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	The purpose of the paper is to:
· Present an update on the Perinatal Improvement Plan, which addresses the implementation of each of the recommendations of the SBUHB Independent Review of Maternity and Neonatal Services; and 
· Details the progress made since the Review’s publication.

	Key Issues

	· The paper provides progress to date on addressing the improvements outlined in our Perinatal Improvement Plan.
· Highlights the outstanding actions needed to deliver the Review recommendations and present a detailed plan and how the organisation will achieve the improvements needed.

	Decision / Action required
	No

	Recommendations

	Members are asked to:
BE ASSURED;
· The organisation has a comprehensive plan to address the recommendations of the SBUHB Independent Review of Maternity and Neonatal Services, Family Led Review of Maternity Services, and “Having a baby in Neath Port Talbot and Swansea Report” Llais Report and any actions required from the All-Wales Assessment of Perinatal Services.
· Continued sustainable progress made since the publication of the Independent Review on key safety actions, including:
· Significant and sustained improvements in clinical outcomes for mothers and babies
· A full-developed staffing model across all staff groups has improved workforce numbers and governance routes, including assurance, alert and escalation for staffing levels are embed as business-as-usual. 
· Improved incident management, ensuring women, babies and families’ voices are at the heart of investigations and  reviews, with learning embedded in the service.
· Significant mitigation and improved process management has been implemented to manage the inherent risk of two-site work (Perinatal Services and Critical Care are not co-located).
· Maternity triage model implemented, tested and evolving based on staff and family feedback.
· Perinatal staff and other key services (including Critical Care) have been trained in key clinical safety interventions, including Early Warning Scores systems for both mothers and babies. 
· Dashboard of key safety, workforce and feedback metrics embedded into business as usual. Underpinned by benchmarking against national datasets to provide oversight against best practice.
· Unification of Maternity and Neonatal Services under the umbrella of Perinatal Services has aligned the service and its reporting, providing a unified route for reporting via Perinatal Committee, through to Board level.
· Established and embedded governance and assurance structure for the Perinatal Improvement Plan and Perinatal business-as-usual, from Ward to Board.. Underpinned by visible leadership including appointments to new leadership roles on a permanent basis.
· Quality improvement approaches are becoming increasingly embedded in the organisation providing a foundation for a learning culture.
BE ALERTED TO;
· Two-site working: While significant progress has been made in strengthening arrangements for women requiring care in non-maternity settings, including a number of Standard Operating Policies specifically outlining processes and escalation to admissions of pregnant women into non-maternity sites and workforce remodelling, there remains an inherent risk to this model of operation. Options for reconfiguration of service are presented in a standalone paper to Board in September 2026.
· Maternity Triage: The ‘Path to Safer Beginnings in Wales’, published February 2026, has recommended the establishment of a national single point of access triage service for pregnant women, to be coordinated by the Welsh Ambulance Service Trust. As such, the development of a standalone SBUHB model will not be continued. To mitigate risk while the national service is implemented, a 24/7 clinical triage unit has been established. The service offers advice by phone and in-person, women and their families can access timely advice about any concerns and be referred and signposted appropriately. Since the last report, a review of maternity triage has confirmed that the Single Point of Access line is supporting timely advice and appropriate signposting for women and families. The review also identified ongoing pressures around call volumes, telephone functionality and triage capacity. A Task and Finish Group is being established to oversee further mitigations, strengthen monitoring and support continued improvement, including the appointment of a dedicated triage telephone midwife role, and will report to Perinatal Committee for assurance.
· Paediatric radiology: Outsourcing of paediatric radiology provision for plain film x-ray as an interim mitigation measure has been live since February 2026. Cranial Ultrasound Scans are undertaken by the Neonatal team, underpinned by a Quality Assurance system.  Provision for performing and interpreting other Ultrasound Scans and upper Gastro-Intestinal (GI) Contrast studies happens with support from Adult Radiology. There are system-wide national challenges in relation to paediatric radiology and there is a need for potential regional solution to provide long term assurance and sustainability of service provision, and discussions are ongoing with Cardiff and Vale University Health Board and the commissioners to explore suitable options.
· The Maternity and Neonatal Engagement, Insight and Coproduction Strategy has been drafted and will be further refined followed feedback from the Independent Oversight Panel. The next phase will include seeking engagement and feedback from partners including Llais, and development of a costed plan for engagement delivery.



PERINATAL IMPROVEMENT PLAN REPORT

1. INTRODUCTION
This report provides an update on the Perinatal Improvement Plan, outlining implementation of each of the recommendations of the SBUHB Independent Review of Maternity and Neonatal Services, the Family Led Review of Maternity Services and “Having a baby in Neath Port Talbot and Swansea Report” published by Llais. 

The report provides details on progress against the recommendations of the reviews since their publication, including on critical safety measures highlighted as high-priority actions by the Independent Oversight Panel of the Independent Review. 

The report explains the changes that have been made and the differences women, babies and their families can expect when they receive Perinatal care (also known as Maternal and Neonatal care) in Swansea Bay.

2. BACKGROUND
2.1 The path to Perinatal Improvement 

SBUHB provides perinatal care (also known as Maternal and Neonatal care) to women, babies and their families for approximately 3,500 births a year. The service has a tertiary Neonatal unit, therefore provides care to babies from 22 weeks gestation onwards across South Wales and from neighbouring Health Boards. The service has a Free-standing Midwifery Unit, Alongside Midwifery Unit and Obstetric unit.

The Independent Review of Maternity and Neonatal Services in Swansea Bay, published in July 2025, identified a range of issues that impacted on women and families during their pregnancy, birthing and postnatal journey. A Family Led Review of Maternity Services, also published in July 2025, and “Having a baby in Neath Port Talbot and Swansea Report” published by Llais in May 2025 highlighted similar issues and clear common themes. In response to the Independent Review, the Service was escalated from Level 3 to Level 4 by Welsh Government.   

The Independent Review identified 10 priority recommendations as follows:
 
1. Establish a single point of access for maternity triage for all women.   
2. Delivery of consistent care with senior clinical staff oversight  
3. Implementation of the Maternity Early Warning Scores (MEWS)  
4. Improve Quality of Investigations  
5. Delivery of compassionate and trauma-informed care 
6. Improvements in governance processes 
7. Attendance for all maternity staff for fetal monitoring training  
8. Develop and implement a robust process for booking and prioritising women undergoing induction of labour. 
9. Review and revise all policies and procedures within the maternity and neonatal service. 
10. Develop and implement a wider engagement plan.  


Due to the importance of the Perinatal Improvement Programme, Executive/Corporate Directors are named leads on the workstreams, with responsibility for strategic director and planning. Named leads within the Service Delivery Groups will ensure coordination of the operational activities necessary. These are described in detail in the Perinatal Improvement Plan (Appendix 1), but are the Workstreams are summarised as follows:
· Workstream 1: Clinical Critical Safety Actions
· Workstream 2: Family Engagement 
· Workstream 3: Workforce / leadership / education and training 
· Workstream 4: Governance

This report details the continued progress the organisation has made towards achieving the improvements needed in our Perinatal services and provide assurance in relation to our strategic plans to deliver the recommendations. Lastly the report highlights areas of concern, where timescales stated in the Independent Review may not be achievable, the rationale for this and the mitigation that we are putting in place as an interim measure.

2.2 Alignment of the Perinatal Improvement Plan with other national reviews

The Perinatal Improvement Plan is a live document and will evolve to incorporate findings and best practices from future local and national reviews. Since the previous update to Board in July 2026, a formal gap analysis has been completed and is appended to this paper (Appendix 1).

The gap analysis shows that the Perinatal Improvement Plan is well aligned to the national actions highlighted in the Ockenden and Amos Reports, with clear action already underway across governance, family engagement, learning from incidents, clinical safety pathways, workforce and culture, digital records, inclusion and Board assurance. The Plan demonstrates strengthened governance through routine Perinatal Committee, Quality & Safety Committee and Board reporting; delivery of key safety improvements such as single point of access maternity triage, the Birmingham Symptom Specific Obstetric Triage System (BSOTS) model, Maternity Early Warning Score (MEWS) and Newborn Early Warning Trigger and Track 2 (NEWTT2), Badgernet digital records, Make Safe processes and reciprocal review arrangements; and a clear focus on listening to women and families through the Engagement, Insight & Coproduction Strategy, feedback mapping and always-on engagement. 

The principal gap is not the absence of action, but the need to complete actions on trauma-informed psychological support, continuity of care, and anti-racism as an explicit safety priority. Proposals for the development of embedded Maternity and Neonatal Psychology-Led Therapeutic Service progressing through Service Group governance. The Director of Midwifery is leading the development of a Perinatal Strategic Framework which will include our plans for continuity of care and an in-depth understanding for future planning for our population’s needs. We have begun to address equity, inclusion and discrimination within the Perinatal Improvement Plan, listening to the lived experience of women and families that experience barriers to accessing healthcare. We intend to strengthen the plan by making anti-racism explicit, measurable and governed as a patient safety priority. The Perinatal Services team are working with the Public Health team to better understand health inequalities in our population, including analysis of outcomes, incidents, complaints, access, experience and intervention rates by ethnicity and other protected characteristics. 

3. GOVERNANCE AND RISK ISSUES

3.1 The Perinatal Improvement Plan Scorecard and outcome data and key critical safety metrics for the period July 2025 to July 2026 

In response to the recommendation from the Independent Oversight Panel Chair in July 2026’s Board meeting, a Perinatal Improvement Plan Scorecard (Appendix 2) has been developed, supported by outcome data and key critical safety metrics (Appendix 3), to enable clear tracking of actions and how we measure the associated outcomes and describing the difference made in the 12 months since the report was published. The scorecard uses up to three key metrics to highlight progress against the ten thematic recommendations of the Independent Review of Maternity and Neonatal Services in Swansea Bay. This strengthens our reporting by providing a clearer, evidence-based view of progress, impact and areas requiring continued focus. The scorecard is supplemented by an abridged reporting format against the four workstreams of the Perinatal Improvement Plan, linking actions to outcomes, metrics and the difference being made for women, babies, families and staff (Appendix 4). Narrative progress against the four workstreams is provided in the next section of this report. 
Progress against critical safety recommendations (Workstream 1)

We continue to make significant progress against the recommendations for critical safety.  Since the July 2026 Board update, further progress has been made, with a continued focus on maternity triage, two-site working, clinical escalation, learning from incidents and safe delivery of care for women who present in non-maternity settings. 

A review of the maternity triage service was completed in July 2026, drawing together feedback from clinical staff, patient and family experience, and activity data following implementation of the Single Point of Access line. This has confirmed that the model is positively supporting women to access timely advice and appropriate signposting, while also identifying areas requiring further mitigation, including call volumes, telephone system functionality, use of direct departmental numbers and the impact of call handling on clinical triage capacity. In response, a number of actions have already been completed, including reinforcing the use of the Single Point of Access number, removing alternative telephone numbers from the Health Board website and reviewing caller messaging. A Task and Finish Group is being established and led by the Head of Midwifery to oversee further improvement, including monitoring call volumes, triage breaches, Single Point of Access utilisation, digital reporting, telephone system issues and implementation of a dedicated triage telephone midwife role (estimated to be in post by March 2027). A plan has been developed and will be report to Perinatal Committee for assurance. This provides clearer operational oversight and assurance that risks are being identified, escalated and managed while national maternity triage arrangements are developed.

Progress has also continued in strengthening arrangements for women requiring care in non-maternity settings to address the inherent risk of two-site model. This includes the obstetrics and gynaecology rota remodelling, and will strengthen out-of-hours support, enhance middle-grade cover and improve clinical resilience for women presenting across both sites. The implementation of the new rota has been delayed to January 2027 (from September 2026) as there are outstanding vacancies in the revised structure. An information campaign has begun to enable staff on non-maternity sites better informed and understand escalation routes when a pregnant woman attends their service, ensuring consistent care provision and escalation processes. Longer-term options for the configuration of Perinatal Services are being considered as part of the wider Clinical Services Plan, with options due to be presented in a standalone paper to Board in September 2026. This reflects the Health Board’s recognition that, although extensive mitigations are in place, the inherent risks associated with two-site working require continued strategic oversight and longer-term service planning. Together, these actions demonstrate sustained progress in moving from immediate risk mitigation towards a more systematic, evidence-based and sustainable approach to clinical safety improvement across Perinatal Services.

3.3 Family Engagement (Workstream 2)

Family engagement remains a central component of the Perinatal Improvement Plan, recognising that women and families did not always feel listened to or involved in decisions about their care. Since the July 2026 Board update, progress has continued in strengthening the way we gather, understand and act on feedback from women, families and communities. The Maternity and Neonatal Engagement, Insight and Coproduction Strategy (Appendix 5) has been revised to provide clearer priorities, metrics and delivery arrangements, including a specific focus on how families are involved in investigations, reviews and complaints. This strengthens the connection between lived experience, learning and service improvement, and provides clearer assurance that feedback is being used to shape change. Following feedback from the Independent Oversight Panel, the Strategy will be further refined followed feedback. The next phase will include seeking engagement and feedback from partners including Llais, and development of a costed plan for engagement delivery. An update will be presented at the November 2026 Board Meeting.

Further work has also progressed to support more systematic learning across the organisation. Scoping has been completed for the establishment of an organisation-wide Learning Group, with the inaugural meeting planned for September 2026. This will provide a more structured mechanism for triangulating learning from complaints, incidents, concerns, claims, patient experience, safeguarding, mortality, audit and external reviews, ensuring that themes are identified and acted upon more consistently. This is an important step in strengthening both “floor-to-Board” and “Board-to-floor” assurance, by ensuring that the voices of women, families and staff are visible within governance discussions and inform future improvement priorities.

The principles of engagement and coproduction are also being applied to specific service developments, including work on maternal weight management. Engagement insight, lived experience and population health intelligence are being used to shape the development of a future offer, supported by grant funding, so that services are better aligned to the needs of women and communities who may experience barriers to accessing care. While progress has been made, we recognise that embedding a mature and inclusive approach to engagement will take time, particularly in ensuring that all communities are represented and that feedback is consistently translated into visible action. The continued focus will be on developing an “always-on” engagement model, improving the triangulation of insight and demonstrating clearly how women and families’ experiences influence service design, decision-making and improvement and the refine Engagement Strategy will describe the route for delivery.


3.4 Workforce, Leadership, Education and Training (Workstream 3) 

Workforce, leadership, education and training remain key enablers of sustainable improvement across Perinatal Services. Since the July 2026 Board update, progress has continued in strengthening culture, leadership, staff experience and the education offer for staff working across maternity and neonatal services. Following the delivery Multidisciplinary Team Development Programme co-designed and initially supported by Professor Michael West, a medium-term review of the impact of the pilot programme using the “DEEP” evaluation methodology will be delivered in November 2026. In the interim, a scoping and mapping map exercise of existing multidisciplinary development and leadership training provision undertaken by our Organisational Development Team is nearing completion. The review will dovetail with the DEEP evaluation and highlight areas of overlap to  avoid duplication in the next phases of the programme development. 

The updated business case for an embedded Maternity and Neonatal Psychology-Led Therapeutic Service is progressing through Service Group governance, supporting our ambition to provide more trauma-informed care for women, families and staff. This will help strengthen emotional safety, improve compassionate care and respond to the findings of the Independent Review, which highlighted the importance of psychological safety and trauma-informed support.

Work has also progressed on launching the Perinatal Services Staff Education Wellbeing and Retention (SEWR) Plan, a focused, prioritised and deliverable programme of work to improve staff experience, health, wellbeing and retention across Perinatal & Gynaecology Services. The Plan will be tested and refined during Quarter 3 2026/27, underpinned by a working group made up of staff from across all staff groups in Perinatal Service. 

In parallel, preparations have continued for the rollout of the Rate My Shift six-month pilot, with the final training, coaching and communications arrangements agreed ahead of implementation in October 2026. This will provide a more responsive mechanism for understanding staff experience in real time and triangulating feedback with workforce data, acuity, absence, demand and other quality and safety intelligence. Together, these actions support development of a more resilient, skilled and supported workforce, strengthen psychological safety and provide clearer Board assurance that workforce and culture improvements are being actively linked to the quality and safety of care for women, babies and families.

3.5 Governance (Workstream 4) 

Governance remains a central workstream within the Perinatal Improvement Plan, ensuring that delivery of the recommendations is supported by clear oversight, accountability, risk management and evidence of impact. Since the July 2026 Board update, progress has continued in strengthening the governance arrangements that support Board assurance, service-level scrutiny and learning from incidents, concerns, complaints and reviews. Work has progressed to bring together Perinatal reporting arrangements, including the development of a Perinatal Improvement Plan Scorecard and revised workstream reporting format, so that actions, outcome measures, risks and the difference being made for women, babies, families and staff can be more clearly triangulated and presented to Board.

Further progress has been made in strengthening the quality and oversight of investigations and reviews. We have scoped additional external expert clinical input to support Perinatal Mortality Review Tool (PMRT) reviews and, where appropriate, provide independent clinical review of serious incidents or equivalent cases, to improve our ability to provide women and families with a timely response and apply any learning where care could have been delivered differently to improve safety or experience. A clearer process has also been developed to identify triggers for independent reviews into investigations and concerns, strengthening consistency, transparency and escalation and is being formally reviewed for implementation. Thematic learning from reviews continues to be shared through formal governance routes, immediate safety actions, informal briefings and staff communications, including the monthly “Risky Business” newsletter. Month-by-month oversight data on investigations and PMRT reviews is reported through Perinatal Committee, supporting clearer assurance on timeliness, family engagement, overdue reviews and learning themes.

Work has also continued to strengthen the management of clinical guidance and assurance reporting. Resolution has been confirmed for outstanding architecture issues relating to the guidelines tracker, supporting improved visibility of locally owned maternity and neonatal guidelines, national guidance adoption and evidence of implementation. Formal reviews of governance arrangements for the Perinatal Improvement Plan are scheduled for October 2026 and April 2027 to test whether the governance model remains effective following the planned conclusion of Independent Oversight Panel arrangements. Together, these actions demonstrate continued progress in embedding a stronger governance, learning and assurance framework, with a clear focus on ensuring that concerns are identified, escalated and acted upon, and that Board reporting provides meaningful assurance on the quality, safety and experience of Perinatal Services.

Next steps:
A small number of strategic risks remain. The most significant is the inherent risk associated with the current two-site model for maternity, neonatal and critical care services, despite extensive mitigation measures and workforce remodelling. Other areas requiring continued focus include development of a sustainable long-term paediatric radiology solution, implementation of national maternity triage arrangements, continued embedding of new processes and governance systems, and ensuring sufficient workforce capacity to sustain improvement. Options relating to the longer-term configuration of Perinatal Services are presented to the Board in September 2026 as part of the wider Clinical Services Plan. 

Overall, the programme is demonstrating sustained progress, governance and assurance arrangements are providing effective oversight of delivery and risk, and that improvement activity remains focused on achieving safer, more compassionate and higher-quality care for women, babies and their families. 

4. OPEN AUDIT RECOMMENDATIONS 
Open audit recommendations are to system strengthening rather than safety concerns. They are embedded within the Perinatal Improvement Programme, with clear governance, executive oversight and routine reporting. Current focus includes digital infrastructure, data quality, pathway consistency and embedding learning into practice. The Board can be assured that actions are actively managed with appropriate scrutiny and escalation. 

5. FINANCIAL IMPLICATIONS
As noted in report, there may be financial implications linked to the Perinatal Improvement Plan. The developments will be subject to usual Health Board scrutiny processes and will follow these routes accordingly.

6. RECOMMENDATION

BE ASSURED;
· The organisation has a comprehensive plan to address the recommendations of the SBUHB Independent Review of Maternity and Neonatal Services, Family Led Review of Maternity Services, and “Having a baby in Neath Port Talbot and Swansea Report” Llais Report and any actions required from the All-Wales Assessment of Perinatal Services.
· Continued sustainable progress made since the publication of the Independent Review on key safety actions, including:
· Significant and sustained improvements in clinical outcomes for mothers and babies
· A full-developed staffing model across all staff groups has improved workforce numbers and governance routes, including assurance, alert and escalation for staffing levels are embed as business-as-usual. 
· Improved incident management, ensuring women, babies and families’ voices are at the heart of investigations and  reviews, with learning embedded in the service.
· Significant mitigation and improved process management has been implemented to manage the inherent risk of two-site work (Perinatal Services and Critical Care are not co-located).
· Maternity triage model implemented, tested and evolving based on staff and family feedback.
· Perinatal staff and other key services (including Critical Care) have been trained in key clinical safety interventions, including Early Warning Scores systems for both mothers and babies. 
· Dashboard of key safety, workforce and feedback metrics embedded into business as usual. Underpinned by benchmarking against national datasets to provide oversight against best practice.
· Unification of Maternity and Neonatal Services under the umbrella of Perinatal Services has aligned the service and its reporting, providing a unified route for reporting via Perinatal Committee, through to Board level.
· Established and embedded governance and assurance structure for the Perinatal Improvement Plan and Perinatal business-as-usual, from Ward to Board.. Underpinned by visible leadership including appointments to new leadership roles on a permanent basis.
· Quality improvement approaches are becoming increasingly embedded in the organisation providing a foundation for a learning culture.




BE ALERTED TO;
· Two-site working: While significant progress has been made in strengthening arrangements for women requiring care in non-maternity settings, including a number of Standard Operating Policies specifically outlining processes and escalation to admissions of pregnant women into non-maternity sites and workforce remodelling, there remains an inherent risk to this model of operation. Options for reconfiguration of service are presented in a standalone paper to Board in September 2026.
· Maternity Triage: The ‘Path to Safer Beginnings in Wales’, published February 2026, has recommended the establishment of a national single point of access triage service for pregnant women, to be coordinated by the Welsh Ambulance Service Trust. As such, the development of a standalone SBUHB model will not be continued. To mitigate risk while the national service is implemented, a 24/7 clinical triage unit has been established. The service offers advice by phone and in-person, women and their families can access timely advice about any concerns and be referred and signposted appropriately. Since the last report, a review of maternity triage has confirmed that the Single Point of Access line is supporting timely advice and appropriate signposting for women and families. The review also identified ongoing pressures around call volumes, telephone functionality and triage capacity. A Task and Finish Group is being established to oversee further mitigations, strengthen monitoring and support continued improvement, including the appointment of a dedicated triage telephone midwife role.
· Paediatric radiology: Outsourcing of paediatric radiology provision for plain film x-ray as an interim mitigation measure has been live since February 2026. Cranial Ultrasound Scans are undertaken by the Neonatal team, underpinned by a Quality Assurance system.  Provision for performing and interpreting other Ultrasound Scans and upper Gastro-Intestinal (GI) Contrast studies happens with support from Adult Radiology. There are system-wide national challenges in relation to paediatric radiology and there is a need for potential regional solution to provide long term assurance and sustainability of service provision, and discussions are ongoing with Cardiff and Vale University Health Board and the commissioners to explore suitable options.

	Governance and Assurance

	Strategic Objectives

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

	Standards (please choose which applies)
	Safe Care
	☒
	
	Timely Care
	☒
	
	Effective Care
	☒
	
	Efficient Care
	☒
	
	Equitable care
	☒
	
	Person-centred Care
	☒
	
	Staff and Resources
	☒
	Enablers (please choose which applies)
	Whole Systems Approach
	☒
	
	Leadership
	☒
	
	Workforce
	☒
	
	Culture
	☒
	
	Information 
	☒
	
	Learning, Improvement and Research
	☒
	Quality, Safety and Patient Experience

	The health board is dedicated to ensuring that pregnancy and childbirth is a safe and positive experience for all service users in order to support healthy life choices and to give children the best start in life. This requires safe and effective maternity and neonatal services. The actions identified within this paper will support us in achieving these goals. 

	Financial Implications

	As noted in report, there may be financial implications linked to the Perinatal Improvement Plan. The developments will be subject to usual Health Board scrutiny processes and will follow these routes accordingly.

	Legal Implications (including equality and diversity assessment)

	There are no legal implications associated with the report.

	Staffing Implications

	There are some staffing implications noted in the report, linked to training and workforce alignment.

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	The health board has a 10-year vision to be a high-quality organisation. Work being undertaken to address the concerns raised and to de-escalate from enhanced monitoring will not only support that vision but develop maternity and neonatal services which are safe and sustainable in the longer-term.

	Report History

	Oversight of Quality and Outcomes in Maternity and Neonatal Services (27 March 2025)
Perinatal Committee and Independent Review Update Report (25 September 2025)
Perinatal Report (27 November 2025)
Perinatal Improvement Plan Report (29 January 2026)
Perinatal Improvement Plan update (In Committee) (28 May 2026)
Perinatal Improvement Plan Report (30 July 2026)

	Appendices

	Appendix 1: Gap analysis Perinatal Improvement Plan Amos Ockenden
Appendix 2: Perinatal Improvement Plan Scorecard
Appendix 3: Perinatal Outcomes and Critical Safety Measures
Appendix 4: Perinatal Improvement Plan Workstream Update Board Sep 2026
Appendix 5: Maternity and Neonatal Engagement, Insight and Coproduction Strategy
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