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Maternity and Neonatal Services Gold Command Overarching Action Tracker

	Item Number
	Action
	Action Lead(s)
	Progress
	Status

	Inspection Action Plans
	
	

	1. 
	Completion of HIW (Healthcare Inspectorate Wales) Inspection Action Plans
	Clinical Director for Midwifery 
	· 2019 actions completed;
· 1 outstanding action from the 2023 immediate concerns for Birmingham Symptom-specific Obstetric Triage System (BSOTS) implementation - ‘go-live’ date set for October 2024 and a task and finish group to be set up to work on the deliverables;
· All other actions from the 2023 and 2024 inspection reports are on track for completion by the December 2024 deadline, with the exception of the BFI (Breast Friendly Initiative) training but a plan is in place for this;
· ‘Mock’ inspection to take place with the NHS Wales Delivery Unit in September 2024 in advance of HIW re-inspection;
· Potential 15-step challenge by Llais to be arranged. 
	Open

	
	Completion of HEIW (Health Education and Improvement Wales) review action plan 
	Associate Service Group Medical Director – Women and Child Health
	· Majority of the action plan has been delivered; 
· Two outstanding which relate to maternity and neonatal: 
· ‘Civility Saves Lives’ workshops - regular arrangements are being made with the regional engagement lead;
· Job planning - second round of this has now commenced for obstetric and gynaecology staff.
	Open

	National Reports 
	
	

	2. 
	NNAP (National Neonatal Audit Programme)
	Associate Service Group Medical Director – Women and Child Health
	· A quality improvement programme in place;
· No further issues had been identified;
· Response provided to NNAP which will be taken through service group’s quality forums
	Completed

	
	MBRRACE-UK (Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK)
	Associate Service Group Medical Director – Women and Child Health
	· MBRRACE-UK 2023 data is awaited;
· Maternity and neonatal staff working through health board data to ascertain number of cases;
· All cases reviewed for learning and closure; 
· Thematic review to be undertaken in September 2024 of all 2023 stillborn babies and neonatal deaths. 
	Open

	Open Incidents
	
	

	3. 
	Closure of open incidents
	Clinical Director for Midwifery
	· 230 open incidents;
· Review meeting scheduled for September 2024;
· Matrons working through detail to ensure none could cause immediate harm; 
· A closure trajectory will be shared at the next meeting. 
· Detail of open concerns related to maternity and/or neonatal services and timelines for closure to be reported at the next meeting.  
	Open

	Horizon Scanning
	
	

	4. 
	Ombudsman Annual Report and Annual Accounts
	Assistant Head of Risk and Assurance
	· All-Wales report published;
· Health board specific report awaited to determine if any actions needed from a maternity and/or neonatal perspective. 
	No action required

	
	VON (International Vermont Oxford Network)
	Associate Service Group Medical Director – Women and Child Health
	· VON report is expected in the next few months.
	No action required
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