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1. Introduction 
The paper provides an update from Dr Denise Chaffer, Chair of the Oversight Panel, on current progress associated with the independent review of maternity and neonatal services. 
1. Key updates 
· The review Oversight Panel is closely monitoring review timescales, currently scheduled to be completed Summer 2025. At the moment there is reasonable assurance that the publication date will be met, but this is contingent upon a number of contributory factors (previously raised).
· The Llais report is due imminently and this will be a key anticipated source of feedback for the main review. At the outset of the programme, it was agreed that different pathways to provide feedback would be important a) so that women would not need to tell their stories twice and b) they could use their preferred mechanism of feedback (i.e. via the review directly, via Llais and via the Maternity Voices Partnership). The Llais report will provide important qualitative feedback from families for the review.
· The Oversight Panel has now started to receive aggregated numbers on total contacts for the review, which aims to cover a representative sample of women using maternity services via a range of different methods. The contacts include case reviews, self-referrals, webinars, direct feedback, visits, focus groups, and the current total is over 600 contacts, with the predicted total at over 700 contacts. In addition, this will also include additional feedback received by Llais and MVP and complaints / concerns data, so the final totals for family engagement   feedback elements of the review will be significant and there will be a very broad ranging sample of experiences to use. 

· In addition to the in depth clinical review in the 3 years up to 2022, the review will also include an assessment of current safety indicators, which will be described within the report

The review has several workstreams and the status of each is as follows: 
Clinical review 
· The Clinical review team has now completed reviews on over 84% of cases in the original bundle, which is in line with planned timescales. Uptake continues to be good with families.
· The case reviews for the widened aspects of the terms of reference (TOR) (Maternal ITU and maternal death cases between 2020 and 2024) have now also commenced and letters have been sent to families. 
· The Clinical team is now in the process of contacting all participating families over the next few weeks, offering feedback from clinical reviews. 



Family engagement 
· There has been good attendance at recent webinars and focus groups (one group received 48 attendees) with significant outreach* into ethnic minority, religious and seldom reached groups (including the Gypsy, Roma and Traveller community, Muslim Communities, Chinese communities and Black communities of Swansea. 
· Large regional employers have also been approached. Feedback has been very balanced, and participation has been extremely helpful from all Swansea communities.
· The team has also met with the Neonatal Veteran Parents Group to explore their views which was very helpful.
· The Family and Community Voices Steering Group met on 13th February 2025, and they were advised of the changes to the ToR amongst several other discussion points. The next meeting will discuss the cessation of review-side engagement activities (Mid-April) and how the group feel that women should continue to be supported to provide their feedback beyond the publication of the report.
· A post-review plan is required – co-produced with the Health Board (HB) – to ensure that the ‘conversation is continued’ and that any women who missed the time period for the review will still feel able to provide views and be heard.

Midwifery triage
· Direct support has continued to be provided to families who have accessed the self-referral and emerging themes and learning points have been shared with the HB highlighting any areas for improvement. Further discussions have been held in relation to HB senior leadership team offering to reach out and meet with any affected families who may find this helpful.  

Governance 
· The HB received an assessment from the review team in Jan 25 reporting on how the HB were currently reviewing and managing their maternity and neonatal risks, and this is being monitored through their quality and safety committee. 
· The full governance review is a key component of the review, and this will be reported in full in the final report (please see review’s full terms of reference for further detail)
· The staff engagement component of the review is still an intensive area of fieldwork (although this will start to reduce significantly). This includes staff survey, focus groups with a range of staff, and meetings with key external stakeholders.
· The review team are concerned about representation from band 5 and 6 midwives as uptake and attendance at the arranged focus groups has too date been low. Direct interviews with this group of staff are now being planned.

[bookmark: _Hlk193361963]

1. Review of ‘safe now ‘indicators 
· A key component of the review includes assessment if the current safety of the maternity and neonatal services. Whilst the majority of clinical reviews have been undertaken within a 3-year period up to and including 2022, the midwifery triage cases and ITU reviews cover more recent cases. 
· The review Chair and a member of the oversight panel recently met with senior maternity staff to gain deeper understand how they are accessing and reporting on contemporary information on safety indicators. The review team are working closely with the clinical and executive leadership teams in relation to detailed tracking, monitoring services and reporting on a range of current outcome measures, for example in depth reporting on Mbrrace data, e.g. neonatal 
deaths, still birth and term HIE cases, quality of PMRT reviews, and implementation and embedding of learning from case reviews. A key component of this is involvement of families with reviews, and timely feedback addressing any concerns. 

1. Review costs and forecast.
As the review is now nearing completion the outturn costs can start to be forecast. Costs are comprised of several separate cost centres, these include:
1. Clinical team day rates (contracts managed by HB), these include the clinical reviews, which are 84 % completed too date, there will also be costs associated with additional reviews for ITU cases, and also overall feedback being offered to families when all reviews completed.
1. Oversight Panel (OP) rates (contracts managed by HB) These costs include regular OP meetings, (currently monthly), increasing in frequency leading up to publication, and additional meetings with key HB clinical and leadership teams where indicated.
1. Niche direct inputs using framework day rates.
1. All associate costs managed by Niche. For example, this includes costs related to the family engagement field work and self-referral.
1. Legal costs (Managed by HB)) This will include the legal review prior to publication of report. 
In terms of cost centres d and e, Niche has completed an exercise to rationalise WIP (work in progress) with predicted remaining days against those budgeted. Some Associate fees will come in under predicted budget and other team days have been redistributed which have gone over or risk going over.  On the basis of the latest financial model no further Change Orders are required* and the existing budget will cover Niche and associate fees until the review end, when a final statement will be done. 


*The HB has all existing Change Orders.
1. Recommendation
Board Members are asked to discuss the progress of the review, noting the experience fieldwork element closure date for the review.
To take ASSURANCE on the review progress, process for resource forecasting and engagement reach.
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