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This report contains information and discussions related to having a baby. Some content may be distressing, particularly for individuals who have experienced pregnancy complications, infant loss, or related trauma.
Please take care while reading. If you find the material upsetting, support is available, and details are available on our website about organisations which can help you.











	Meeting Date
	15 July 2025	Agenda Item
	2.1 

	Meeting Title
	Health Board

	Report Title
	Swansea Bay University Health Board’s (SBUHB) response to Independent Review of Maternity and Neonatal services

	Report Author
	Dr Raj Krishnan, Deputy Executive Medical Director

	Report Sponsor
	Elizabeth Rix, Executive Director of Nursing and Patient Experience

	Presented by
	Elizabeth Rix, Executive Director of Nursing and Patient Experience

	Freedom of Information 
	Open 

	Purpose of the Report
	The purpose of the report is to:

· Receive the Independent Review report and listen to the presentation from the Independent Review Chair and Engagement Lead
· Apologise unreservedly to all women and families whose care has fallen well below the expected standard
· Accept the findings and recommendations in full
· Set out initial actions and the arrangements that we are putting in place to scope and deliver a comprehensive Improvement Plan
· Confirm the ongoing independent oversight arrangements 

	Key Issues



	· In December 2023, SBUHB’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 Independent Review was commissioned by SBUHB in December 2023 to review the Maternity and Neonatal services;
· The report of the Independent Review has been received and this special Board meeting on the 15 July 2025 has been convened to consider it;
· This report outlines the next steps as SBUHB begins developing an Improvement Plan in response to the Independent Review, in collaboration with patients, families, and staff. It also outlines how SBUHB will ensure accountability and provide assurance for Maternity and Neonatal services.


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

	
	☐	☐	☒	☐
	Recommendations

	The Board is asked to:
· RECEIVE and fully accept the report, findings and recommendations of the Independent Review; 
· Apologise unreservedly to all women and families whose care has fallen well below the expected standard;
· TAKE ASSURANCE from the initial actions put in place and the arrangements to scope a comprehensive Improvement Plan;
· TAKE ASSURANCE from the ongoing independent oversight arrangements;
· AGREE to receive a further report at the September Board;
· THANK the Chair and members of the Independent Review Team for their comprehensive and rigorous report.





SWANSEA BAY UNIVERSITY HEALTH BOARD’S RESPONSE TO INDEPENDENT REVIEW OF MATERNITY AND NEONATAL SERVICES

1. INTRODUCTION
The purpose of this report is to accept the findings of the Independent Review of SBUHB’s Maternity and Neonatal services which is being tabled at the special Board on 15 July 2025. The report from the Oversight Panel was a difficult and upsetting document to read and we acknowledge that the findings are below the standards we wish to be providing as a high-quality organisation. SBUHB fully accepts the outcome of the Independent Review and this report sets out our first steps in working to not only put things right, but to improve our services in a robust and sustainable way. 

First and foremost, we offer our heartfelt and unreserved apology for the distress, trauma and pain experienced by some women and their families. We acknowledge that, at times, the care provided fell short of the kindness and compassion that every individual deserves. Most regrettably, we recognise that there were moments when we failed to listen, when listening was most needed. We are deeply sorry.

We are profoundly grateful to those who came forward to share their experiences as part of this review. Your voices have been heard, and your courage in speaking will make a difference.

We fully accept the findings and recommendations of this report. It recognises the progress we have made, while also highlighting where more work is needed. We remain committed to learning from the past and to continuing to improve our Maternity and Neonatal services.

To everyone who has supported us, through feedback, challenge, or encouragement, we sincerely thank you. We are committed to working together, openly, respectfully and with transparency as we move forward in delivering safer, more compassionate care for all.

2. BACKGROUND
In December 2023, SBUHB’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 (report published in December 2023). HIW undertook a follow-up unannounced visit in undertaken in April 2024 (report published in July 2024) to review progress against the previous inspection. 

SBUHB commissioned an Independent Review of the Maternity and Neonatal services in December 2023 to provide a broad range of independent expert analysis of its services and valuable input from families and staff. By means of this Independent Review, SBUHB was seeking to ensure that all identified safety actions are fully implemented and monitored to ensure that any improvements in the services can be sustained due to concerns raised by patients, families and the regulators. 

The purpose of the Independent Review was to: -

· Ensure that family and staff experience of the Maternity and Neonatal Services was central to this Review, along with its findings and impact, so that learning from experience could be identified.
· Ensure that any harm identified in individual cases is communicated to service users in line with SBUHB’s obligations under the Duty of Candour. 
· Undertake a rapid review of departmental risk to establish if there are any significant unaccounted risks within the current service. This will inform the need for any safety actions required at an early stage whilst the broader review is ongoing.
· Consider the clinical care within the scope of the Terms of Reference to determine its role in outcomes for mothers, babies and families.
· Understand key contextual data such as demographics; population health, and, for example, inequality data; and departmental activity to identify contributory issues.
· Consider the wider impact of the pandemic on activity and governance.
· Consider, on a ward to Board basis, the current leadership, quality, culture and governance arrangements within and (relationships) between services and understand why previous reviews may not have led to sustained improvements.
· Consider themes across all review strands and provide overarching analysis and reporting of both historical (from 2019 when the external reviews began to highlight serious concerns) and contemporaneous issues within Maternity and Neonatal services. 
· Provide recommendations to improve SBUHB’s Maternity and Neonatal services and outcomes for babies and their families.
· Identify actions SBUHB needs to take to establish effective engagement arrangements which actively involve patients, families and staff in the improvement of Maternity and Neonatal services and to rebuild wider public trust.
· Seek evidence and assurance from SBUHB that high priority actions have been implemented on an urgent basis and that all other recommendations arising from this Independent Review have also been implemented and embedded within a reasonable timeframe. 

The Independent Review had seven strands and these were:
 
· A review of any current departmental risks;
· Clinical care provided (the Clinical Review);
· Family and staff experience (the Engagement Review);
· Data and contextual analysis;
· Pandemic impacts; 
· Leadership; quality; culture, learning, and governance (the Governance Review); and
· Output coordination.

3. ACKNOWLEDGEMENT OF IMPACT
SBUHB fully acknowledges the seriousness of the findings of the Independent Review and the distress experienced by our patients and their families. The Independent Review has clearly identified the areas where we must improve and we are committed to addressing these with urgency and transparency.

There will be regular updates to the Board to ensure accountability and sustained progress. In addition, we will work closely with families, partner organisations, stakeholders and regulators to ensure that women who use our services receive the highest standard of care.

4. FOLLOW UP ACTIONS

Collaborative Development of the Improvement Plan
SBUHB will continue to engage closely with patients, families service users and staff to co-develop the Improvement Plan in response to the recommendations outlined in the Independent Review. Initial actions will be approved at this specially convened Board meeting (15 July 2025), with the final Improvement Plan scheduled for approval at the September 2025 Board meeting, following a period of summer engagement.

The immediate and intermediate actions from the recommendations will be as follows.

Immediate actions

· Implementation of Maternity Early Warning Score (MEWS).
MEWS will be implemented for all pregnant women and those who have been pregnant recently from 15 July 2025. 

· Delivery of consistent care with senior clinical staff oversight.
For maternity patients who require Intensive Therapy Unit (ITU) care at Morriston Hospital, there will be daily contact between the on call Obstetric Team and ITU. This will commence before 31 July 2025. Additionally, a full-time paediatric radiology reporting service will be made available from 31 July 2025.

In Maternity, Senior Clinical Staff (specialty grade / consultant) is on site for 22.5 hours a day with back up non-resident consultant on call during out of hours. The neonatal unit has already implemented an interim 13 hour, seven day, on-site consultant rota from April 2025 in line with British Association of Perinatal Medicine (BAPM) guidelines, facilitated by the appointment of an additional locum consultant. These are currently in place. 

Intermediate actions 

· Establishing a single point of access for maternity triage for all women. 
We have already fully implemented a UK wide standardised process for triage called Birmingham Symptom-specific Obstetric Triage System (BSOTS).  Further to this, we are going further by starting to implement a new unified triage approach as specifically recommended in the Independent Review. While it will take some time to become fully operational due to recruitment and training needs, the work is underway to ensure easy access and a responsive high-quality service. Progress will be shared with the Board in the September 2025 report. 

· Delivery of compassionate and trauma informed care.
An urgent review of the staffing levels in the postnatal ward will be undertaken to ensure compassionate care is provided. The results of the review and the proposed changes to the service required will be covered in the September 2025 Board report.

· Development and implementation a robust process for booking and prioritising women undergoing Induction of Labour (IoL).
A robust electronic system of booking and risk assessment for IoL is actively being explored so that women with the greatest clinical need are identified and managed as a priority. This will be supplemented by proposals of capital development of elective obstetric theatres on the Singleton Hospital site to improve patient flow and ensure that women requiring IoL or elective Caesarean sections do not experience delays. This will be presented to the Board in September 2025.

A comprehensive set of actions will be developed in conjunction with the patients, families and staff as part of the Improvement Plan. The oversight of the Improvement Plan will be as follows:

· Independent Oversight and Governance
SBUHB will retain the Independent Chair and Oversight Panel for an initial period of 18 months to ensure robust oversight of the Improvement Plan’s implementation. The Panel will provide regular progress reports to the Board.

· Establishment of the Perinatal Committee
A dedicated Perinatal Committee has been established and will report through the Quality and Safety Committee to the full Board at each public session. This structure will address the failings identified in the report and is designed to enhance openness, transparency, and accountability. Progress in relation to the Improvement Plan will be subject to robust internal and external scrutiny, underpinned by clearly defined outcome metrics and patient feedback. This process will be led by the internal assurance team and will be subject to review by the Oversight Panel as part of the external governance arrangements.

· Ongoing Engagement with Families and Communities
Continued engagement with families and communities across SBUHB remains a priority. Ken Sutton, the Oversight Panel’s engagement lead, will continue to support SBUHB in resetting its family and community engagement strategy, building on his pioneering work with seldom-heard groups.

· Support for Service Users and Families
The contract for independent triage midwives will transfer to SBUHB for a transitional period, ensuring that service users and families who may have missed the initial self-referral opportunity can still share their experiences. The self-referral website will also be transferred from the Independent Review’s landing site to SBUHB’s platform.

· Psychological Support Services
The independent psychological support services established during the review will remain available for the foreseeable future to support those affected.

· Facilitating System-wide Learning
The Oversight Panel will host a learning event in the autumn, open to other Health Boards across Wales, to promote shared learning and best practice in Maternity and Neonatal care.

5. ONGOING REPORTING ARRANGEMENTS
The Board will receive regular updates on the progress of the Improvement Plan for maternity and neonatal services. The report scheduled for presentation to the Board in September 2025 will include the following: -

· An update on progress against the Immediate Action Plans;
· A detailed report on the broader Improvement Plan;
· An overview of the revised approach to communication and engagement with families and service users.

6.  FINANCIAL IMPLICATIONS
The financial implications regarding the ongoing Improvement Plan will be covered in the September 2025 Board report. 

7. RECOMMENDATIONS
Members are asked to:
· RECEIVE and fully accept the report, findings and recommendations of the Independent Review; 
· Apologise unreservedly to all women and families whose care has fallen well below the expected standard;
· TAKE ASSURANCE from the initial actions put in place and the arrangements to scope a comprehensive Improvement Plan;
· TAKE ASSURANCE from the ongoing independent oversight arrangements;
· AGREE to receive a further report at the September Board;
· THANK the Chair and members of the Independent Review Team for their comprehensive and rigorous report.

	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

	SBUHB is dedicated to ensuring patients and their families have a safe service. The actions identified by the Independent Review will support the improvements needed to achieve this. 

	Financial Implications

	The financial implications will be outlined in the September 2025 Board report.

	Legal Implications (including equality and diversity assessment)

	There are no legal implications associated with the report. 

	Staffing Implications

	There are new no staffing implications associated with the report. If there are, then these will be covered in the September 2025 Board report.

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	SBUHB 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
	2.1i SBUHB IR. Appendices
2.1ii SBUHB IR. CYMRAEG
2.1ii SBUHB IR. Easy Read
2.1iii SBUHB MNS Independent Review
2.1iv SBUHB MNS IR. Summary Report
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