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	Purpose of the Report
	The purpose of this report is to:
· Provide feedback from the final Oversight Panel meeting on the progress of SBUHB improvements, and the next steps agreed for continued oversight of the plan.


	Key Issues



	· The Oversight Panel met on 14 September to consider papers provided by SBUHB related to: (i) queries raised at their previous meeting, (ii) the new format for reporting maternity and neonatal outcomes to the Board; (iii) an update on progress of the improvement plan since the July 2026 Board meeting; and (iv) an updated patient/family and community engagement strategy paper. 
· The Panel acknowledged the significant improvement in the quality of the papers shared and the considerable progress in implementation of actions and improvements since the publication of the report. There is still further work to do in relation to the patient, family and community engagement strategy.
· Provides the Oversight Panel’s responses to outstanding queries. 
· The offer of further support from some of the Panel members in relation to supporting the engagement strategy and further development of the maternity and neonatal outcomes reporting score card for the board.


	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐	☐	☒	☐
	Recommendations

	Members are asked to:
· CONSIDER and DISCUSS the update provided in the attached Oversight Panel report.
· CONSIDER the Panel’s views on the SBUHB response to a number of queries.
· BE AWARE the Welsh Government observer will continue in her role and remain in regular contact with SBUHB until March 2027.








BOARD UPDATE FROM INDEPENDENT REVIEW OF MATERNITY AND NEONATAL SERVICES OVERSIGHT PANEL – SEPTEMBER2026
1. Introduction 
The Oversight Panel (OP) had their final formal meeting on Monday 14 September 2026.They discussed papers which Swansea Bay University Health Board (SBUHB) had shared with them. These included a response from SBUHB to queries raised at their previous meeting, the new format for reporting maternity and neonatal outcomes to the Board, and an update on progress of the improvement plan since the July 2026 Board meeting. The OP also received an updated paper relating the patient/family and community engagement strategy, which the OP felt needed more time to consider, and have suggested this comes to November board meeting as a standalone agenda item for sign off. 
The OP acknowledged the significant improvement in the quality of the papers shared. There has been considerable progress in implementation of actions and improvements from a number of work stream themes since the publication of the report.
There were also a number of recommendations for the Welsh Government which were accepted in full by the Minister in July 2025, we have requested an update on the progress of these as many of these will also help SBUHB in further progressing their actions. 
2. Response to outstanding queries from the OP
The key areas related to:
· Review of the triage processes and clinical staff involvement 
The response from SBUHB describes further work which has taken place with the clinical teams in mapping the process and identifying some of the risks and impacts, the OP recommend the need for some further actions to mitigate the risks particularly in relation to any dropped calls. 
· Increasing awareness on the Morriston site of both the Report and the Improvement Plan.
SBUHB have undertaken some awareness raising on the Morriston site, and the OP recommend some further staff group forums to give the opportunity for staff engagement and consideration of how the report impacts in wider clinical areas. 
· Greater details in relation to the securing of external independent expertise to support case investigations. 
The OP members suggested this still requires greater clarity and detail in how this is being implemented. Also note this was also an All Wales recommendation in terms of supporting this. 
· The need to provide greater clarity on priorities, outcome and process measures/ key metrics with improvement data monitored over time.
· Use of recognised quality improvement (QI) methodology to support improvement.
Further detail on metrics have been provided, this requires greater detail in some areas, for example the patient/family/community engagement work stream (see below). Whilst SBUHB are accessing QI methodology to support their improvement work, the OP felt there were further opportunities where this approach could be utilised. 
· Safety Risks related to two site working 
SBUHB are providing a paper for their Board to explore the risks and mitigations in more detail and progress these discussions with the Welsh Government as soon as possible. 
3. Patient/family/community engagement strategy 
The OP members received an update draft of the engagement strategy. The members felt they needed more time to consider this and recommend further work which includes greater clarity in prioritisation and resourcing of key actions, agreeing responsibilities between strategic and delivery teams, highlighting closer working with other agencies, such as Llais, Maternity Voices partnerships etc and further detail re metrics to track progress. 
The OP members felt it was important to highlight as part of the strategy the wider engagement activities that have taken place since the report was published, some examples of which include:
· Appointment of Family Experience Midwife, working in partnership with the Diverse Outreach Workers teams in Swansea and Neath Port Talbot Community Voluntary Services and the Maternity and Neonatal Voices Partnership (MNVP)
· Targeted outreach undertaken with community and faith groups, voluntary sector organisations, and specialist support networks, including neurodivergent, deaf, Muslim, and ethnically diverse communities.
· Maternity triage service - a pilot engagement approach has been implemented to capture family experience and inform improvement.
· Development of a single report of data produced with thematic learnings and insights from women, babies and families underway. 
4. Board reporting of maternity and neonatal outcome measures. 
SBUHB shared their newly developed score card, this helpfully shares the progress in improving a range of safety critical outcome data measures since the report was published. The OP have given some feedback on how this can be further improved to provide a highlight report for the Board, with some additional narrative to support the graphs, and one of the OP members has offered to provide some further support the SBUHB to develop this further. This would also support the wider All Wales recommendations and would have the potential to provide a template for other health boards to consider.
5. Ongoing oversight and assurance 
SBUHB have committed to continue with their executive programme board which is chaired by their chief executive which will continue to provide oversight of the ongoing improvement plan. The perinatal committee and the clinical governance committee will continue to meet and report regularly to the Board. Ann Gow (observer for the Welsh Government) will continue in her role and remain in regular contact with SBUHB until March 2027.
6. Next steps 
Whilst the formal role of the oversight panel has concluded, the chair together with others from the panel will continue to provide additional support for the family and community engagement strategy and also the clinical outcome data report until the end of Nov 2026. 
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