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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:

APPROVE: 

· The updated Perinatal Improvement Plan (Appendix 1).


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.
· The Perinatal Improvement Plan is underpinned by a robust governance and assurance structure.

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 will be presented 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. This will improve patient safety and patient experiences and improves quality and outcomes. The maternity triage unit, known as the Antenatal Assessment Unit, is manned by two midwives trained in maternity triage but they also look after patients presenting in-person. In the event of callers experiencing a delay in an immediate midwifery response (as they are providing clinical care to in-person patients or on another call to triage), a member of the administrative staff will answer and ask the caller to hold. In these instances, if the triage midwife indicates that the delay is likely to be extended, there is a formal escalation process where the administrative staff (on a 24/7 rota supporting the service) will contact the Labour Ward Coordinator to seek escalated assistance. A dedicated midwife solely for telephone triage and not looking after patients attending the unit in person would address this – we have developed a model of service, but it has been paused following plans for development of national triage line. 
· Paediatric radiology: Outsourcing of paediatric radiology provision for plain film x-ray as an interim mitigation measure has been live since February 2026. 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 to explore suitable options. 



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.  


Beyond the thematic areas highlighted above, the Independent Review includes 69 specific recommendations (32 Maternity-specific recommendations; 24 Neonatal-specific recommendations; and 13 Additional Clinical Recommendations). Most recommendations are time-sensitive and require delivery in the coming 12 months. Several of the recommendations require service change (including recruitment and procuring of additional service provision), engagement, and realignment of processes and operating models.  

In developing our Perinatal Improvement Plan, we have listened to the feedback of women, babies and their families, groups who represent families, our staff and experts and stakeholders who have successfully delivered improvements to Perinatal Services in other organisations. We have worked with the Independent Oversight Panel to continue to build a plan that is robust, sustainable and will deliver the improvements we need to make as an organisation.

We have also sought to move beyond listening alone and towards meaningful co-production. Women and families are increasingly helping to shape how services are redesigned, how information is communicated, how feedback is collected and how success should be measured. Their experiences have informed improvements in triage services, bereavement and debrief support, patient information, family feedback processes and the wider focus on compassionate and trauma-informed care. This reflects a commitment to ensuring that improvement is not designed solely by professionals, but in partnership with those who use our services.

Listening to staff and acting on what they tell us has become a central component of the Perinatal Improvement Programme. Feedback from staff, alongside observations from the Independent Oversight Panel, has highlighted the importance of ensuring that improvement is understood and owned not only within Maternity and Neonatal services but across all clinical areas that care for pregnant women and babies. As a result, the programme is placing increased emphasis on staff engagement, multidisciplinary collaboration and shared ownership of improvement. This includes strengthening opportunities for staff to shape service developments, improving communication and visibility of improvement priorities, expanding speaking up arrangements and ensuring learning from incidents, reviews and quality improvement activity is routinely shared across teams and departments.

Following initial developments and testing of a high-level Improvement Plan, the 10 thematic recommendations and additional clinical recommendations, along with any additional recommendations from other local and national reports published since, have be integrated into four workstreams for operational delivery. Adopting this approach to delivery limits silos between thematic recommendations and ensures appropriate prioritisation of actions in an agreed approach to delivery.

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 the ‘Path to Safer Beginnings in Wales’ (formerly All-Wales Perinatal Assessment) and other national reviews

The ‘Path to Safer Beginnings in Wales’ is the national assurance assessment of maternity and neonatal care and services (known in its scoping and consultation phase as the All-Wales Perinatal Assessment). The document, published in February 2026, is an independent report about maternity and neonatal services across Wales. It assesses the quality, safety, equity and consistency of care. It includes a series of recommendations to be implemented on a national level over the next three years.

The ‘Path to Safer Beginnings in Wales’ document has eight thematic recommendations. These are described by the report as priority areas, intended to remove the uneven delivery of care across Wales: 
1. Joined up national perinatal leadership
2. Universal offer of high-quality care
3. Urgent attention to critical clinical safety systems
4. Enough staff and the right spaces to care safely 
5. Support for mental health and wellbeing
6. Improved planning and commissioning for neonatal care
7. Learning from reviews with families involved 
8. Listening, understanding and improving through real feedback

We have completed a local benchmarking and gap analysis of the document against our Perinatal Improvement Plan (Appendix 2). Several of the recommendations have a focus on nationally led programmes or policy setting decisions that require further clarity and specificity from Welsh Government on next steps. However, there are some actions or enabling actions at a local level, and we have incorporated actions into our Perinatal Improvement Plan.

The Perinatal Improvement Plan is a live document and will evolve to incorporate findings and best practices from future local and national reviews. This will include the Amos and Ockenden Reports published in June 2026. A formal gap analysis will be completed and additional actions incorporated into the Perinatal Improvement Plan by the end of August 2026.

2.3 Health Inspectorate Wales – unannounced visit and report, February 2026 
Health Inspectorate Wales conducted an unannounced inspection of Singleton Hospital’s Maternity Services in February 2026 and published a report in May (Appendix 3), noting significant progress since previous visits. Improvements were seen in leadership stability, governance, risk management, multidisciplinary collaboration and patient care, with women and families reporting positive experiences and compassionate treatment. 
While robust infection prevention, medicines management and safeguarding were observed, urgent attention was needed for newborn resuscitation equipment checks, and areas such as postnatal ward pressures, workforce support, escalation processes and embedding the Welsh Language Active Offer require further improvement. In response, we developed a comprehensive Improvement Plan, and have highlighted the actions we are taking to address the actions required by this inspection and  specifically referenced in the Perinatal Improvement Plan, with the exception of the actions set out in Immediate Improvement Plan as this was completed at the end of February following the visit. 

2.4 Independent Oversight Panel Visit, June 2026
We were pleased to welcome the Independent Oversight Panel back to visit our Perinatal Services in Neath Port Talbot and Singleton Hospitals, and to our Emergency and Critical Care departments at Morriston Hospital on 17 June 2026. The Panel also joined us for a Learning Conference and Workshop on 18 June 2026. During their two days with us, the Panel fed back highlights from their visit, including that we have made significant and demonstrable progress since publication of the Independent Maternity and Neonatal Review. 
The Panel told us that they recognise that many of the service changes introduced are beginning to deliver tangible benefits for women, babies and families. This includes service improvements in maternity triage, postnatal care, staff training, family support, governance, incident learning and the use of data to drive improvement. They also recognised stronger leadership, enhanced multidisciplinary working and a more positive safety culture, with staff reporting improved teamwork, greater leadership visibility and a stronger focus on continuous improvement.
While acknowledging the progress made, the Panel identified several areas requiring continued focus and urgency. This included staff engagement, family and community involvement, co-production with frontline staff, external clinical expertise and ongoing risks associated with the two-site model of care. 
We have included actions relating to the feedback shared with us on the Panel’s visit in the Perinatal Improvement Plan (Appendix 1). 

3 GOVERNANCE AND RISK ISSUES

3.1 Progress in Governance arrangements (Workstream 4) and Quality Management System
Governance arrangements for Perinatal Services and Perinatal Improvement Plan have been significantly strengthened following the findings of the Independent Review. A clear and integrated governance framework now operates across both the Perinatal Improvement Programme and business-as-usual service management arrangements, with defined accountability at every level of the organisation. Dedicated executive-led workstreams, strengthened risk management processes, enhanced oversight of investigations and learning, systematic management of policies and guidelines, and routine benchmarking against best practice have created a more structured and transparent approach to quality, safety and improvement. The programme is increasingly transitioning from improvement-focused governance into sustainable business-as-usual processes, helping to ensure that improvements are embedded and maintained over the long term. 

Board oversight of Perinatal Services has also been substantially enhanced. The Board now receives regular assurance through multiple governance routes, including the Perinatal Committee, Quality and Safety Committee and dedicated Perinatal Improvement Programme reporting. This provides a clear line of sight from frontline services to Board, supported by routine reporting on incidents, investigations, complaints, audits, workforce indicators, clinical outcomes, patient experience and delivery of improvement actions. 

In addition, designated Perinatal Safety Champions at Board level, Board member visits to services, and executive scrutiny of progress and risk provide further assurance that emerging concerns are identified, escalated and acted upon appropriately. Collectively, these arrangements provide the Board with comprehensive oversight of both the safety and performance of maternity and neonatal services and confidence that delivery of the Perinatal Improvement Plan remains subject to robust challenge, scrutiny and governance.

The Perinatal Improvement Plan is being delivered through a structured Quality Management System (QMS) framework, supported by a robust governance and assurance model that provides clear oversight from ward to Board. Significant progress has been made across all four workstreams, with immediate safety actions implemented, governance arrangements strengthened, and routine monitoring established through the Perinatal Committee, Quality and Safety Committee and Board. The programme is increasingly transitioning from a dedicated improvement response into sustainable business-as-usual arrangements, ensuring that improvements become embedded in everyday practice rather than remaining a stand-alone programme. 

3.2 Progress against critical safety recommendations (Workstream 1)
Significant progress against critical safety recommendations has been achieved across maternity triage, induction of labour, two-site working, paediatric radiology, multidisciplinary training and learning from incidents. 

Key milestones achieved include implementation of a single point of access maternity triage service, embedding of the Birmingham Symptom Specific Obstetric Triage System (BSOTS) model, strengthened induction of labour prioritisation processes, enhanced governance for women receiving care in non-maternity settings, interim paediatric radiology arrangements, strengthened fetal monitoring compliance, and improved systems for identifying and sharing learning from incidents and investigations. 

These changes ensure that women and their babies are assessed more consistently, concerns are escalated more effectively, risks are identified earlier, and care is delivered by staff who are appropriately trained and supported. While further work remains to embed some changes and achieve long-term sustainability, the progress made to date demonstrates a clear shift from reactive management of risk towards a more proactive, systematic and evidenced-based approach to safety improvement across Perinatal Services.

3.3 Family Engagement (Workstream 2)

Family engagement was a significant area of concern identified by the Independent Review. Women and families reported that they did not always feel listened to, that concerns were sometimes dismissed, and that compassion, communication and partnership working were not consistently evident throughout their care. The Review also highlighted limited engagement with women and families using services and insufficient use of feedback, lived experience and engagement intelligence to inform improvement. This meant the organisation was not consistently hearing, understanding or acting upon the experiences of women and families, particularly those from communities who experience barriers to inclusion. 

In response, significant interim actions have been implemented to strengthen engagement and ensure the voices of women, babies and families are shaping improvement. A comprehensive Maternity and Neonatal Engagement, Insight and Coproduction Strategy has been developed, stakeholder mapping has been completed, a dedicated Family Experience Midwife has been appointed, and mechanisms have been established to gather and act upon feedback from women, families and staff. Engagement activity has also been expanded through community outreach, partnership working with representative groups, targeted engagement with seldom-heard communities, and strengthened arrangements to ensure feedback is routinely considered through governance structures. However, the Health Board recognises that rebuilding trust and embedding a culture of meaningful co-production will take time. Further work remains to establish a fully integrated ‘always-on’ engagement approach, strengthen representation from all communities, improve the triangulation of feedback and insight, and demonstrate more consistently how feedback directly influences service design, decision-making and improvement. The organisation is committed to continuing this work so that women, babies and families remain at the centre of future service development.


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

Delivering sustainable improvement for women, babies and families depends on having a workforce that feels valued, supported and able to provide safe, compassionate care. The Independent Review identified concerns relating to culture, leadership, psychological safety, staff wellbeing and the ability of staff to consistently raise concerns and contribute to improvement. In response, the Health Board has invested significantly in leadership development, workforce engagement and organisational culture. This is being complemented by the development of a comprehensive Staff Experience, Wellbeing and Retention Plan, informed directly by staff feedback, workforce intelligence and national best practice.

Listening to staff and acting on what they tell us has been a central feature of the programme. We recognises that staff experience and patient experience are intrinsically linked; creating an environment where staff feel heard, empowered and supported is essential to delivering safer care and rebuilding trust with women and families. Work is therefore focused not only on supporting staff wellbeing and retention but also on strengthening psychological safety, encouraging speaking up, and ensuring that concerns raised by staff contribute directly to service improvement. 

Alongside cultural and leadership development, significant progress has been made in strengthening the workforce model to ensure the right skills, expertise and clinical oversight are in place to deliver safe and sustainable services. The organisation is increasingly using workforce data, training compliance information, service demand and risk intelligence to ensure staffing models evolve in line with patient need. Together, these actions are helping to build a workforce that is better equipped, more resilient and able to deliver consistently high-quality care, while creating a sustainable platform for the longer-term transformation 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 will be 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

APPROVE: 
· The Perinatal Improvement Plan

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.
· The Perinatal Improvement Plan is underpinned by a robust governance and assurance structure.
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 will be presented 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. This will improve patient safety and patient experiences and improves quality and outcomes. The maternity triage unit, known as the Antenatal Assessment Unit, is manned by two midwives trained in maternity triage but they also look after patients presenting in-person. In the event of callers experiencing a delay in an immediate midwifery response (as they are providing clinical care to in-person patients or on another call to triage), a member of the administrative staff will answer and ask the caller to hold. In these instances, if the triage midwife indicates that the delay is likely to be extended, there is a formal escalation process where the administrative staff (on a 24/7 rota supporting the service) will contact the Labour Ward Coordinator to seek escalated assistance. A dedicated midwife solely for telephone triage and not looking after patients attending the unit in person would address this – we have developed a model of service, but it has been paused following plans for development of national triage line. 
· Paediatric radiology: Outsourcing of paediatric radiology provision for plain film x-ray as an interim mitigation measure has been live since February 2026. 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 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)

	Appendices

	Appendix 1: The Perinatal Improvement Plan
Appendix 2: All Wales Perinatal Assessment SBAR and its impact on the SBUHB Perinatal Improvement Plan 2026
Appendix 3: 03879 - Health Inspectorate Wales Report – Maternity Service
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