3 safeguarding compliance levels in line
with health board requirements.

Blood management

Appropriate processes were discussed with staff in relation to the safe
management of blood. Specifically, safe processes to manage major obstetric
haemorrhage were in place and patient records confirmed that Obstetric Bleeding
Strategy (OBS) Cymru guidelines were followed.

Management of medical devices and equipment

We reviewed the checks related to medical devices and equipment to ensure that
all equipment including resuscitaires and defibrillators were working effectively
and safe to use in the event of a medical emergency. Whilst we were satisfied that
regular and consistent checks were being carried out, some staff members told us
that, since their return to this unit after refurbishment, there were fewer
resuscitaires available on labour ward. As a result, they regularly moved
resuscitaires across the ward to ensure ease of access. The regular movement of
Resuscitaires could create some IPC risks of cross contamination and / or risks that
the regular movement may move / dislodge something on this equipment and
there may be a potential for equipment failure. This issue was raised with senior
leaders, who identified an additional resuscitaire that had been located elsewhere
since the move, and returned it to labour ward. In addition, records confirmed
that the resuscitaires currently in use were reaching the end of their life and a
new order was in place to replace all resuscitaires as well as adding two additional
ones for efficiency savings and the support of higher acuity areas. Capital
replacement records confirmed this.

Some challenges with broken equipment were witnessed during inspection, a sluice

within the unit did not flush and was awaiting repair, a bed in labour ward was
broken and awaiting repair and one of the four labour rooms was not in use since
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the return to the unit due to an issue with airflow. Some staff told us that estates
issues and timeliness of repair was having an impact on delivery of care and
efficiency. This could have an impact on patient experience as well as the safe
delivery of care, especially during peaks in activity.

Half of the staff who responded to our survey confirmed that they did not have
adequate materials, supplies and equipment to do their work. Staff comments
included:
“Every shift has become a battle, a battle for equipment, space for women
and their families, staff being pulled across the unit at a moment’s notice
because of shortages.”

“Equipment an issue opening of new high care with no SOP, no resus taken
from Labour ward meaning moving of resuscitaires for women in Labour....
List of outstanding (estates) jobs requiring months of chasing.”

The health board must review and address all outstanding estates issues and
ensure a timely resolution / risk mitigation is in place.

The health board must ensure that staff always have access to essential
medical supplies and equipment and that a more robust system is put in place
for monitoring and tracking equipment.

Emergency evacuation equipment was seen within the birth pool room, which
could be used in the event of complications during a water birth. We were also
assured that all staff had received training in their appropriate use in the case of
emergency this was completed every two years.

Medicines management

We reviewed some systems and process in relation to the safe storage and
administration of medication. We were told that a named pharmacy technician and
an on call pharmacist were available to ensure that for controlled drugs were
available. Other medication was dispensed by robot.

During the inspection it was noted that controlled drugs were stored in a locked
controlled drugs cupboard, however, there were other non-controlled drugs in the
stored alongside them. To comply with the “The Misuse of Drugs (Safe Custody)
Regulations 1973” (legislation.gov.uk) the controlled drugs should be stored in
their own lockable cupboard, separately from other medication to limit access to
the controlled drugs. Following feedback to senior leaders, this issue was
addressed and resolved during the inspection, and the controlled drugs are now
secured in a locked cabinet separate from other medication. More information is
included in appendix A of this report.
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During the inspection we noted that patients have their own medication which
they bring in from home and self-administer. This is prescribed on the medication
chart. The midwife then writes “self” on the drug chart instead of their signature.
Whilst the process is appropriate, we could not confirm that there were
medication lockers available in patient cupboards.

The health board must review and update process and practice to ensure that
patient medication, bought from home, can be securely stored.

We observed drug charts to be generally completed correctly by midwifery and
medical staff responsible for administering the medication.

We saw evidence of temperature checks of the medication fridge to monitor that
medication was stored at the advised temperature of the manufacturer.

Preventing pressure and tissue damage

A review of patient records reflected that appropriate checklists were completed,
and any ongoing risks of pressure and tissue damage would be monitored.

Staff confirmed that glide sheets and boards were available as were specialist
Mattresses for women with a higher BMI to minimise the risks of pressure and
tissue damage.

Effective

Effective care

We found suitable systems in place for capturing and sharing relevant information.
During the inspection senior managers were able to assure us that internal audits
had taken place and provided the team with evidence of a range of audits and
improvements that had taken place. A clinical audit schedule was reviewed.

Midwives and doctors that we spoke with confirmed that good working
relationships between the medical and midwifery colleagues were in place.

In each labour room we saw standardised folders in place with algorithms to
manage clinical cases as well unit policies for ease of access. This was notable
practice.

Nutrition and hydration

We saw service users being offered hot and cold drinks. All had access to jugs of
water within easy reach. We spoke to service users who told us they had access to
a choice of what to eat and drink. Hot food was available, along with a supply of
food and healthy snacks outside of mealtimes. Staff told us that specific dietary
requirements were catered for including allergies, intolerances and religious or
cultural requirements.
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Patient records

We reviewed six patient records. Overall, we found the standard of record keeping
was good, with care plans well documented between multidisciplinary teams. We
saw that the Modified Early Obstetric Warning Score (MEOWS) was completed
consistently in records reviewed.

We were told that a new digital maternity patient record system is due to be

implemented in March 2026 and senior staff confirmed plans are in place to
minimise any potential disruption around the implementation.
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Quality of Management and Leadership

Staff feedback

Responses from staff were mixed, with many being satisfied with the quality of
care and support they give to patients (37/53) and agreeing that they would be
happy with the standard of care provided by their hospital for themselves or for
friends and family (34/53). However, fewer said they would recommend their
organisation as a place to work (21/54).

Some comments on the department and how they could improve are below:
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“Standard of care is very good overall as most staff strive to deliver this.
However, given the staff shortages and pressures on staff this is not always
achievable. Too many changes are implemented without adequate staff
involvement. New senior management structure causing a stir with their
micromanagement approach. Unfortunately, staff are not happy, but we
try our best to support each other!!”

“We are always understaffed. Management use Datix as a threat. Our
current management are bullies. Staff are not treated equally when more
than one person is involved in an incident. Certain band 7s speak to staff
like dirt. There are too many managers and not enough staff working with
patients. It doesn’t matter how busy the ward is, labour ward always take
staff off the ward instead of putting inductions off which leave the ward
staff open to complaints about delays in care...”

“...there is room for change and improvement in POW. | believe that whilst
midwives working clinically always aim to maintain the highest standard of
patient safety, this is often overlooked to the detriment of our own
wellbeing. We are always understaffed, working in an environment that
does not foster the wellbeing of staff when clinical workload does not
allow...”

“Since we have reopened it has been very busy and there have been a lot of
changes, but we are now seeing improvements which is good to see and be
part of.”

“I really love my job. Staff work really hard to make sure women and
family have a really positive experience. Management are very supportive.”

“POW is special, very special. We are a team through and through, | know
everyone’s name, | know their children’s names and we all know how each



other work and we support each other like a family. However, it’s
becoming very hard to do so at present because of our lack of facilities,
staffing and resources.”

Anonymised themes from staff survey responses have been shared with health board
leaders.

The health board must review and act on staff feedback themes and implement
and monitor actions to improve staff satisfaction.

Leadership

Governance and leadership

A management structure was in place and clear lines of reporting and
accountability were described. After a period of instability in leadership it was
pleasing to see a stable leadership structure in place. It was noted that there has
been a significant disruption for all staff within the maternity unit this year with
the majority of maternity department staff being re-located to other maternity
departments in the South Wales area due to the closure of the unit at Princess of
Wales hospital for urgent building work. This significant disruption was
implemented at short notice and has had a lasting impact on morale for many
staff. Leaders told us that work was ongoing to improve morale and communication
challenges within the staff team, and several initiatives were shared with
inspectors. These initiatives included listening exercises, wellbeing events,
compassionate leadership training and staff psychologist input. Most staff that we
spoke with during the inspection shared frustrations around communication and
poor morale with the inspection team. Despite the senior leaders’ efforts to
improve morale and communication, feedback from the staff survey indicated that
fewer than half of the respondents felt that communication between senior
management and staff was effective.

Feedback from some members of staff suggested that there may be a disconnect
between the frontline and executive senior management team. Some staff told us
that there was lack of clarity in the direction of the organisation, particularly how
services will be delivered in the medium to long term.

The health board must review, evaluate and improve communication and
engagement between senior management and staff to build on trust and morale
after a period of significant disruption.

Throughout the inspection we witnessed good multidisciplinary team (MDT)
working. This MDT working was confirmed as positive by staff members that we
spoke with.
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During inspection we saw that policies and procedures were available to staff via
QR codes on posters in staff areas. We viewed this a notable practice as it enabled
policies to be updated and staff to access the latest versions from posters.

We reviewed reports, minutes and agendas that indicated that the service held
several regular meetings to improve services and strengthen governance
arrangements. Governance systems, processes and structures were shared.

We reviewed some documentation, processes and examples of incident report and
support which appeared appropriate. We saw examples of how lessons from
incidents were shared with teams. However, some challenges and inconsistencies
were shared from staff regarding how they were informed of involvement in
incidents and the support provided to them post incident. Some shared concerns
around reporting due to some culture challenges.

All but three respondents to the staff survey said that their organisation encourages
them to report errors, near misses or incidents (50/53) although very few said their
organisation treats staff who are involved in an error, near miss or incident fairly.
Numerous staff comments in the staff survey supported our findings. They included:

“Learning from major incidents is not shared timely with staff. It often feels
managerial levels know the learning without sharing with the shop floor.
Learning from ‘minor’ incidents seems to be more effective. All of the above
contributes to a feeling of little transparency with shop floor staff.”

“Staff need to feel more secure in the working environment in terms of
management. | am aware of many instances where staff have been treated
unfairly or in an uncivil manner by senior management. The days of learning
from incidents seems to have turned into blaming of individuals. This appears
to have changed dramatically in the last 12 to 18 months.”

The feeling from band 5 and 6 midwives that we spoke with indicated that they
felt there was not a robust no blame culture in place.

The health board must review and revise and communicate investigation
processes to ensure that all staff understand and implement the correct
process and provide support as needed.

They must ensure that effective measures are in place to share learning from
incidents.

Notably, senior staff confirmed that not all Clinical Supervisors for Midwives
(CSFMs) for the unit were in work and had not been in work for some time. These
gaps had been keenly felt by midwives in relation to incidents, support and
learning for staff, given that the role of CSFMs in relation to incidents, supportive
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practice and clinical supervision for midwives. Senior leaders confirmed some plans
to cover this gap.

The health board must review and prioritise a plan to address the gaps in CSFMs
to provide support for those involved in incidents.

Workforce

Skilled and enabled workforce

Staffing rotas were seen and appeared compliant with current Birth Rate Plus
requirements for the unit. Leaders told us that the unit uses Birth Rate Plus acuity
app daily to monitor and rotate staff in line with acuity. Staff confirmed that one
to one care was always provided to women in labour.

Senior leaders confirmed that all student midwives had been retained by the
health board and offered substantive roles post qualification. In addition, Birth
Rate Plus data was in the process of being reviewed and leaders confirmed that
they would act on recommendations made.

Senior leaders confirmed that all senior midwifery leads are expected to book and
complete clinical shifts as a way of improving communication, providing additional
capacity and supporting teams.

Despite the initiatives shared by leaders in relation to staffing numbers, most staff
we spoke with told us that they felt there were issues with low staff numbers on
shift. Very few respondents to the staff survey felt there were enough staff for
them to do their job properly (7/53). Comments around staffing levels include:

“I believe that chronic understaffing and lack of break availability is
resulting in an exhausted workforce. | for one feel exhausted, with low
morale and believe this culture is not one that is sustainable and will result
in midwives leaving the profession or seeking alternative employment.”

“Coming from working elsewhere to working in Princess of Wales has
highlighted just how tightly staffed the unit is, more than often feeling the
staff | have to work with on a shift is completely insufficient to maintain
safe, effective, timely patient care.”

The health board must reflect on staff feedback around concerns related to low
staffing levels and address any causes.

The mandatory training log for midwives and doctors was reviewed and indicated a
high level of compliance for all mandatory obstetric training courses. This is
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positive and notable, especially given the challenges of managing the training
compliance of a dispersed nature of the majority if the staff team for a significant
period during the last 12 months. Most staff responding to the survey confirmed
that they had received appropriate training for their role. (33/52)

We reviewed Performance Appraisal and Development Review (PADR) rates for
midwifery staff over the last year. These were currently at around 70% with a plan
in place to further improve the compliance rate. This would ensure an effectively
skilled and enabled workforce, support wellbeing and ensure that performance
issues could be addressed and resolved in a timely manner.

The health board must improve PADR levels in line with health board targets.

Feedback on the induction programme for new staff was mixed. Details of a
comprehensive induction programme information booklet for new midwives was
shared. This was positive especially for newly qualified midwives. However, one
new staff member (not a newly qualified staff member) shared that they had not
received an induction.

The health board must ensure that an induction programme is available for all
new staff within the unit.

Many midwives that we spoke with confirmed that Wellbeing initiatives had been
welcomed after a significant period of change. They shared that these initiatives,
in part, allowed time for midwives to decompress.

Culture

People engagement, feedback and learning.

We saw that there was information within unit detailing how maternity service
users could feedback on their experiences. This information was also seen in
antenatal clinic reception. There was You Said We Did information displayed
detailing how concerns and comments from people have been used to develop and
improve the service.

Leaders told us that patient feedback was fed back to staff. We saw many Thank
You cards displayed throughout the unit.

We were told that the Maternity Voices group were in place to feedback women’s
experiences to leaders. Starting in September 2025, the Maternity Voices
Partnership chair was employed as a two day a week role to work with service
users and consider experiences by linking with relevant health board patient

27



experience leads as well as the local Llais (patient voice) group. This paid role was
seen as notable practice.

The clinical psychologist session was embraced by staff. Staff found this very
helpful.

Information governance and digital technology

The inspection team considered the arrangements for patient confidentiality and
adherence to information governance and the General Data Protection Regulations
(GDPR) 2018 within the unit. We saw evidence of patient information being stored
securely throughout our inspection.

The digital maternity dashboard was reviewed and seen to include comprehensive
data and information for clinicians to track, monitor and act upon in the interest
of their patients.

Learning, improvement and research

Quality improvement activities

Staff were encouraged and supported to become involved in quality improvement
projects, to enhance the quality of the service provided, and to aide with staff
development. All staff groups spoken to were very receptive to changes, initiatives
and quality improvement projects.
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4. Next steps

Where we have identified improvements and immediate concerns during our
inspection which require the service to act, 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.
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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

During the inspection, we found
that non controlled medication was
stored alongside controlled drugs
and was not in line with guidance.

There was a risk that
access to controlled drugs
was not sufficiently
limited.

Inspection lead
informed senior
managers of the
breach of guidance.

The controlled drugs and non-controlled
drugs were separated and are now stored in
line with guidance and regulation.
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Appendix B - Immediate improvement plan

Service: Maternity Unit, Princess of Wales Hospital, Cwm Taff University Health Board

Date of inspection: 18 - 20 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.

Risk/finding/issue Improvement needed

Standard / Regulation

Service action

Responsible
officer

Timescale

No immediate
assurance issues

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):

Job role:

Date:
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Appendix C - Improvement plan
Service: Maternity Unit, Princess of Wales Hospital, Cwm Taff University Health Board

Date of inspection: 18 - 20 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 / Service action Responsible Timescale
Regulation officer
Some patient Review feedback around Person centred To ensure all new Medical October
1. | feedback indicated staff communication and Effective starters, including education team | 2025:
that certain staff address any issues medical colleagues are | & Practice Completed
members did not orientated to the unit. | development action
communicate well Midwives

Ensure all new starts
received a ‘welcome Practice
pack’ which supports | development October

staff to familiarise midwives 2025:
them with processes Completed
and procedures action
Some feedback Ensure timely pain relief is | Safe All Wales self- Heads of Review
2. | indicated that timely | available postnatally Timely administration policy | Midwifery and | April 2026
post-natal pain relief Person Centred is currently Senior
was an issue distributed for
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comment, once

midwifery

ratification the managers
organisation will
support
implementation.
October
Communication to be | Operational 2025:
shared with all staff leads Completed
regarding timely action
medication.
Not all staff who Improve Welsh language Equitable All Welsh speaking Senior October
spoke Welsh were active offer and ensure Person centred staff are provided midwifery 2025:
easily identifiable Welsh-speaking staff are Welsh Language with All Wales manager Completed
easily identifiable Standards (Statutory, | identifiable uniforms action
referenced in NHS with ‘Cymru’ logo.
Wales Standards)
Poor / limited signage | Improve signage to the Safe Videos to be Patient February
for people attending department Person centred developed to support | experience 2026
the unit Equitable women and their midwife
families how to find
maternity
departments.
Patient
Experience February
Ensure clear signage is | midwife 2026

displayed to help
women and families
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locate the maternity
unit

Site manager

February
Estates to review 2026
signage across the site
to ensure easy access
to maternity
Some feedback Ensure equality policies and | Equitable Ensure staff complete | Heads of October
indicated that they training are consistently Person centred the All Wales ESR Midwifery 2025:
did not always feel translated into practice so learning module for Completed
treated fairly that no person using the EDI action
service suffers
discrimination CTMUHB annual Heads of October
quality report which Midwifery 2025:
promotes equality has Completed
been shared to all action
staff.
BSOTs was not fully Fully implement BSOTS, Safe Core staff to be Consultant September
implements in triage | including dedicated Effective appointed to work midwife - 2025:
telephone advice lines, Timely within MPU (maternity | Population Completed
comprehensive staff priority unit). health and action
training, and consistent quality
triage processes improvement
Staff to receive BSOTS | Consultant November
training. midwife 2025:
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Share patient Consultant September
information to ensure | midwife 2025:
women and families Completed
know where and when action
to contact MPU
Undertake data Consultant February
collection and Midwife 2026
complete clinical
audit to monitor
compliance of BSOTs
Outstanding estates Ensure timely repair of Safe Areas requiring Directorate October
and equipment repair | equipment or resolution of | Efficient improvement to be manager 2025:
issues were seen estates issues escalated to QSRE Completed
during inspection action
Escalation to be raised | Directorate October
via operational manager 2025:
management board Completed
action
Directorate October
manager 2025:
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Escalation via internal

Completed

implement and monitor

manager/HoM’s

assurance meetings action
(SWAG)
Risk register indicated | Review and address any Safe Perioperative MDT Directorate October
8. | some outstanding outstanding theatre estates | Efficient meetings to be manager 2025:
theatre estates issues, | concerns and theatre Effective established to ensure Completed
some concerns over staffing levels and skill mix timely and effective action
skill mix and theatre communication to
staffing levels improve safe rota’s
Undertake BirthRate Heads of January
Plus workforce review | Midwifery 2026
Estate issues escalated | Directorate October
via operational manager 2025:
management board Completed
meeting
No safe storage of Review and improve safe Safe Order lockable lockers | Head of September
9. patient own storage of patient’s own Effective for every bed space, midwifery 2025:
medication options medication in preparation for the completed
available All Wales self action
administered
medication policy
Some staff feedback Review and act on staff Effective Establish a wellbeing | Senior September
10. | indicated morale and | feedback themes and Person centred team within the unit midwifery 2025:
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satisfaction levels
were low

actions to improve staff
satisfaction and morale

to support wellbeing
events.

Unit meetings to be
scheduled to allow
staff an opportunity to
receive unit updates
and notification of
wellbeing events

RCM local reps to
undertake site visits
(wellbeing walk
arounds)

Promote RCM
recruitment to support
health and safety roles
locally.

Update and present
the Mat/Neo
leadership and culture
plan

CTM Wellbeing team
to undertake drop
in/feedback sessions

Senior
midwifery
manager/HoM’s

Senior
midwifery
manager/HoM’s

Senior
midwifery
manager/HoM’s

Heads of
Midwifery

Directorate
manager/HoM’s

completed
action
October
2025:
Completed
action

October
2025:
Completed
action

October
2025:
Completed
action

October
2025:
Completed
action

October
2025:
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to allow staff an Completed
opportunity to action
raise/discuss
concerns/area for November
improvement 2025
Some staff feedback Review, evaluate and Person centred Establish a Heads and October
11. | indicated that improve communication and | Effective maternity/neonatal Directors of 2025:
communication and engagement between senior newsletter to share Midwifery completed
engagement between | management and staff with staff ‘MatChat’ action
senior management newsletter
and staff could be
improved
Unit meetings to be Heads of October
established Midwifery 2025:
completed
action
Create a Maternity Heads of February
specific Share-point Midwifery 2026
page to support staff
to access key
information
Some feedback from Ensure that established Safe The Maternity January
12. | staff indicated investigation processes are | Effective Governance team to 2026

inconsistently
implemented

implemented consistently

when needed

undertake an
engagement event to
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investigation
processes were in
place

celebrate the re-
branded title of -
quality assurance
team.

Develop an assist me January
pack which is specific 2026
to maternity and
neonatal staff to
support staff who
maybe involved in an
incident and the
process
Some feedback from Ensure effective measures Safe Ensure all Quality October
13. | staff indicated that are in place to share Effective investigations are assurance lead | 2025:
learning from learning from incidents shared with staff midwife Completed
incidents not always involved to ensure action
in place factual accuracy
Ensure ‘7 minute Quality October
briefings’ are shared assurance lead | 2025:
to all staff midwife Completed
action
Update Rapid review | Quality October
templates to ensure assurance lead | 2025:
staff wellbeing and midwife Completed
action
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staff liaison to be
allocated to each NRI

Quality October
Reflection meetings assurance lead | 2025:
are established to midwife Completed
ensure learning is action
shared with staff
CSFMs were all off Review and prioritise a plan | Safe Review the Senior October
14. | work at the time of to address the gaps in Person centred establishment of midwifery 205:
inspection CSFMs to provide support CSfM, ensure Manager Completed
for those involved in wellbeing is provided action
incidents to all staff absent
from work
Senior October
Ensure recruitment of | midwifery 2025:
any vacant hours is Manager Completed
appointed into action
PADR levels were not | Improve PADR levels in line | Effective Ensure all line Senior October
15. | above health board with health board targets Efficient managers have had an | Midwifery 2025:
target at the time of opportunity to manager Completed
inspection received guidance and action
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Monitor PADR

compliance and Senior October
present via internal Midwifery 2025:
assurance meetings manager Completed
action
Some staff told us Ensure that an induction Effective Ensure all new starters | Senior October
16. | that they didn’t programme is available for | Safe receive a ‘welcome Midwifery 2025:
receive an induction all new staff within the pack’ to support their | manager Completed
on commencing unit. introduction to the action
employment unit.
Ensure all new starters | Senior October
received a period of Midwifery 2025:
supernumerary at the | manager Completed
start of their action
employment.
Ensure all new starter | Senior October
meet with CSfM to Midwifery 2025:
support their manager Completed
introduction into the action
unit
Ensure clear Senior October
communication is Midwifery 2025:
shared with all manager Completed
specialist midwives to action
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aware of ‘new
starters’

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):
Job role:

Date:
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