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How we listen, learn and improve services

	OUR PURPOSE
To rebuild trust, improve safety and quality, and turn the experiences of women, parents, families and staff into visible service change.




1. Purpose and ambition
The purpose of this Strategy is to rebuild trust, improve safety and quality, and evidence sustained cultural improvement within maternity and neonatal services in Swansea Bay University Health Board (UHB). It establishes a systematic approach for listening to women, parents, families and staff, transforming feedback into insight, insight into learning, and learning into demonstrable improvement.
Through engagement, experience and coproduction we will ensure that the voices of women, families and staff directly influence how services are designed, delivered and improved, creating safer, more compassionate and more equitable care for our population.
We aim to do this by systematically engaging with and listening to individuals and families with lived experience of our services.  This engagement and listening are not just about gathering feedback; it is about using this feedback, along with that from staff, to provide insights into our services, ensuring learning and action results, so that we can co-produce safer and more compassionate care.

2. Strategic context
The Strategy responds to the Independent Review into Maternity and Neonatal Services in Swansea Bay (actions required described in Appendix 1), and supports our mission of Better Health, Better Care, Better Lives. It aligns with the standards of the All-Wales Perinatal Engagement Framework. It is also informed by Healthcare Improvement Scotland's engagement resources and Planning with People guidance.
The Objectives of the Engagement, Insight & Coproduction Strategy are to:
Involve people and communities early enough to shape decisions and services.
Provide inclusive, accessible, ethical and culturally sensitive ways to participate.
Use feedback, coproduction and transparent communication to drive improvement.
Triangulate experience, staff feedback, safety intelligence and performance data.
Be clear about what people can influence and how contributions have informed change.

Each and every member of staff providing any element of maternity and neonatal care has an individual as well as collective responsibility to ensure that they give every mother, partner and family they see the opportunity to give feedback on the care they have received, to encourage this as an opportunity to learn, and ensure that these experiences are shared within Maternity and Neonatal services so that improvements can be made accordingly.


3. Our approach
In our Strategy we have responded to the findings from the Independent Review, as well as the requirements of the All-Wales Framework to ensure that our actions align with these expectations of how we can and will improve our services and importantly how we will assure ourselves that women and families are seeing and experience the difference this is making to the provision of our services.

To achieve our objectives we will focus on two equally important and complementary areas of engagement, which both need to be implemented in order for the best outcomes in Maternity and Neonatal services to be achieved for our mothers, their families and communities.

	Listen to lived experience
	Turn insight into improvement

	Invite feedback throughout the care journey.
	Analyse themes alongside safety, quality and performance information.

	Identify affected communities and remove barriers.
	Agree actions, owners and measures through clear governance.

	Use methods suited to the purpose and participants.
	Evaluate engagement and show what was heard, learned and changed.

	Work with people and community partners from the outset.
	Use coproduction to design, test and evaluate improvements.



This will lead to specific outcomes for our patients, their partners and families through us demonstrating:

· The learning from lived experience and engagement / coproduction is shaping improvements within the Perinatal Improvement Plan.
· Assurance to Board that engagement is meaningful, continuous, and influencing decision making rather than being transactional or retrospective.
· Ensuring that all cross-sections of our communities, particularly those from groups that experience barriers to access to health care, have the opportunity to give feedback on their care and that we proactively seek out this feedback and act upon it.
· Establish a process that ensures all feedback from staff and families is triangulated with performance metrics to provide insights on our services, leading to timely action on issues raised.

4. Investigations, reviews and complaints
When something has gone wrong, women, parents and families will be treated with compassion, openness and respect.
Involve families throughout investigations, reviews and learning processes.
Provide timely explanations, meaningful apologies where appropriate, and opportunities to ask questions.
Ensure complaints, debrief and birth-reflection processes are accessible and centred on family needs.
Use and share learning to inform visible service improvement.

We have developed a Standard Operating Process for triggers for independent reviews into investigations and concerns to clarify and a strengthen the existing referral process. 
This will support staff to understand and know how and when to refer and escalate concerns and incidents; women and families concerns are listened to, escalate and promptly resolved. Improvements will not be measured solely by the number of complaints handled or investigations completed, but by the confidence families have in the process, the quality of their experience, and the evidence that concerns lead to meaningful learning and improvement. Reporting will therefore combine quantitative measures, including satisfaction, escalation and re-open rates, with qualitative narrative demonstrating how family feedback has informed service change, strengthened engagement and improved the experience of investigations and reviews.

5. Governance and delivery
Engagement plans will identify stakeholders, clarify the scope for influence, consider equality and accessibility, and include evaluation from the outset. 
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.
6. Strategic outcomes
	Outcome
	What success looks like

	1
	Families report feeling listened to, respected and involved in decisions about their care.

	2
	Feedback from women, families and staff is routinely used to shape service improvement.

	3
	Transparent communication and visible action to build trust between patients and professionals providing healthcare to women and babies.

	4
	The lived experiences of communities that experience barriers to accessing health care are represented and acted upon.

	5
	Qualitative feedback and quantitative performance indicators are triangulated to identify risks, learning and opportunities for improvement

	6
	Women, families and staff can see evidence that their feedback has resulted in meaningful change.

	7
	Maternal and neonatal outcomes are improved



7. Priorities for action 2026-27 and how we will measure outcomes 
The associated Action Plan for 2026-27 table sets out the key priority actions for delivery for this year in response to the recommendations of the Independent Maternity Review. The actions identified represent the first phase of a longer-term programme of work focused on strengthening engagement, insight and co-production across maternity and neonatal services.

During 2026/27, the focus is on establishing the foundations required to support meaningful, inclusive and sustainable engagement with and listening to women, families, staff and partner organisations as well as establishing insight processes and developing co-production across services. This includes developing the structures, processes, relationships and feedback mechanisms necessary to ensure that lived experience consistently informs decision-making, service improvement and assurance. 

Delivery of the full requirements of the Independent Review and the All-Wales Perinatal Engagement Framework will be achieved through a phased approach over this and subsequent years. As these foundations mature, additional measures and improvements will be implemented to evidence sustained cultural change, strengthen co-production, and demonstrate how engagement, listening and learning from lived experience is leading to change in the design, delivery and evaluation of maternity and neonatal services.























2

	Priority Actions and Outcome Metrics for Engagement, Insight and Coproduction 2026/27

	Ref  
	Action description 
	Key Outcome metrics

	1
	Implement the engagement plan.

	% of planned engagement activities delivered in line with the agreed Engagement Plan; 
% or number and diversity of women, families, staff and community representatives participating in engagement activity; 
% of engagement activity with documented output, theme, action or decision reported through agreed governance routes.

	2
	Using the maternity triage service as a pilot,
introduce regular qualitative and real-time 
feedback
	% of maternity triage users providing feedback; 
% of feedback themes reviewed and translated into agreed improvement actions; 
% of women and families reporting that they felt listened to, reassured and clear about next steps.

	3
	Improve family involvement in investigations,
reviews and complaints. 
	% of Duty of Candour investigations where families are invited to participate; 
% of investigations/reviews with documented evidence of ongoing family engagement and feedback; 
% family satisfaction rate with the way investigations, reviews or complaints were handled.

	4
	Strengthen thematic analysis, triangulation
and reporting.

	% of scheduled integrated insight reports completed and submitted through agreed governance routes; 
% of mapped feedback sources routinely included in thematic analysis; number 
% of triangulated themes resulting in agreed improvement actions with owner and timescale identified.

	5
	Demonstrate visible responses to feedback
	% of feedback-led improvement actions completed within agreed timescales; 
% of service changes visibly communicated through “you said, we did” or equivalent routes; 
% of women, families and staff reporting that they can see evidence that feedback has influenced service improvement.

	6
	Evaluate the impact of engagement, insight and coproduction activity delivered in 2026/27, and use the findings to agree wpriorities for 2027/28.
	% of 2026/27 actions reviewed with evidence of delivery, learning and impact.
Evaluation report completed and presented through agreed governance routes, setting out strengths, gaps and areas for further improvement.
2027/28 priorities agreed with clear actions, owners, timescales and outcome measures.


	
	
	

	
	
	



9. Responsibilities
All staff are responsible for inviting and valuing feedback, sharing learning and supporting improvement. Leaders must provide safe participation routes, resources, oversight and evidence of impact. 

The delivery of the outcomes and actions described in this document sit across several groups, both internal and external to the Health Board and are outlined in Appendix 2.

10. Conclusion
Rebuilding trust requires sustained listening, openness and visible improvement, with women, families and staff as partners in safer, more compassionate and equitable care.
























Appendix 1
Summary of Engagement, Insight and Feedback Actions from 
The Independent Review of Maternity and Neonatal Services at Swansea Bay University Health Board

Based on the report, the key actions relating to engagement, insight and feedback are:
1. Develop a comprehensive engagement plan
· Significantly increase engagement with women, families and communities using maternity and neonatal services.
· Focus specifically on seldom-heard groups, including ethnic minority communities and those facing language barriers.
· Move beyond traditional surveys to gain deeper insight into lived experiences. 
2. Introduce regular qualitative feedback
· The Board should commit to undertaking at least 10 qualitative interviews each month with women who have used maternity services in the previous 6–12 months.
· Use these interviews to understand experiences, concerns and improvement opportunities in greater depth than survey data alone. 
3. Strengthen family involvement
· Ensure greater involvement of families in investigations following incidents, complaints and adverse outcomes.
· Families should be active participants in reviews rather than passive recipients of outcomes.
· Families should be involved throughout investigation processes and learning reviews. 
4. Improve feedback and complaints processes
· Undertake a full review of complaints handling to ensure responses are: 
· compassionate
· timely
· accessible
· centred on families' concerns.
· Improve debrief arrangements so that women and families receive meaningful explanations and opportunities to ask questions. 
5. Create better real-time feedback systems
· Introduce a maternity real-time monitoring report for the Board.
· Include qualitative patient and family feedback alongside performance and safety measures.
· Improve the Board’s visibility of women’s and families’ experiences. 
6. Respond visibly to feedback
· Develop a specific improvement plan addressing the seven major experience themes identified through the review: 
· Communication and advice
· Trauma and fear
· Feeling ignored
· Compassion and care
· Decision-making
· Access to care
· Birth partner involvement and separation. 
7. Improve engagement with minority and seldom-heard groups
· Review translation and interpretation services.
· Ensure information is available in appropriate formats and languages.
· Improve cultural awareness and culturally sensitive care.
· Ensure feedback from minority groups actively informs service improvement. 
8. Continue listening after the review
· Keep engagement routes open after publication of the report, including: 
· ongoing opportunities for families to share experiences
· continued support through the review triage midwife
· continued psychological support services.
· Continue direct engagement between senior leaders and affected families. 
Immediate priorities
The report identifies the following as the most urgent actions:
1. Improve the experience of families using the maternity triage service.
2. Rebuild trust in complaints, debrief and investigation processes.
3. Increase family involvement in reviews and investigations.
4. Improve access to psychological support and trauma-informed care.
5. Develop and implement the wider engagement plan with women, families and communities. 



Appendix 2
Roles and Responsibilities 
The delivery of the outcomes and actions described in this document sit across several groups, both internal and external to the Health Board. This includes:
Swansea Bay UHB:
· Maternity and Neonatal Services: Each and every member of staff providing any element of Maternity and Neonatal care has an individual as well as collective responsibility to ensure that they give every mother, partner and family they see the opportunity to give feedback on the care they have received, to encourage this as an opportunity to learn, and ensure that these experiences are shared within Maternity and Neonatal services so that improvements can be made accordingly. Staff feedback is collected locally via team touchpoints, one-to-ones, and the Perinatal Staff Experience Wellbeing and Retention Plan workings groups.  Staff feedback is also collected corporately through experience surveys, staff listening events “Ask the CEO”, and via representative groups (including Trade Unions). Local governance structures, including the Perinatal Committee which reports onwards to Quality and Safety Committee and Board, provide a place for escalation and assurance around thematic trends received from feedback, complaints, learning reviews and investigations, and other channels and corporate departments. This process will be strengthened by the introduction of a Learning and Improvement Group, due to be established in Q3 2026/27.
· Perinatal Improvement Plan Executive Programme Board: The Perinatal Improvement Plan is a dedicated programme established to oversee delivery of the actions arising from the Independent Review of Maternity and Neonatal Services. The Executive Programme Board monitors progress, risks, performance and delivery of improvement actions. Progress is reported regularly to the Health Board.
· Perinatal Improvement Plan Steering Group 2: The Steering Group leads the workstream on Family Engagement. It oversees a detailed structured programme of work with defined actions, leads, timescales, and performance metrics. The workstream encompasses listening and acting to ensure mothers and families at the heart of our decision making and service deliver, and its membership includes staff from the Directorate of Insight, Communications and Engagement, Maternity and Neonatal Services (including midwifery, obstetrics and medical staff), Patient Feedback and Patient Experiences teams, and Public Health. Other teams are coopted as needed and working collaboratively ensures there is a joined-up approach between the strategic intent and operational delivery.
· Directorate of Insight, Communications and Engagement: Provides organisational direction, strategic intent, and enablers for insight, communications and engagement. They work across the organisation at a corporate level supporting operational services to listen, learn and act on the things that matter to our patients, families and their representatives, as well as staff and their representative groups (including Trade Unions).

 Others from outside of Swansea Bay UHB:
· Llais: Llais is the independent Citizen Voice Body for Health and Social Care in Wales. Its role is to ensure that the views, experiences, and concerns of people using NHS and social care services are heard and used to improve services. It also provides independent advocacy support for people who wish to raise concerns or make complaints about NHS Wales services.
· Swansea Bay Maternity and Neonatal Voices Partnership: An independent, multidisciplinary forum - its purpose is to ensure that the voices and experiences of women, babies and families directly influence the design, delivery and improvement of maternity and neonatal services across Swansea Bay. It brings together: women and birthing people who use maternity and neonatal services; families and carers; midwives, obstetricians, neonatologists and other healthcare professionals; service managers and commissioners; and community and voluntary sector representatives.
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