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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 by Welsh Government into enhanced monitoring;
· 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; 
· To scrutinise and seek assurance that the work required is being undertaken, a gold command structure has been established;
· 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 progress against the HIW action plan is on track;
· ACKNOWLEDGE the health board’s quality assurance team has reviewed the closure of the HIW actions to date and the report will be considered by the gold command to set out next steps;
· BE ASSURED the actions to address the Health Education and Improvement Wales (HEIW) maternity and neonatal specific actions are in progress;
· ACKNOWLEDGE the successful reinstatement of community maternity services through the reopening of the freestanding midwifery unit at Neath Port Talbot Hospital and restarting of home births.  
· 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 as to the quality and safety of the care provided raised by members of the Senedd and families who have accessed the services. 

The escalation status followed an unannounced inspection by Healthcare Inspectorate Wales (HIW) in September 2023 during which seven areas of immediate action were identified. In addition, the formal report for the visit set out a number of 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. 

Alongside this are two Health Education and Improvement Wales (HEIW) targeted inspections of obstetrics and gynaecology in February and July 2024 as part of HEIW’s quality framework to identify areas working well or in need of improvement, as well as national reports which identify areas of improvement for maternity and neonatal services across the UK. 

To scrutinise and seek assurance that the work required is being undertaken, a gold command structure has been established, led by the Acting Executive Medical Director as the senior responsible officer, 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 under which sit 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 share progress to achieve de-escalation. During these meetings, additional actions to the criteria already set by Welsh Government can be allocated and these are reviewed within the gold command meetings to ensure completion. Those closed in October 2024 comprise: 

1) Booking data – the data presented in August 2024 had shown a downward trend in the number of bookings but an interrogation of the systems highlighted not all the data from the community teams and auto-booking had been feeding into the reporting information. This was resolved and the correct data shared at the October 2024 enhanced monitoring meeting;
2) NHS Executive assurance visit – this took place on 31st October 2024 and an initial review of the three lines of defence assurance report in advance provided a baseline for the visit. An action plan based on the visit feedback will be shared at the next gold command meeting for progress to be overseen.

This leaves one outstanding action from previous enhanced monitoring meetings:
3) Maternity dashboard – meetings are taking place between digital and maternity colleagues to commence populating the dashboard using the maternity e-reporting system BadgerNet, after which work will progress to ESR (electronic staff record) for training data. The training data continues to be collated manually to monitor progress.

Focus is now being given to the evidence required to support de-escalation from enhanced monitoring. The criteria is under review by the maternity team to identify which requirements are complete and which require more work. This will be a focus for gold command over the coming months and updates will be included in presentations to Welsh Government at enhanced monitoring meetings.  

(ii) Inspection Action Plans

· HIW Inspections 
As part of the work to address the recommendations made by HIW, the 2019 HIW improvement plan and 2019 Birth Centre Improvement Plan were revisited, and both have been closed in full. 

In relation to the improvement plans for 2023 and 2024, the following progress has been made:

	Report
	Actions

	
	Total
	Open
	Due in Nov. 2024
	Overdue

	2023 Singleton Hospital Immediate Improvement Plan
	41
	0
	0
	0

	2023 Singleton Hospital General Improvement Plan
	118
	1
	0
	0



	Report
	Actions

	
	Total
	Open
	Due in Nov. 2024
	Overdue

	2024 Singleton Hospital Immediate Improvement Plan
	6
	0
	0
	0

	2024 Singleton Hospital General Improvement Plan
	37
	6
	4
	0



One action on the 2023 general improvement plan has been marked as closed as the planning is complete and work to implement is covered elsewhere:
· Theatre and Bay Birthing Unit Environment – project group in place and progress in addressing the remaining risk will be monitored through the health board risk register. 

There were two actions in terms of the implementation of BSOTS (Birmingham Symptom-specific Obstetric Triage System (BSOTS), one on each general improvement plan. The action for the 2023 general improvement was closed as part of the last report, as the system was live, but there was an action remaining on the 2024 general improvement plan for time to be included in job plans for clinicians to be available outside of labour ward to triage within 15 minutes. This has been completed and BSOTS is now closed on both improvement plans.

Of the outstanding, for the 2024 general improvement plan the following are expected to be closed in November 2024: 
· Information for women and families on display should also be available other languages – focus is being given to ensuring that current information displayed in clinical areas is available in Welsh and English, as well as working towards the creation of a digital solution and exploring of other languages available for women to access via the health board intranet pages; 
· The health board should review and improve feedback mechanisms for staff to feedback on leadership team – the service is exploring opportunities to capture staff feedback across a number of media. A Retention, Engagement and Wellbeing Plan has been developed and implementation is ongoing, including Café Conversations to support monitoring. This will only partially close the recommendation, with a further piece of work due by December 2024 to share with the wider team themes identified and the action taken to improve;
· The health board should reflect on the HIW survey findings and make attempts to further explore and identify staff discrimination and ensure that appropriate action is taken to prevent any further discrimination - the services, with support from the corporate team, are undertaking a more in-depth survey to explore this feedback further and develop a plan to address any specific issues identified;
· The health board should introduce mechanisms / processes to engage with staff feedback. To monitor, review and act on themes that emerge and to improve staff satisfaction - the workforce monitoring group will consider and promote opportunities for staff feedback and ensure feedback is monitored and acted upon.

Work is on course for all improvement plans to be closed by the December 2024 deadline, with the exception of two actions: 
· 95% compliance with Breast Feeding Initiative (BFI) training – staff have been rostered to undertake the training and this will be closed in January 2025. The BFI’s target of 80% has already been achieved (2023 General Improvement Plan);
· Recruitment of a women’s experience midwife - to be closed by April 2025. Funding has been identified and recruitment is anticipated to start before the end of 2024, with the successful applicant likely take up post in 2025 (2024 General Improvement Plan).

The health board’s quality assurance team has undertaken a review of the work to date to provide independent assurance that the HIW actions are being closed comprehensively and in-line with the ask. Initial verbal feedback has confirmed that majority actions have been completed with a few areas identified where further work has to be undertaken. Once the formal report is published, the actions will be followed by the gold command. 

One of milestone achievements for HIW improvements plans has been the reinstatement of community maternity services. Stage one was the reopening of the free-standing midwifery unit at Neath Port Talbot Hospital on 16th September 2024. To date, 24 babies have been born at the unit since it reopened, with other women being able to start their labour there before being transferred elsewhere for alternative pain relief, all of whom have been happy to have the experience of the unit. In addition, parent craft classes have restarted. This was followed by the restarting of homebirths, with women able to choose to deliver at home from 21st October 2024. So far, two homebirths have taken place. 

In addition to the above, there has been an improvement in sickness absence, with a decrease from 11.99% to 6.5% in the qualified workforce, a key recommendation by HIW and enhanced monitoring to improve staff availability. 

· Health Education and Improvement Wales (HEIW)
Following two visits earlier in 2024, an action plan is place, the majority of which has already been delivered. There is one outstanding area relevant to obstetrics, which is job planning for consultants. It was hoped that this would have been completed by the end October 2024 however this had to be deferred as a clinician was seeking further support. 

Since the two visits, a new cohort of trainees have rotated to the service and no concerns have been raised. An escalation framework is in place and a midwife attends the training forum to listen to any concerns. Furthermore, fortnightly catch-ups for the trainees are taking place. 

(iii)  Open Incidents
The HIW action to continue the work to reduce the backlog of open Datix incidents in a timely manner and monitor progress has been closed on the 2024 general improvement plan as the work to reduce the backlog is ongoing. As the number of incidents remains high, the situation is closely monitored by gold command. On average, the service is closing 85% of its incidents each month. However, there was a small dip to 75% for maternity and 69% in neonatal for September 2024 due to high clinical activity over the summer alongside staff annual leave, so fewer resources were available. The current position is as follows:

	
	Maternity
	Neonatal

	
	Open
	Overdue
	Open
	Overdue

	Incidents
	202
	130
	19
	6

	Duty of Candour
	11
	
	1
	

	Concerns
	16
	13
	0
	0

	Redress
	38
	
	3
	

	Claims
	62
	
	5
	



Sprint sessions are taking place to close incidents as soon as possible where no harm has occurred, while the more serious are investigated by the midwifery team. The clinical leads for maternity and neonatal continue to prioritise the responses to concerns, redress and claims to sign-off the responses, but the majority of the ones open are complex and part of legal proceedings. 

More incidents are reported per month than can be closed. Assurance was given that this was reflective across Wales due to national triggers and the NHS Executive was looking to amend the list to make it more relevant. The high numbers reflect the safe culture within maternity and neonates and only those incidents which resulted in harm require investigating. All incidents irrespective of the level of the harm contribute to learning and improvement. The implementation of the Digital Maternal Cymru system nationally will support with more relevant trigger reporting as well as benchmarking the number of incidents and complaints with health boards across Wales. 

(iv)  National Reports 

· MBRRACE-UK (Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK) 
The ‘State of the Nation Report Saving Lives, Improving Mothers’ Care October 2024 Surveillance findings and lessons learned to inform maternity care from the UK and Ireland Confidential Enquiries into Maternal Deaths from thrombosis and thromboembolism, malignancy and ectopic pregnancy 2020-2022, and morbidity findings for recent migrants with language difficulties’ has been published and work commenced on a benchmarking exercise and action plan. 

· Maternity and Neonatal Safety Support Programme MatNeoSSP
The action plan for the MatNeoSSP report is being updated to ensure that any outstanding actions for Swansea Bay are being progressed and monitored. This is monitored via the silver and gold command meetings. 

· Audit Wales Review of Operational Governance
The service had considered the recommendations made within the report around governance and leadership. The service group has recently undergone an organisational change process, resulting in a new leadership and governance structure, which address the findings of the report. The structure will be shared at the next gold meeting as there is a section specific to women and child health. 

· Care Quality Commission (CQC) Review 
The findings of the CQC review have been considered by the service and nothing different from that of other reports has been identified. Therefore, any actions required will be taken as part of the work already ongoing.

(v) Horizon Scanning
As part of the gold command’s role, it looks ahead to any potential reviews or reports relating to maternity or neonatal services. These could be regular national reports which are issued as standard or external reviews being undertaken either of the health board itself or other maternity and neonatal services from which there could be learning. The following two were identified for the near future:

· VON (International Vermont Oxford Network)
The VON report, which is a neonatal quality improvement review, is expected in the next few months. 

· MBRRACE-UK 
The national MBRRACE-UK report setting out how many stillbirths and neonatal deaths had occurred in 2023 is yet to be published. However, the maternity and neonatal services have worked through health board data to ascertain how many cases there have been. So far, there is nothing to suggest the health board is an outlier and all cases had been reviewed for learning and closure using the perinatal mortality review tool (PRMT).

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 progress against the HIW action plan is on track;
· ACKNOWLEDGE the health board’s quality assurance team has reviewed the closure of the HIW actions to date and the report will be considered by the gold command to set out next steps;
· BE ASSURED the actions to address the Health Education and Improvement Wales (HEIW) maternity and neonatal specific actions are in progress;
· ACKNOWLEDGE the successful reinstatement of community maternity services through the reopening of the freestanding midwifery unit at Neath Port Talbot Hospital and restarting of home births.  
· 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
	Regular report

	Appendices
	No appendices
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