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Board Update from Independent Review of Maternity and Neonatal Services Oversight Panel: July 2026
Introduction 
The Maternity and Neonatal Oversight Panel (OP) members undertook a range of clinical site visits on the 17/18 June 2026. These included: the stand-alone birthing unit; Singleton maternity and neonatal units; and the Morriston site where they met key staff leads from the emergency department (ED) and the critical care unit. The aim was to assess the progress of the Independent Review’s recommendations, published in July 2025.
The OP submitted a report to Swansea Bay University Health Board (SBUHB) following the visit; this acknowledged significant progress in the implementation of actions and improvements across a number of areas during the last year. The report also highlighted a small number of further actions that remain, which are currently being progressed by SBUHB. 
The OP members also gave presentations at a half day conference on the 18 June, held with clinical staff. This was followed by a series of facilitated workshops, aiming to progress the finalising of the improvement plan (IP). 
The OP received the final draft of the revised IP on the 7 July 2026; the OP subsequently met on 13 July 2026 to consider, review and discuss this.  
The Chair of the OP, together with the Welsh Government representative from the OP, met with the heath board improvement plan’s leads to provide feedback from the OP’s discussions. The feedback was that the plan had significantly progressed, the OP were of the view this now met a standard that could be signed off by the health board, acknowledging this was a dynamic document which would need to be continually reviewed and revised by SBUHB over the coming months.
The Clinical Site Visits 
The Oversight Panel team visited a range of clinical areas and agreed there was evidence of significant progress in a large number of areas. 
There were however some key areas which remained and, whilst the SBUHB have demonstrated they are actively working on these issues, there continued to be some urgent actions identified. These were specifically relating to further improvements required in the implementation of:
· Improving access to triage.
· Increasing awareness on the Morriston site of both the Report and the IP.
· Further work needed on the development of the patient/ family/community engagement strategy. 
· Greater details needed in relation to the securing of external independent expertise to support case investigations. 
The OP also reiterated, the need to provide greater clarity on priorities, outcome and process measures with improvement data monitored over time. This particularly related to the patient/family and community work, where establishing clear priorities would be helpful in terms of effectively resourcing the work required; the use of recognised quality improvement methodologies would greatly support this.
The OP members suggested SBUHB’s overall progress could be better reflected in reporting and planning at strategic level, with greater focus on specific measures and improving outcomes. This would be strengthened by staff engagement and co-production of improvement with the staff delivering the service. The Oversight Panel identified a need for coaching for the teams to improve their report writing and have offered this support, the aim being to provide focused summaries against these measures in order to further support assurance to the board.  
There were a range of concerns raised during the visits in relation to the progress of the All-Wales recommendations with some perceptions that the health board needed to seek permission to progress some of their actions, triage being one such example, as well as the process for commissioning external input to serious incident reviews. SBUHB are having regular meetings with the Welsh Government (WG), and the Chair of OP is also planning a follow up meeting with WG to support these discussions. 
The OP heard concerns from staff about a reluctance, in the light of previous public criticisms, to share good news stories and take opportunities to provide greater confidence and trust in their services. Working more closely with families and communities, actively demonstrating how their feedback has led to improvement, will help the health board in providing greater assurance in relation to the improvements being made. 
The OP have advised the health board to give greater priority to the strategic development and co-design of a family and community strategy which will focus on improving experience and greater involvement in both current and future maternity services.
Review and Feedback on the Revised Improvement Plan (IP)
Overall, OP members agreed there have been significant improvement in the plan which is very detailed; the OP were assured that progress is being made to address many of the concerns from our Report published July 2025. The IP is however very long and narrative heavy; OP members have recommended further work to agree 3 key outcome measures for each work stream which can be clearly reported with progress mapped. This would support reporting to the board against the agreed metrics. Currently the board receives a detailed perinatal report, and the OP members suggested consideration be given to merging this with the delivery arm of the IP. This would include a focus on progress with outcome measures and the agreed metrics. 
The OP members have recommended, as part of the reporting from the IP, that the board receive a paper providing a full year’s outcome data e.g. stillbirths, neonatal death, hypoxic ischaemic encephalopathy (HIE), obstetric admissions to ITU etc, together with metrics from the four workstreams to evidence the progress made from when the report was published in July 2025, to July 2026. 
The OP members have recommended further work in relation to testing the single access triage phone line with clinical staff who are delivering the triage service and mapping the current pathways since implementation. It is important to identify any unintended impacts from the introduction of the single line, and assess, for example, any missed or dropped calls, reduction of interruptions for staff attending to women attending the service, and the recording of diverts of calls. Monitoring of calls over a set period of time will be helpful in assessing the access for women for triage, alongside real time recording of patient experience. 
The OP members recommended further work in development of the patient/family/community strategy, capturing both experience and involvement in services. Prioritisation of key actions, agreeing responsibilities between strategic and delivery teams, highlighting closer working with other agencies, such as Llais, Maternity voices partnerships etc and agreeing a small number of key metrics will further enhance the plan. 
The OP members recommended further work on clarifying the process for commissioning external independent input to reviews, together with metrics which include the proportion of families actively involved in their reviews and the sharing of their experiences on how services can be improved. Thematic review to support learning from reviews should form a key part of agreed metrics. 
The OP members recommended further work with staff groups working on the Morriston site, to share learning from the independent review and its applicability to other areas of care delivery. 
The chair of the OP has written separately to SBUHB chair and chief executive in relation to the safety concerns regarding two site working, recognising the large number of mitigations the health board has implemented but acknowledging that despite this safety risks still exist. 
The OP members recommended continuation of the Executive programme board overseeing the IP, to ensure sustainability of the progress and in addition explore the opportunity for sharing learning from the IP process to other areas of the health board provider services. 
Next steps 
· Recognising the significant progress of the development and implementation of the IP, the OP are of the view that this meets a standard that could be signed off by the health board, acknowledging this is a dynamic document which will need to be continually reviewed and revised by SBUHB over the coming months. 

· SBUHB to continue to progress work in relation to triage, patient/ family/community engagement strategy, and the commissioning of external expertise to support case reviews.

· SBUHB to develop further key measurable metrics for each of the work streams to support reporting to board.

· SBUHB to share outcome data and key metrics for data relating to period July 2025 – July 2026. 

· SBUHB to consider further actions in relation to the letter sent from OP members in relation to risks of two site working, and the need for wider strategic discussions with external partners to explore potential more strategic solutions.  

Page 2 of 2

