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	Purpose of the Report
	The purpose of the report is to set out the progress discussed as part of the Gold Command arrangements established for scrutiny and assurance of improvement within maternity and neonatal services.

	Key Issues



	· In December 2023, the health board’s maternity and neonatal services were placed into enhanced monitoring by Welsh Government;
· The escalation status followed an unannounced inspection by Healthcare Inspectorate Wales (HIW) in September 2023 during which seven areas of immediate action were identified;
· An action plan was shared with HIW, with a follow-up unannounced visit in April 2024 to review progress;
· Alongside this are other external reports and inspections which require action, as well as open incidents to be closed; 
· [bookmark: _Hlk198568249]A Gold Command structure has been established to oversee the timely implementation appropriate actions to address areas of concern; 
· The report sets out the latest reported position against all areas of focus.

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

	
	☐	☐	☒	☐
	Recommendations

	Members are asked to:
· ACKNOWLEDGE the work to close additional actions raised during enhanced monitoring meetings; 
· BE ASSURED that the maternity and neonatal dashboard is now live and providing oversight of key indicators to support reporting into relevant fora;
· BE ASSURED the 2019, 2023 and 2024 HIW improvement plans are all closed and are subject to an internal governance check prior to sign-off and ACKNOWLEDGE a separate report providing assurance as to the closure of all actions was received by the Quality and Safety Committee in May 2025;
· BE ASSURED that no significant or immediate concerns were raised in the HIW unannounced inspection of the free-standing midwifery unit at Neath Port Talbot Hospital and ACKNOWLEDGE an improvement plan has been submitted to HIW;
· BE ASSURED by the reduction in the risk score by HEIW for the obstetrics and gynaecology service from 12 to 8 and ACKNOWLEDGE the improvement plan will be progressed following receipt of the formal report;
· BE ASSURED the group has included within its remit the need to ‘horizon scan’ to look ahead to potential visits and/or reports which may require action.















GOLD COMMAND FOR MATERNITY AND NEONATAL SERVICES PROGRESS REPORT

1. INTRODUCTION
The purpose of the report is to set out the progress discussed as part of the gold command arrangements established for scrutiny and assurance of improvement within maternity and neonatal services.

2. BACKGROUND
In December 2023, the health board’s maternity and neonatal services were placed into enhanced monitoring by Welsh Government. This was because of concerns regarding the quality and safety of the care provided. 

The escalation status followed an unannounced inspection by Healthcare Inspectorate Wales (HIW) in September 2023 during which seven areas of concern requiring immediate action were identified. In addition, the formal report for the visit set out several recommendations for improvement, and an action plan was shared with HIW. HIW undertook a follow-up unannounced visit in undertaken in April 2024 to review progress and while some of work had been completed, there were still improvements required. 

Visits by Health Education and Improvement Wales (HEIW) to review the experience of doctors in training in obstetrics and gynaecology in February 2024 and July 2024 identified areas of concern that required improvement. These were addressed at a subsequent visit in April 2025 (described below).

A ‘Gold Command’ structure was established to oversee the development and timely implementation appropriate actions to address areas of concern, led by the Deputy Medical Director as the senior responsible officer, and supported by the Chief Operating Officer and Interim Director of Nursing and Patient Experience. Meetings are attended by members of the Singleton/Neath Port Talbot Service Group’s senior team who are responsible for maternity and neonatal services. 

3. GOVERNANCE AND RISK ISSUES
The main areas of focus for the group are enhanced monitoring, inspection action plans, open incidents, national reports and horizon scanning. Progress includes:

(i) Enhanced Monitoring 
Senior members of the service group along with key members of the executive team meet with Welsh Government on a monthly basis to report progress to achieve de-escalation. 

One outstanding action from the enhanced monitoring meetings has been the need to establish a maternity dashboard. The dashboard went live on 1st April 2025 as planned. This will now be used for regular reporting in the service group’s Quality, Safety and Risk Group meetings, and form the basis of assurance reports to the Quality and Safety Committee and Board. Members of the Gold Command are assured that the dashboard provides the information necessary to give assurance regarding quality, safety and outcomes in the service. 

At the March 2025 enhanced monitoring meeting, three additional actions were set for the health board to deliver by the meeting scheduled for May 2025:

· Themes for neonatal incidents be presented including timeframes;
· An update to be provided on unfilled shifts for midwifery and nursing staffing.    
· Health board to provide written assurance to the Welsh Government on ‘gap and grow’ serial scanning.

The detail requested has now been provided to Welsh Government. Assurance regarding ‘gap and grow’ serial scanning was provided during the enhanced monitoring meeting and Welsh Government were satisfied with the information provided. 

A different element of the de-escalation framework is presented at the monthly enhanced monitoring meeting with Welsh Government and the focus will be on the following topics in the coming months:
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This has been well received. Progress was reviewed in the service group’s Quality, Safety and Risk Group in April 2025, and a comprehensive update was provided to the Gold Command meeting. 
(ii) Inspection Action Plans

· HIW Inspections 
The improvement plans for the 2019, 2023 and 2024 HIW inspections have now been completed in full. A sample check of the actions undertaken in response to the recommendations is underway to give assurance that the work completed is sufficiently robust enough to enable the recommendations to be closed. A meeting has been arranged with HIW to discuss and demonstrate the progress made.  Whilst all actions have been closed, and improvements have been made. It is important to note that the current location of the bereavement area on labour ward remains a theme of concern and we are therefore revisiting options to relocate as a longer-term solution whilst understanding the high risk complex needs of women birthing a baby who has died and the need to prioritise the safety of the women.  

One outstanding action from the 2024 general improvement plan had been the establishment of a women’s experience midwife. This was closed once the recruitment process commenced. Following interviews in April 2025, an offer of appointment was made; confirmation of start date will be provided on success completion of the recruitment phase. 

An unannounced visit was made by HIW to the free-standing midwifery unit at Neath Port Talbot Hospital in February 2025. The visit identified some areas for improvement, none of which related to patient care or safety, and was in general a positive report. The majority of issues identified related to processes, documentation or policies, while some were in relation to support available to the workforce. A draft improvement plan has been shared with the HIW and, once agreed, will be monitored for progress through the Gold Command meetings (which will transition into the new arrangements outlined below) 

· Health Education and Improvement Wales (HEIW)
HEIW undertook a follow-up visit to obstetrics and gynaecology in April 2025. This was a very positive visit in which the significant actions undertaken in response to the two visits in 2024 were acknowledged. As a result, the risk score was reduced from 12 (high risk) to 8 (medium risk). 
A further visit will be scheduled in six months. The General Medical Council (GMC) was updated by HEIW about the significant progress made by the obstetrics and gynaecology department at Singleton Hospital and as a result, the GMC has de-escalated the department from entering into an enhanced monitoring process.   

There were three main areas which HEIW highlighted, and the service has already agreed the action to address these:

1) Handover of gynae-oncology/waiting list initiative patients – 
In order to improve handover and transfer of information between shifts, the Digital team are exploring how the patient information system (SIGNAL) might be adapted. In the interim, a template is being developed to support handover, along with protected time given to trainees to provide/receive handover.


2) Evidence of positive change following professional concerns management – A meeting will be arranged with trainees to explain the processes in place in the management and governance of professional concerns within the health board. The purpose of the meeting will be to provide assurance regarding the robust systems in place and to encourage trainees to speak up and raise concerns if needed. 

3) Theatre training opportunities – in future, trainees will only be required in theatre if this provides a training opportunity. A review of theatre sessions will be undertaken to ensure they add value and offer training opportunities.  

The service has developed a robust action plan to address the recommendations. Progress against this will be reported through the service group’s internal governance structure, the soon to be established Maternity and Neonatal Committee, and the Workforce and OD Committee. All actions will be completed in advance of HEIW’s visit in six months. 

(iii) Open Incidents
The service is now in a position where it is closing more incidents each month than are opened and the table below sets out the current position: 

	
	Maternity
	Neonatal

	
	Open
	Overdue
	Open
	Overdue

	Incidents
	88
	50
	9
	5

	Duty of Candour
	7
	
	0
	

	Concerns
	9
	8
	0
	0

	Redress
	33
	
	2
	

	Claims
	63
	
	8
	



There has a been a significant improvement in the number of open incidents. There were 230 open incidents when the Gold Command group was first established in August 2024. The majority of the overdue incidents are from August 2024 onwards. However, seven remain open from 2023. Gold Command set a target for these to be closed by the end of May 2025. 

35 of the incidents are as a result of an unexpected admission to the Neonatal Intensive Care Unit (NICU). As many of these were babies born at full term, they will be reviewed as part of the Avoiding Term Admissions into the Neonatal unit (ATAIN) programme to reduce avoidable causes of harm that can lead to infants born at term (more than 37 weeks gestation) being admitted to a neonatal unit.

The majority of incidents reported remain within the category of maternity adverse outcomes. These include stillbirths, cord prolapse or birth trauma; the numbers for these are small. The most common low- or no-harm incidents include post-partum haemorrhage, babies born under 10th centile (baby is smaller than expected for its gestational age) and unexpected admissions to the neonatal intensive care unit. 

Finally, a review has been completed of Hypoxic-Ischemic Encephalopathy (HIE - a condition in which the baby’s brain has potentially been impacted by lack of oxygen during birth) cases since 2023. Work is now underway on a thematic analysis to identify any learning required, and this would form part of the broader ‘Safe Today’ paper to be presented to the Quality and Safety Committee and Board in July 2025 which includes the agreed board metrics. 

(iv)  National Reports 

· MBRRACE-UK (Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK) 2023
The national MBRRACE-UK report for 2023, published in March 2025, identified the health board as an outlier for stabilised and adjusted extended perinatal mortality (the number of stillbirths and neonatal deaths which meet the MBRRACE criteria as opposed to all stillbirths and neonatal deaths in that period). 

Thematic analysis and learning have been identified and include improvements around cardiotocography (CTG; the monitoring of babies’ heart rate before and during labour), as well earlier identification of very sick babies. A number of actions were agreed to address the issues highlighted in the report, all of which have been completed ahead of the Gold Command deadline of September 2025.

(v) Future oversight of maternity and neonatal service
The Gold Command structure was formed to ensure the timely implementation of actions in response to identified areas of concern. Discussions are underway to establish a new oversight group to maintain the robust governance and assurance approach adopted by Gold Command, and to ensure that improvements required, and those achieved to date, are maintained. It is anticipated that the Gold Command structure will be stepped-down, and a new Maternity and Neonatal committee established, chaired by the Executive Director of Nursing


4.  FINANCIAL IMPLICATIONS
There are no financial implications associated with this report. 

5. RECOMMENDATION
Members are asked to:
· ACKNOWLEDGE the work to close additional actions raised during enhanced monitoring meetings; 
· BE ASSURED that the maternity and neonatal dashboard is now live and providing oversight of key indicators to support reporting into relevant fora;
· BE ASSURED the 2019, 2023 and 2024 HIW improvement plans are all closed and are subject to an internal governance check prior to sign-off and ACKNOWLEDGE a separate report providing assurance as to the closure of all actions was received by the Quality and Safety Committee in May 2025;
· BE ASSURED that no significant or immediate concerns were raised in the HIW unannounced inspection of the free-standing midwifery unit at Neath Port Talbot Hospital and ACKNOWLEDGE an improvement plan has been submitted to HIW;
· BE ASSURED by the reduction in the risk score by HEIW for the obstetrics and gynaecology service from 12 to eight and ACKNOWLEDGE the improvement plan will be progressed following receipt of the formal report;
· BE ASSURED the group has included within its remit the need to ‘horizon scan’ to look ahead to potential visits and/or reports which may require action.











	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☒
	
	Co-Production and Health Literacy
	☐
	
	Digitally Enabled Health and Wellbeing
	☐
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☐
	
	Excellent Staff
	☐
	
	Digitally Enabled Care
	☐
	
	Outstanding Research, Innovation, Education and Learning
	☐
	Health and Care Standards

	(please choose)
	Staying Healthy
	☐
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☒
	
	Timely Care
	☒
	
	Individual Care
	☒
	
	Staff and Resources
	☐
	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 by the reviews and external bodies will support the improvements needed to achieve this. 

	Financial Implications

	There are no financial implications associated with the report. 

	Legal Implications (including equality and diversity assessment)

	There are no legal implications associated with the report. 

	Staffing Implications

	There are no staffing implications associated with the report. 

	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
	Standing agenda item

	Appendices
	No appendices.  
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